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KEY	TERMS	
	
Adolescence/Adolescent:	10-19	years,	according	to	the	WHO	definition	
Adolescent	fathers:	10-19	year	old	males	who	have	fathered	a	child	
Adolescent	mothers:	females	10-19	years	old	who	have	given	birth	to	a	child	
Adolescent	pregnancy:	pregnancy	occurring	between	the	ages	of	10-19	years	
Africaid	Zvandiri:	a	community	based	organisation	in	Zimbabwe	
DREAMS:	a	partnership	to	reduce	HIV	infections	among	women	and	girls	in	10	sub-Saharan	
African	countries	
Global	Fund:	a	partnership	investing	in	programmatic	responses	to	HIV,	amongst	other	causes.		
HIV-affected	households:	household	impacted	by	HIV	either	by	being	within	a	high	endemic	
community	or	by	having	a	household	member	who	is	living	with	HIV	
HIV-endemic	communities:	communities	with	a	high	prevalence	of	HIV		
HIV-orphans:	children/adolescents	experiencing	the	death	of	one	or	both	parents	due	to	
HIV/AIDS	related	illnesses	
Recently/sexually	infected	(living	with	HIV):	HIV	acquisition	after	birth	i.e.	through	sexual	
experiences/blood	exposures	(horizontal	HIV	infection)	
Sub-Saharan	Africa:	All	African	countries	that	are	located	(fully	or	partially)	south	of	the	
Saharan,	according	to	the	UN.	See	figure	1,	footnote	on	page	4	
Vertically	infected	(living	with	HIV):	HIV	acquisition	before	or	immediately	after	birth	from	
mother	
	
	
FREQUENTLY	USED	ACRONYMS	
	
ABCD:	Ask-Boost-Connect-Discuss		
ALHIV:	Adolescents	living	with	HIV	
ART:	Antiretroviral	therapy	
HAND:	HIV-associated	and	neurocognitive	disorders		
HEU:	HIV-exposed	uninfected		
IPV:	Intimate	partner	violence		
UNAIDS:	Joint	United	Nations	Programme	on	HIV/AIDS	
LMICs:	Low-	and	middle-income	countries		
MAMAS:	Mentoring	Adolescent	Mothers	at	School	
NGO:	Non-governmental	organisation	
OVC:	Orphans	and	vulnerable	children	
PEPFAR:	President's	Emergency	Plan	for	AIDS	Relief	
PMTCT:	Prevention	of	mother-to-child	transmission		
SDGs:	Sustainable	Development	Goals		
SRH:	Sexual	and	reproductive	health	
UNESCO:	United	Nations	Educational,	Scientific	and	Cultural	Organization		
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INTRODUCTION	
 

Whilst	 adolescents	 have	 received	 increasing	 attention	 in	 the	 global	HIV	 response,	 the	 health	
and	 well-being	 of	 adolescent	 mothers	 and	 their	 children	 has	 been	 largely	 overlooked.1	
Adolescent	girls,	 in	particular	have	been	and	 remain	 central	 to	global	HIV	prevention	efforts,	
given	 persistently	 high	 rates	 of	 HIV	 incidence	 among	 15-24	 year	 olds,	 particularly	 in	 sub-
Saharan	 Africa.2	 In	 this	 region,	 supporting	 adolescent	 parents	 living	 in	 high	 HIV-risk	
communities	is	critical	to	the	elimination	of	HIV	and	AIDS,	as	well	as	the	attainment	of	several	
Sustainable	 Development	 Goals	 (SDGs).	 The	 scale	 of	 vulnerability	 is	 significant:	 there	 are	 an	
estimated	11.4	million	adolescent	mothers	in	sub-Saharan	Africa,3	most	of	whom	live	in	adverse	
conditions.	By	the	age	of	18,	42%	of	adolescent	girls	and	young	women	 living	 in	urban	areas,	
and	more	than	50%	of	those	living	in	rural	areas,	have	been	pregnant.4	Four	of	every	five	new	
HIV	infections	among	15-19	year	olds	in	sub-Saharan	Africa	occur	among	adolescent	girls.5	Late	
pregnancy	 and	 breastfeeding	 are	 two	 high-risk	 periods	 for	 HIV	 infection,6,7	 and	 early	
unintended	pregnancy	during	 adolescence	 is	 a	 risk	 factor	 for	 later	HIV	 infection.8	Adolescent	
mothers	 and	 their	 children	 in	 sub-Saharan	Africa	are	at	 greater	 risk	of	HIV	 infection	and	 less	
likely	 to	 receive	 or	 stay	 on	 treatment.9	 They	 are	 also	 at	 the	 epicentre	 of	 intersecting	
vulnerabilities,	 including	those	associated	with	gender	 inequality,	poverty,	violence,	exclusion,	
poor	 education,	 and	 early	 childhood	 developmental	 delays	 that	 limit	 generations	 across	 a	
lifetime.1,10		
	
This	 background	 note	 outlines	 the	 current	 evidence	 on	 the	 experiences	 of	 young	 mothers	
affected	by	HIV	and	their	children,	the	impact	this	has	on	how	well	they	do	across	HIV-specific	
and	 SDG-related	 indicators,	 and	 solutions	 that	may	 deliver	 improvements	 across	 several	 HIV	
and	 SDG	 targets	 simultaneously.	 Supporting	 adolescent	 mothers	 affected	 by	 HIV	 and	 their	
children	to	meet	SDG	targets	is	central	to	realising	the	Global	Strategy	for	Women’s,	Children’s,	
and	Adolescent’s	Health	(2016-2030)11	and	to	working	towards	the	objectives	set	by	AA-HA!	for	
adolescent	 health.12	 The	 evidence	 reviewed	 focuses	 on	 sub-Saharan	 Africa,1	 due	 to	 the	
syndemic	–	concurrent	occurrence	–	of	adolescent	parenthood	and	HIV	across	this	region,	and	
the	potential	for	worse	outcomes	due	to	their	overlap.	The	methodology	used	to	compile	this	
evidence	note	is	summarised	in	Appendix	1.	
	
We	begin	 by	 outlining	 the	 importance	 of	 adolescent	mothers	 and	 their	 children	 in	 achieving	
global	HIV	and	development	 targets.	We	continue	by	exploring	how	adolescent	mothers	 and	
their	 children	 are	 currently	 excluded	 by	 our	 socio-legal	 frameworks,	 data	 collection	 and	
management,	and	funding	and	programming,	including	a	note	on	adolescent	fathers.	The	third	
section	highlights	a	collection	of	promising	programmes	that	focus	on	and	support	adolescent	
parents	 affected	 by	 HIV	 and	 their	 children.	 We	 end	 with	 a	 series	 of	 preliminary	
recommendations	 to	 facilitate	discussion	regarding	advocacy	 for	adolescent	mothers	affected	
by	HIV	and	their	children.	
	

                                                        
1 Sub-Saharan Africa was defined as including the following countries: Angola; Benin; Botswana; Burkina Faso; Burundi; 
Cameroon; Cape Verde; Central African Republic; Chad; Comoros; Congo ; Brazzaville; Democratic Republic of Congo; Cote 
d'Ivoire; Djibouti; Equatorial Guinea; Eritrea; Eswatini; Ethiopia; Gabon; The Gambia; Ghana; Guinea; Guinea Bissau; Kenya; 
Lesotho; Liberia; Madagascar; Malawi; Mali; Mauritania; Mauritius; Mozambique; Namibia; Niger; Nigeria; Reunion; Rwanda; Sao 
Tome; Senegal; Seychelles; Sierra Leone; Somalia; South Africa; South Sudan; Sudan; Swaziland; Tanzania; Togo; Uganda; 
Western Sahara; Zambia; Zimbabwe. 
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SECTION 1: WHY ARE ADOLESCENT MOTHERS AND THEIR CHILDREN IMPORTANT FOR ACHIEVING 
GLOBAL HIV AND DEVELOPMENT TARGETS? 

	
1.1 THE SCALE OF ADOLESCENT PARENTHOOD 

● Complications	during	pregnancy	and	childbirth	are	the	main	cause	of	death	among	15-19	year	
old	women	globally.13	

● Approximately	11.4	million	adolescent	mothers	are	living	within	sub-Saharan	Africa14	
● Adolescent	birth	rate	across	HIV-endemic	countries	within	sub-Saharan	Africa	ranges	from	30-

208	per	1000	births	(average	103),	a	higher	rate	on	average	than	non-HIV	endemic	countries	
within	the	region.3	

● At	an	estimated	123	per	1000	births,	rates	of	adolescent	pregnancy	in	sub-Saharan	Africa	are	
the	highest	globally	and	show	no	considerable	decline	since	199015	

	
In	this	report,	adolescent	pregnancy	and	motherhood	 is	defined	as	pregnancy	or	childbearing	
among	girls	10-19	years	old.3	Adolescence	 is	a	critical	period	of	development,	both	physically	
and	psychologically.	Globally,	 the	 experience	of	 pregnancy	 and	 childbirth	 during	 adolescence	
has	 been	 found	 to	 affect	 young	women	 across	multiple	 domains.	 Adolescent	 pregnancy	 and	
birth	 rates	 within	 sub-Saharan	 Africa	 are	 the	 highest	 in	 the	 world,	 and	 current	 overall	
prevalence	of	adolescent	pregnancy	 in	 the	region	 is	18.8%	(95%	CI:	16.7-20.9).16	Sub-Saharan	
Africa	 is	home	to	a	growing	“youth	bulge”	with	the	number	of	adolescents	expected	to	reach	
435	 million	 by	 2030.17	 Despite	 prevention	 efforts,	 adolescent	 pregnancy	 rates	 in	 the	 region	
have	 increased	 within	 recent	 years,18	 with	 countries	 such	 as	 Madagascar,	 Malawi	 and	
Mozambique	reporting	that	over	30%	of	adolescent	girls	initiated	childbearing	before	the	age	of	
20.3.	Many	countries	in	the	region	report	high	rates	of	very	early	marriage	(before	15	years	old)	
which	goes	hand-in-hand	with	unintended	adolescent	pregnancy.	Although	many	pregnancies	
among	 15-19	 year-olds	 take	 place	 in	 the	 context	 of	marriage,	more	 than	 half	 of	 adolescent	
pregnancies	are	estimated	to	be	unplanned	and	unintended.19	
	
Within	sub-Saharan	Africa,	adolescent	pregnancy	and	motherhood	occurs	within	the	context	of	
high	 rates	 of	 HIV,	 adding	 a	 layer	 of	 complexity	 to	 the	 experiences	 of	 adolescents	 and	 their	
children	within	the	region.	Sub-Saharan	Africa	remains	at	the	centre	of	the	HIV	epidemic	and	is	
home	 to	 more	 than	 half	 of	 the	 global	 population	 of	 people	 living	 with	 HIV	 (20.6	 million).5	
Globally,	over	2	million	adolescents	(10-19	years)	are	living	with	HIV,	a	figure	that	has	increased	
by	almost	30%	within	the	past	decade.4	This	increase	in	the	number	of	people	living	with	HIV	is,	
in	 part,	 attributable	 to	 advances	 in	 treatment	 and	 improved	 child	 development	 outcomes	
within	the	region.	As	a	result,	a	growing	cohort	of	adolescents	 is	 living	with,	or	at	risk	of,	HIV	
infection.	Moreover,	many	 adolescents	within	 the	 region	 are	 HIV-exposed	 uninfected	 (HEU);	
global	 estimates	 approximate	 that	 8	million	 adolescents	 are	 HEU.20	Many	more	 adolescents	
remain	 classified	 as	 Orphans	 or	 Vulnerable	 Children	 (OVC):	 orphaned	 by	 HIV,	 living	 in	 a	
household	with	people	living	with	HIV,	or	vulnerable	to	HIV	or	the	impacts	of	HIV	(such	as	socio-
economic	impacts).	Adolescent	birth	rates	within	HIV-endemic	communities	range	from	30-208	
per	1000	births,	a	rate	higher	on	average	than	non-HIV	endemic	countries,	based	on	data	for	
15-19	years	old		adolescents.3	
	
Given	 such	 complexity,	 policies	 and	 programming	 face	 new	 challenges	 in	 supporting	
adolescents	in	general,	and	adolescent	parents	in	particular,	within	a	continuum	of	HIV-related	
risks—and	with	 that,	 new	 considerations	 regarding	 the	 children	of	 parenting	 adolescents.	 To	
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meet	all	of	our	global	HIV	and	Sustainable	Development	Goals,	it	is	critical	that	we	understand	
and	respond	to	the	needs	of	this	intergenerational	issue.	

	
1.2 ADOLESCENT MOTHERS AFFECTED BY HIV AND THEIR CHILDREN—A SYNDEMIC OF 

VULNERABILITIES 

Living	 in	 high	 HIV-endemic	 areas	 exposes	 adolescents	 to	 a	 continuum	 of	 HIV-related	 risks,	
which	in	turn	has	implications	for	adolescent	pregnancy	and	parenting.	This	section	summarises	
the	 evidence	 on	 health	 and	 well-being	 among	 adolescent	 mothers	 affected	 by	 HIV,	 defined	
broadly	as	illustrated	in	Figure	1,	and	their	children.	Adolescent	fatherhood	–	an	important	and	
understudied	topic	–	is	also	addressed	in	Section	2.	
		
Figure	1.	An	illustration	of	HIV-related	risk	within	HIV-endemic	communities	

Living	in	HIV-endemic	communities	

	 HIV	affected	households	

	 HIV-orphans	

	 HIV-exposed	uninfected	(HEU)	

	 Living	with	HIV	-	
vertically	infected	

Living	with	HIV	-	
recently/sexually	infected	

	
Although	HIV	affects	the	lives	of	adolescent	mothers	and	their	children	in	multiple	layered	and	
interconnected	ways	 (Box	1),	data	on	each	of	 the	above	sub-groups	are	not	readily	available.	
Neither	HIV	data	monitoring	and	surveillance,	nor	maternal	and	child	health	monitoring	data,	
adequately	explores	the	intersection	of	these	key	health	issues.	Furthermore,	although	we	can	
estimate	the	population	of	adolescent	mothers	living	with	HIV,	no	quantitative	data	is	available	
for	adolescent	fathers.		
	
BOX 1 – HIV INFECTION, ADOLESCENT MOTHERS AND THEIR CHILDREN: STEPWISE IMPACTS 

We	 begin	 with	 an	 overview	 of	 some	 of	 the	 available	 evidence	 relating	 to	 the	 experience	 of	
adolescent	parents	affected	by	HIV—including	 living	with	HIV,	HEU,	HIV	orphans,	adolescents	
living	 in	 households	 affected	 by	 HIV	 and	 within	 high-endemic	 communities.	 Specifically,	 we	
explore	these	populations’	experiences	within	sub-Saharan	Africa	across	multiple	key	domains	
including	 mental	 health	 and	 cognitive	 development,	 physical	 health	 inclusive	 of	 sexual	
reproductive	 health,	 education,	 socio-economic	 factors,	 violence	 and	 relationships	 and	
outcomes	and	key	indicators	for	the	children	of	adolescents.  
 
How	does	HIV	infection	affect	adolescents?	Growing	up	with	HIV	is	associated	with	experiencing	
neurocognitive	 delays,21,22	 physical	 and	 mental	 health	 problems,23	 high	 rates	 of	 ART	 non-
adherence,	viral	failure,	low	retention	in	care	and	mortality.24–32	The	impact	of	HIV	on	these	life	
domains	varies	by	time	since	infection,	mode	of	infection,	and	time	on	treatment,	requiring	the	
provision	of	differentiated	services	to	support	adolescents	living	with	HIV	reach	SDG	targets.33	
Despite	initial	delays	in	pubertal	development,	once	on	ART,	adolescents	living	with	HIV	report	
similar	 rates	 of	 sexual	 activity	 and	 pregnancy/childbearing	 to	 their	 un-infected	 peers.34	 As	 a	
result,	although	adolescents	 living	with	HIV	are	often	discouraged	from	sexual	 relationships	–	
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particularly	 unprotected	 sex	 –	 many	 have	 relationships	 and	 become	 pregnant,	 nearly	 all	 of	
them	reporting	unintended	pregnancies.34,35	
	
How	 does	 HIV	 infection	 affect	 adolescent	 pregnancy	 and	 parenting	 among	 adolescents?	
Amongst	pregnant	and	parenting	adolescents,	additional	challenges	may	emerge	relating	to	HIV	
infection.	 These	 challenges	 may	 include:	 first	 learning	 about	 HIV-positive	 status	 during	 an	
antenatal	 visit	 (recently,	 sexually-infected	 adolescents);36	 regimen	 changes	 for	 those	on	ARVs	
(vertically-infected	 adolescents);	 challenges	 with	 adherence;	 and	 challenges	 with	 healthcare	
access	and	retention,	including	prevention	of	mother	to	child	transmission	[PMTCT],	antenatal	
care,	 postpartum	 care	 and	moving	 to	 adult	 services.	 In	 addition	 to	managing	 their	 own	 HIV	
status,	adolescent	mothers	living	with	HIV	need	to	also	account	for	the	physical,	emotional	and	
cognitive	 development	 of	 their	 children.	 Adolescent	 mothers	 living	 with	 HIV	 have	 worse	
antenatal	and	post-natal	care	engagement,	and	are	less	likely	to	access	programming	that	has	
shown	to	be	effective	among	older	mothers.37,38	HIV	 infection,	and	adolescent	pregnancy	and	
motherhood,	have	a	complex	relationship.	Younger	girls	 (15	years	and	younger)	who	become	
pregnant	 have	 been	 found	 to	 be	 more	 likely	 to	 subsequently	 become	 infected	 with	 HIV.8	
Pregnancy	may	be	a	time	of	elevated	risk	of	HIV	exposure:	in	a	study	from	Lesotho,	the	rate	of	
seroconversions	among	n=200	adolescent	mothers	was	significantly	higher	than	that	among	the	
741	 older	 women	 (2.19	 per	 100	 person-years	 compared	 to	 0.67	 for	 adult	 women).39	 Similar	
data	on	the	elevated	risk	of	HIV	seroconversion	during	pregnancy	has	been	reported	in	South	
Africa40	and	Kenya,41	but	with	reduced	clarity	on	teenage	pregnancy.	
	
How	does	maternal	HIV	 infection	affect	 the	 children	of	adolescents?	For	 the	 children	born	 to	
adolescent	mothers	 living	with	HIV	 in	 sub-Saharan	Africa,	 an	 additional	 set	 of	 considerations	
emerges	relating	to	being	born	with	HIV	or	being	exposed	(in-utero,	peri-partum,	post-partum)	
but	uninfected.	HIV	exposure	has	significant	 implications for	developmental	outcomes	among	
children	 of	 mothers	 living	 with	 HIV,	 though	 quantitative	 data	 from	 children	 of	 adolescent	
mothers	 living	 with	 HIV	 is	 limited.42	 Moreover,	 the	 health	 and	 well-being	 of	 children	 of	
adolescent	mother	 living	with	HIV	may	be	 indirectly	 affected	by	 living	within	an	HIV-affected	
household	 and	 the	 structural	 and	 socio-economic	 issues	 associated	with	 it.	 As	 a	 result,	 their	
access	 to	 healthcare	 services	 –	 including	 current	 and	 future	 HIV	 testing,	 and,	 when	 needed,	
access	to	and	retention	in	care	and	treatment	may	be	compromised.	HIV	infection	exacerbates	
health	 risks	 for	adolescent	mothers	and	 their	 children.	Vertical	HIV-transmission	 rates	among	
adolescent	 mothers	 are	 three	 times	 higher	 than	 in	 adult	 women.9,37,43–45	 Research	 from	
Southern	 Africa	 suggests	 that	 HIV-infected	 adolescent	 mothers	 have	 much	 lower	 rates	 of	
accessing	 and	 adhering	 to	 ART	 in	 PMTCT	 programmes,37,43,45–47	 and	 high	 post-birth	 drop-out	
rates,48–50	particularly	when	initiated	on	treatment	for	life	(Option	B+).51	
	
In	 addition	 to	 the	 impacts	 of	 HIV	 infection	 on	 the	 health	 of	 adolescent	 mothers	 and	 their	
children,	 there	are	 further	 risks	 for	adolescent	mothers	and	their	children	 in	contexts	of	HIV-
affected	 communities,	 even	 if	 mother	 and	 child	 are	 not	 living	 with	 HIV.	 Data,	 research	 and	
associated	 literature	 is	 emerging,	 yet	 remains	 limited	 at	 the	 time	 of	 this	 report.1	 In	 the	
remainder	of	this	section,	we	summarise	the	available	data	from	sub-Saharan	Africa	clustered	
across	several	domains	linked	to	the	SDGs.	
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PHYSICAL	HEALTH,	

INCLUDING	SEXUAL	AND	REPRODUCTIVE	HEALTH	

	
● For	adolescent	mothers	who	are	not	 living	with	HIV	but	reside	within	high-endemic	areas,	

HIV	 exposure	 and	 testing	 for	 HIV	 infection	 remain	 important	 in	 the	 context	 of	 physical	
health	outcomes.	For	many	adolescent	mothers,	finding	out	about	their	HIV	status	happens	
at	the	same	time	as	their	pregnancies	are	confirmed,	often	after	their	first	trimester.7,37,52		

● Adolescent	mothers	have	been	found	to	be	at	a	greater	risk	of	postpartum	complications,	
including	 eclampsia,	 hypertension	 and	 maternal	 mortality,	 when	 compared	 to	 older	
mothers.53	HIV	infection	negatively	impacts	maternal	and	child	birth	outcomes,54	though	no	
studies	focusing	on	adolescent	mothers	were	found.	

● Sexual	 risk	 behaviour	 and	 in	 turn,	 horizontal	HIV	 infection	 and	 repeat	 pregnancy,	 remain	
considerations	for	adolescent	mothers.	Repeat	unintended	pregnancy	among	ALHIV	is	more	
likely	to	result	in	poor	birth	outcomes	inclusive	of	abortion.34,55	

● Adolescent	mothers	 are	 less	 likely	 to	 engage	 and	 be	 retained	within	 health	 services	 and	
particular	 considerations	 for	 adolescent	mothers	 living	with	HIV	 including	ART	 adherence	
and	 uptake,	 HIV	 transmission,	 and	 engagement	 with	 PMTCT.9,56	 Adolescent	 mothers	 are	
slower	to	engage	with	antenatal	care	and	less	likely	to	engage	with	PMTCT.37,44	One	study	
identified	that	only	5%	of	pregnant	ALHIV	were	on	ART	(relating	to	their	own	health)	prior	
to	engaging	with	antenatal	care,	compared	with	43%	of	adults	living	with	HIV.37	

● Adolescent	 mothers	 are	 less	 likely	 to	 use	 post-partum	 contraception	 and	 access	
contraception	 services	 in	 general.	 Each	 year,	 a	 large	number	of	 adolescent	 girls	 attempts	
unsafe	termination	of	pregnancy,	which	has	significant	implications	for	their	health.19	

● Not	 all	 adolescents	 experience	 only	 one	 birth	 in	 adolescence:	 7.9%	 of	 15-19	 year	 olds	 in	
Niger	reported	at	least	two	pregnancies,	and	1.3%	in	Niger	and	Madagascar	reported	a	third	
pregnancy.57	A	study	of	757	adolescent	girls	living	with	HIV	in	Kenya	found	that	24.1%	had	
more	 than	 one	 pregnancy	 by	 the	 age	 of	 19.58	 In	 addition	 to	 the	 negative	 impacts	 of	
adolescent	pregnancy,	repeat	pregnancies	within	a	short	time	period	remains	a	concern	for	
adolescent	mothers	as	 this	may	pose	 further	 risks	 for	both	 the	adolescent	outcomes	and	
the	child	 including	preterm	birth,	 low	birth	weight	and	higher	 risk	of	 infant	mortality.59–61	
Data	 regarding	 the	 impacts	of	 adolescent	pregnancy	and	HIV	 is	 not	 readily	 available,	 yet,	
repeated	pregnancy	and	short	birth	intervals	should	remain	a	consideration	for	adolescent	
outcomes	and	future	child	development	outcomes.		

	
	

MENTAL	HEALTH	OF	ADOLESCENT	MOTHERS	AFFECTED	BY	HIV	

	
● Globally,	poor	mental	health	has	been	 found	 to	be	associated	with	adolescent	pregnancy	

and	should	remain	a	consideration	for	all	parenting	adolescents,62–65	although	a	systematic	
review	showed	mixed	results	of	 the	 impact	of	adolescent	pregnancy	on	 long-term	mental	
health.66	

● Grief	 and	HIV	 stigma	by	association	 remain	key	 issues	 for	 those	affected	by	HIV	 (living	 in	
HIV-affected	households,	orphans,	HEU	and	 those	 living	with	HIV)	 and	 likewise	 should	be	
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considered	for	adolescent	parents.67	
● For	adolescents	living	with	HIV	(ALHIV;	both	vertically	and	horizontally),	internalised	stigma	

and	concerns	surrounding	disclosure	are	prominent	concerns.68	
● However,	 for	 some,	 the	experience	of	adolescent	motherhood	has	positive	mental	health	

and	emotional	impacts,	promoting	self-esteem,	self-worth	and	maturity.69–71	
 

 
 

COGNITIVE HEALTH AND DEVELOPMENT OF ADOLESCENT 
MOTHERS AFFECTED BY HIV  

	
• HIV-associated	and	neurocognitive	disorders	(HAND),	as	well	as	wider	cognitive	issues,	have	

been	 found	 to	 be	 associated	 with	 HIV	 exposure	 and	 infection	 among	 children	 and	
adolescents.72–74	

• Cognitive	challenges	have	been	associated	with	increased	school	absenteeism	and	delayed	
grade	 progression	 among	 adolescents	 living	 with	 HIV,	 in	 part	 due	 to	 missing	 school	 to	
attend	clinic	appointments.29	

	
	
EDUCATIONAL	EXPERIENCES	OF	ADOLESCENT	MOTHERS	AFFECTED	BY	HIV	

	
● Adolescent	pregnancy	is	a	visible	and	physical	marker	of	early	sexual	activity,	and	as	such,	

makes	many	adolescent	mothers	targets	of	stigma	and	discrimination	at	schools	from	peers,	
teachers	 and	 the	 community.75	 This	may	 take	 the	 form	 of	 deliberate	 expulsion	 once	 the	
pregnancy	is	confirmed,76	or	mandatory	tests	or	physical	exams	that	are	often	involuntary	
and	degrading.77	

● Adolescent	mothers	are	 less	 likely	to	be	enrolled	 in	and	attend	school	compared	to	peers	
who	have	not	been	pregnant,	with	adolescent	pregnancy	being	identified	as	both	a	cause	as	
well	as	a	consequence	of	school	dropout.	Young	women	attending	school	but	for	fewer	days	
have	been	found	to	have	higher	incidence	of	pregnancy	than	high-attenders.78	

● Adolescent	 mothers	 may	 struggle	 to	 attend	 and	 perform	 well	 at	 school,	 due	 to	 mental	
health	and	psychosocial	issues,79	difficulties	due	to	tiredness	and	concentration,	and	limited	
home-based	support	to	stay	in	school,	such	as	child	care.75,80	

● School	outcomes	and	educational	attainment	are	 lower	for	adolescent	mothers	compared	
to	their	peers,	and	this	group	have	been	found	to	experience	stigma	within	the	context	of	
school	 including	policy	and	laws	that	directly	discriminate	against	pregnant	adolescents	or	
adolescent	mothers.75,76	

● Supporting	adolescents	to	return	to	school	is	likely	to	reduce	future	pregnancies	and	delay	
childbearing,	as	well	as	support	adolescent	mothers	to	provide	better	 lives	for	themselves	
and	 their	 children.	 Positive	examples	of	 school	 support	 for	 adolescent	mothers,	 including	
those	 living	 with	 HIV,	 encompass:	 providing	 social	 and	 financial	 support	 for	 adolescent	
mothers;	 time	 for	 breastfeeding	 or	 time	 off	when	 babies	 are	 ill	 or	 need	 to	 go	 to	 clinics;	
choice	 to	 access	 morning	 or	 evening	 school	 shifts;	 establishing	 nurseries	 or	 ECD	 centres	
close	 to	schools;	and	 facilitating	access	 to	counselling	and	sexual	and	 reproductive	health	
products	and	services.76	
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SOCIO-ECONOMIC	STATUS	OF	ADOLESCENT	MOTHERS	LIVING	
WITH	HIV	

	
● Numerous	predictors	of	adolescent	pregnancy	have	been	 identified	 in	studies	undertaken	

across	 sub-Saharan	 Africa	 that	 include	 socio-economic	 status	 (SES),	 community-level	
poverty,	low	household	income,	poor	economic	opportunities,	and	economic	constraints.81–
85	 Data	 from	 52	 studies	 (including	 254,350	 participants)	 from	 24	 sub-Saharan	 African	
countries	 showed	 that	 adolescent	 pregnancy	 was	 driven	 by rural	 residence	 (OR:	 2.04),	
whether	 they	 had	 been	 ever	 married	 (OR:	 20.67),	 not	 attending	 school	 (OR:	 2.49),	 no	
maternal	 education	 (OR:	 1.88),	 no	 paternal	 education	 (OR:	 1.65),	 and	 lack	 of	 parent	 to	
adolescent	communication	on	sexual	and	reproductive	health	(SRH)	issues	(OR:	2.88).16	

● While	socio-economic	factors	are	key	drivers	for	adolescent	pregnancy,	 further	challenges	
exist	for	adolescents	once	they	become	mothers;	they	have	been	found	to	have	have	lower	
SES	 and	 reduced	 career	 prospects,86–88	 even	 after	 controlling	 for	 pre-existing	 social,	
economic,	and	health	problems.89	

● Parenting	within	the	context	of	poverty	brings	numerous	challenges.	For	adults,	parenting	
might	bring	additional	stressors	that	can	affect	relationships	with	their	children;	these	might	
include	 the	 use	 of	 harsh	 discipline	 or	 the	 reduced	 abilities	 to	 support	 the	 educational	
development	of	the	child.90	Lower	SES	has	also	been	found	to	be	associated	with	reduced	
ability	 to	 provide	 substantive	 nutrition	 for	 child	 development.91	 The	 data	 regarding	
adolescent	mothers’	experience	of	poverty,	particularly	within	the	context	of	HIV,	show	that	
these	stressors	may	be	exacerbated	in	young	mothers.	These	mothers,	at	extreme	risk	for	
social	 exclusion	 and	 poverty,	 may	 be	 victims	 of	 stigma	 related	 to	 pregnancy	 and	
motherhood.	 Furthermore,	 these	 young	 women	may	 be	 excluded	 from	 pursuing	 further	
education,	precluding	them	from	accessing	high	education,	employment	opportunities,	and	
resources	for	survival—perpetuating	the	cycle	of	poverty.92	

● Poverty	is	 inherently	 linked	to	food	security,	and	adolescent	pregnancy	has	been	found	to	
be	associated	with	low	birth	weight,	highlighting	the	implications	of	adolescent	pregnancy	
for	child	nutrition	and	development.93	Providing	adequate	food	and	household	 income,	as	
well	 as	 employment	 and	 income	 generation	 activities,	 are	 prominent	 considerations	 for	
adolescent	mothers	and	may	have	a	long-term	impact	at	a	societal	level.	

	
	
VIOLENCE	 EXPERIENCES	 IN	 RELATIONSHIPS	 AMONG	 ADOLESCENT	
MOTHERS	AFFECTED	BY	HIV	

	
● Adolescent	 pregnancy	 has	 been	 found	 to	 be	 associated	 with	 age-disparate	 sex.94	 The	

prevalence	 of	 adolescent	 motherhood	 remains	 highest	 in	 regions	 where	 child	 marriage	
rates	are	reported	to	be	higher.18		

● How	these	relationships	evolve	through	pregnancy	and	motherhood,	and	the	involvement	
of	 the	 men	 involved	 within	 these	 relationships,	 should	 remain	 a	 consideration	 in	
programming.	Qualitative	research	from	the	region	suggests	that	adolescent	mothers	who	
live	with	their	partners	(husbands	or	boyfriends)	without	caregivers	struggle	to	receive	the	
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necessary	support	to	overcome	the	challenges	of	early	motherhood.75	
● Pregnant	and	parenting	adolescents	are	at	a	greater	risk	of	intimate	partner	violence	(IPV)	

compared	 to	 their	 non-pregnant,	 non-parenting	 peers.	 They	 are	 twice	 as	 likely	 to	 report	
physical	or	verbal	IPV.95	Likewise,	IPV	is	also	a	risk	factor	for	adolescent	pregnancy.96	

● Poor	 social	 support	 and	 caregiver-adolescent	 communication	 has	 been	 found	 to	 be	
predictors	of	adolescent	pregnancy.97	

● A	 lack	of	 social	 and	psychosocial	 support	 has	been	 reported	 as	 a	 barrier	 for	 engagement	
with	PMTCT	services,98	highlighting	how	social	support	intersects	with	multiple	domains	for	
adolescent	mothers.	

	
	
CHILD	OUTCOMES	AND	EARLY	CHILDHOOD	DEVELOPMENT	FOR	
CHILDREN	OF	ADOLESCENT	MOTHERS	AFFECTED	BY	HIV	

	
● Adolescent	motherhood	 has	 implications	 for	 a	 number	 of	 child	 birth	 outcomes	 including	

birth	weight,	Apgar	scores,	preterm	birth	and	perinatal	mortality.53	Such	factors	have	been	
linked	to	late	antenatal	care	bookings	and	fewer	antenatal	care	visits.99		

● Adolescent	mothers	including	those	living	with	HIV	report	conflicting	sources	of	information	
about	 breastfeeding:	 in	 particular,	 whether	 to	 take	 breastfeeding	 advice	 from	 home	 or	
clinic.100		

● Child	 developmental	 outcomes	 for	 the	 children	 of	 adolescent	 mothers	 across	 the	 HIV	
cascade	should	remain	a	key	consideration.	For	adolescent	mothers	who	are	HEU	or	living	
with	HIV,	HAND	and	broader	 cognitive	 issues	 relating	 to	 child	development	outcomes	 (as	
mentioned	above	in	relation	to	adolescent	mothers)	should	remain	a	priority	for	research,42	
though	 quantitative	 data	 on	 neurocognitive	 development	 among	 children	 of	 adolescent	
mothers	is	not	yet	available.	

● For	 adolescent	mothers	 living	with	 HIV	 or	who	 are	 HEU,	 HIV	 testing	 of	 their	 infants	 and	
children,	and	engagement	with	testing,	remains	focal.	HIV	testing	uptake	rates	for	children	
of	adolescent	mothers	remain	sub-optimal,	and	there	is	no	data	on	the	effect	of	adolescent	
parenting	on	such	uptake.	And,	likewise	for	those	children	diagnosed	with	HIV	access	to	and	
engagement	with	treatment	and	care	remains	critical	to	bolster	outcomes.	

● Caregiving	 tasks	 are	 an	 important	 set	 of	 challenges	 for	 adolescent	 mothers	 who	 are	
straddling	being	 an	 adolescent	 –	 going	 to	 school,	 supporting	with	 chores	 at	 home	–	with	
being	a	parent	–	independently	taking	care	of	themselves	and	their	children.101	

	
Adolescent	child	and	mother	experiences	combined	with	the	layered	impact	of	HIV	have	been	
mapped	in	Appendix	2.
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SECTION 2: THE SCALE OF THE EXCLUSION 
	
Adolescent	 mothers	 living	 with	 HIV	 and	 their	 children	 often	 report	 exclusion,	 stigma,	 and	
discrimination.	 Importantly,	 for	 adolescent	mothers	 living	 in	high	HIV	 contexts	more	broadly,	
this	 exclusion	 or	 potential	 for	 exclusion	 can	 also	 be	 keenly	 felt.75,76	 Because	 this	 population	
does	 not	 necessarily	 belong	 to	 one	 “category,”	 the	 potential	 for	 exclusion	 is	 high.	 Exclusion	
occurs	at	the	intersection	of	young	motherhood	and	HIV,	and	is	exacerbated	by	the	dual	stigma	
linked	to	both	adolescent	motherhood	and	HIV.98	The	transition	from	childhood	to	adulthood	
can	 take	 shape	 in	 different	 ways	 for	 different	 individuals.	 Relatedly,	 research	 shows	 that	 a	
young	 person’s	 relationship	 to	 HIV	 may	 shift	 and	 change	 depending	 on	 the	 extent	 of	 their	
“affectedness.”	 Importantly,	 how	 HIV	 affects	 an	 adolescent	 mother may	 change	 throughout	
pregnancy	 and	 motherhood;	 for	 example,	 a	 significant	 proportion	 of	 new	 infections	 occur	
during	 late	pregnancy,	putting	both	mother	and	 child	at	 risk	when	ART	 initiation	 is	delayed.7	
The	syndemic	of	HIV	and	adolescent	pregnancy	and	motherhood	has	resulted	in	this	important	
population	being	overlooked	in	research,	policy,	funding	and	programming.	Consequently,	this	
highly	 vulnerable	 population	 remain	 largely	 invisible	 in	 the	 global	 HIV-focused	 response	 and	
maternal	and	child	health	work.	This	section	highlights	some	of	the	ways	in	which	HIV-affected	
adolescent	 mothers	 and	 their	 children	 are	 excluded	 from	 the	 HIV	 response,	 but	 also	 from	
related	efforts	that	should	respond	to	their	critical	health,	psychosocial,	and	material	needs.	
	

CONTESTED LEGAL AND CULTURAL DOMAINS 

Several	 cross-cutting	 cultural	 and	 legal	 issues	 affect	 adolescent	 mothers,	 including	 legal	
emancipation,	 return-to-school	 policies,	 and	 in	 many	 HIV-endemic	 regions,	 early	 marriage.	
Factors	 associated	 with	 HIV	 infection	 and	 early	 marriage	 (marriage	 before	 18)	 in	 many	
communities	 in	 sub-Saharan	 Africa	 overlap.	 In	 particular,	 harmful	 gender	 norms	 and	
inequalities	 at	 home	 and	 communities	 shape	 the	 vulnerabilities	 of	 adolescent	 girls	 to	 poor	
health,	 education	 and	 life	 outcomes,	 which	 are	 consequences	 of	 HIV	 infection	 and	 early	
marriage.102	These	are	often	exacerbated	by	specific	practices	and	policy	environments	that	are	
particularly	harmful	to	the	health	and	well-being	of	young	mothers	and	their	infants.75,76,102	In	
many	 ways,	 these	 structural	 factors	 pose	 additional	 risks	 to	 adolescent	 mothers,	 further	
complicating	 their	 life	 circumstances,	 adding	 pressures	 related	 to	 social	 expectations,	 and	
placing	them	at	a	distinct	disadvantage	as	compared	to	their	peers.	

Becoming	a	mother	during	adolescence	in	unfavourable	cultural	and	legal	environments	further	
entrenches	these	young	women’s	complex	vulnerabilities.	These	vulnerabilities	include	the	lack	
of	access	to	educational	opportunities,	leading	to	later	exclusion	from	employment	and	formal	
economy,	 as	well	 as	 the	 lack	 of	 access	 to	 supportive	 family	 or	 peer	 relationships,	 leading	 to	
social	 isolation.	 Furthermore,	 even	 where	 legal	 protections	 are	 in	 place	 for	 these	 young	
women,	 there	 is	 often	 a	 disconnect	 between	 law	 and	 implementation	 that	 jeopardizes	 the	
rights,	and	well-being,	of	adolescent	mothers	and	their	children.	

School,	return	to	education	and	“learners’	maternity	leave”	

Across	 sub-Saharan	 Africa,	 there	 are	 divergent	 policies	 and	 practices	 at	 a	 school	 level	 for	
adolescent	 mothers.	 A	 review	 of	 the	 legal	 environment	 across	 23	 East	 and	 Southern	 Africa	
conducted	by	UNFPA	in	2015,	found	that	only	half	the	countries	had	legislation	and	policies	on	
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the	 management	 of	 learner	 pregnancy	 and	 re-entry	 t	 school	 after	 delivery.103	 While	 the	
importance	of	the	right	to	education	is	clear	in	existing	policies,	most	existing	policies	identified	
by	the	review	took	a	punitive	approach	to	school	learner	pregnancy.	103	In	South	Africa,	where	
5.1%	 of	 all	 births	 are	 to	 mothers	 15-19	 years,3	 efforts	 have	 been	 strengthened	 to	 promote	
sexual	 education	 and	 encourage	 learners	 to	 return	 to	 school.	 A	 promising	 draft	 policy	 for	
pregnant	school	learners	outlines	clear	steps	through	which	adolescent	mothers	can	remain	in	
school	 for	 as	 long	 as	 possible,	without	 threats	 to	 their	 health.	 In	 Zimbabwe,	 the	Ministry	 of	
Primary	and	Secondary	education	would	allow	a	young	mother	to	return	to	school	following	the	
birth	of	their	child.104	These	example	stand	in	stark	contrast	with	Tanzania,	where	the	current	
government	has	ruled	that	girls	who	become	pregnant	cannot	return	to	school	at	all.105		

Despite	campaigns	to	support	re-enrolment	and	the	right	to	re-entry	entrenched	in	policies,103	
a	 recent	 UNESCO	 report	 cites	 challenges	 in	 consistently	 applying	 policies	 at	 implementation	
level;	sometimes	girls	are	obliged	to	apply	to	a	different	school	or	undergo	a	minimum	‘waiting	
period’	 until	 they	 re-enrol.106	 Coupled	 with	 stigma,	 discrimination,	 and	 lack	 of	 financial	
incentives,	many	young	mothers	will	struggle	to	return	to	school	at	all	even	in	contexts	where	
this	reintegration	is	theoretically	endorsed.75	A	premature	end	to	education	has	implications	for	
adolescent	mothers	and	their	families	–	potentially	limiting	economic	opportunities	–	but	also	
has	widespread	 economic,	 social	 and	 political	 consequences	 at	 a	 country	 and	 regional	 level.	
Preventing	 adolescent	 mothers	 from	 continuing	 with	 their	 education	 also	 threatens	 the	
attainment	 of	 a	 number	 of	 Sustainable	Development	Goals	 inclusive	 of	 SDG	4	 (Education),	 5	
(Gender	Equality)	and	8	(Economic	growth).75,105	

Health-related	policy	and	regulatory	issues	for	adolescent	mothers	

There	 is	 an	 additional	 set	 of	 health-related	 challenges	 surrounding	 adolescent	 motherhood,	
HIV,	 medical	 treatment	 and	 care-seeking.	 The	 above-cited	 UNFPA	 review	 concluded	 that	 in	
many	 countries	 the	 age	 of	 consent	 to	 receive	 medical	 treatment,	 including	 access	 to	
contraceptives	 and	 HIV	 counselling	 and	 testing	was	 not	 provided	 for	 in	 laws	 and	 policies.103	
Such	absence	of	age	of	consent	for	accessing	medical	treatment	and	health	services	creates	a	
barrier	 to	 accessing	 services,	 based	 on	 confusion	 and	 consent	 processes	 driven	 by	 individual	
beliefs	 of	 providers.103	 While	 young	 women	 in	 many	 countries	 become	 legally	 emancipated	
when	they	have	children,	they	are	often	still	treated	as	minors	and	subject	to	mistreatment	at	
health	facilities.	As	a	result,	many	adolescent	girls	and	young	women	fail	to	access	sexual	and	
reproductive	health	services,	in	part	due	to	the	stigma	and	discrimination	that	they	experience	
when	they	try.107	

In	an	exploration	of	HIV-specific	laws,	Eba	and	Lim	identified,	that	out	of	28	sub-Saharan	African	
country	policies	reviewed,	only	7	(Mozambique,	Uganda,	Guinea,	Congo,	Cote	d’Ivoire,	Burkina	
Faso)	had	reduced	the	age	of	consent	regarding	HIV-testing	and	access	to	services	to	below	18	
years,	 though	 the	 South	 African	 Children’s	 Act	 was	 cited	 as	 an	 example	 of	 good	 practice	 in	
safeguarding	adolescent	 rights	 to	HIV	testing	 from	the	age	of	12.108	And	amongst	8	countries	
who	had	set	the	legal	age	of	consent	above	18	years	(Comoros,	Democratic	Republic	of	Congo,	
Kenya,	Madagascar,	Mauritius,	Niger,	Sierra	Leone,	Togo),	only	Kenya	and	Sierra	Leone	enabled	
access	 to	 HIV-testing	 services	 below	 the	 age	 of	 18	 years	 for	 pregnant	 or	 parenting	
adolescents.108	The	varied	sanctions	within	HIV	laws	and	the	lack	of	emancipation	for	pregnant	
and	parenting	adolescents	is	likely	to	undermine	pregnant	and	parenting	adolescents’	ability	to	
access	HIV	services	and	provision.	
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Policy	environment	regarding	child	marriage	&	early	parenthood	

There	are	also	conflicting,	and	often	contradictory,	laws	and	policies	around	child	marriage,	and	
these	policies	 can	 greatly	 affect	 the	ways	 in	which	 adolescent	mothers	 are	made	 visible	 and	
granted	protections.	 In	Tanzania,	over	30%	of	girls	are	married	by	 the	age	of	18,	and	21%	of	
girls	 ages	 15-19	 have	 given	 birth.109	 While	 marriage	
before	 the	 age	 of	 18	 was	 ruled	 as	 illegal	 by	 the	
constitutional	 court	 in	 2016,	 this	 decision	 has	 been	
challenged	by	the	Attorney	General.	This	clash	between	
protection	 and	 preservation	 is	 also	 apparent	 in	
Zimbabwe,	where	the	 legal	age	of	sexual	consent	 is	16,	
and	sex	with	an	adolescent	younger	than	16	is	regarded	
as	 statutory	 rape,	 but	 a	 special	 exemption	 is	made	 for	
members	of	the	Apostolic	Church.	This	reality	underpins	
more	 significant	 structural	 drivers	 of	 adolescent	
pregnancy	and	HIV	 infection,	and	also	calls	attention	to	
the	 need	 to	 prioritise	 comprehensive,	 multi-level,	 and	
multi-sectoral	 responses	 to	 issues	of	 child	protection	 in	
relation	to	HIV	and	pregnancy. 	

 
INVISIBLE IN THE NUMBERS 

During	the	process	of	collating	evidence	for	this	background	note,	it	became	evident	that	HIV-
affected	 adolescent	mothers	 are	 invisible	 in	 the	 large-scale	 quantitative	 data	 that	 would	 be	
necessary	to	highlight	the	scale	of	the	issue:	they	are	unable	to	be	identified	as	a	specific	group,	
with	specific	needs,	in	the	majority	of	international	agency	reports.	Recently,	there	have	been	
increasing	efforts	to	explore	the	needs	of	adolescent	mothers	and	their	children	in	sub-Saharan	
African	contexts,	as	adolescents	are	both	quickly	becoming	 the	 largest	demographic	group	at	
the	continent	at	the	same	time	as	emergent	evidence	shows	worse	outcomes	across	a	number	
of	 domains.1	 As	 a	 result,	 policymakers	 and	 programme	 implementers	 are	 starting	 to	 pay	
attention	to	this	highly	vulnerable	group	and	their	children.	Nevertheless,	there	is	 inadequate	
“big	data”	to	reveal	the	extent	of	this	intersection:	how	many	of	the	young	women	living	with,	
or	affected	by,	HIV	are	also	becoming	mothers?	Who	are	the	adolescent	mothers?	Where	do	
they	 live?	 What	 are	 their	 experiences	 of	 vulnerabilities	 that	 have	 resulted	 in	 adolescent	
motherhood?	There	are	several	reasons	for	why	it	is	hard	to	collect	this	data.	First,	adolescent	
girls	 in	 some,	 but	 not	 all	 countries	 may	 become	 emancipated	 adults	 when	 they	 become	
mothers,	and	through	motherhood	then	become	included	in	data	on	adult	women.	Second,	for	
ethical	 reasons,	most	 research	 and	 studies	 collect	 only	 data	 from	adolescents	 older	 than	18,	
when	they	can	provide	informed	and	voluntary	consent	independent	of	their	caregivers.	Third,	
when	 included	 in	national-level	data,	 the	 information	 is	not	disaggregated	by	age	or	 sex.	 For	
example,	most	data	is	reported	for	15-24	year	olds,	including	some	retrospective	indicators	on	
experiences	before	the	age	of	15	or	18.	
	
UNAIDS	has	highlighted	the	need	to	make	commitments	specifically	for	reducing	the	number	of	
new	infections	among	adolescent	girls	and	young	women.	In	their	Women	and	HIV	publication,4	
UNAIDS	 reports	 on	 progress	 towards	 the	 commitment	 of	 90%	 coverage	 of	 sexual	 and	
reproductive	health	services	in	tandem	with	HIV	prevention	options.	They	report	on	low	rates	
of	 modern	 contraception	 uptake	 and	 high	 rates	 of	 pregnancy	 among	 young	 women	 in	 sub-

In	a	recent	talk	at	the	
Psychosocial	Support	Forum	in	

Windhoek,	Nyaradzai	
Gumbonzvanda,	the	AU	Goodwill	
Ambassador	for	Ending	Child	
Marriage,	also	advocated	for	
abolishing	the	framing	of	“child	

marriage”	as	such,	and	
challenged	the	audience	to	call	

the	practice	by	the	more	accurate	
terms	of	abuse,	exploitation,	and	

rape.	
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Saharan	Africa.	However,	data	collection	and	routine	surveillance	does	not	adequately	capture	
the	 overlap	 between	 these	 young	women	 and	 those	 living	with	 HIV.	 Data	 on	 young	women	
affected	but	not	infected	by	HIV	who	are	becoming	mothers	is	even	harder	to	locate.	This	could	
be	 in	 part	 because	 some	of	 this	 data	 exists	 elsewhere,	 in	 published	DHS	data,	WHO	 country	
profiles	 and	 UNFPA	 reports.	 For	 example,	 DHS	 only	 collects	 data	 on	 15-19	 year-olds	 and	 as	
such,	data	regarding	younger	adolescents	and	their	experience	of	pregnancy	remains	limited.	In	
a	 study	 focusing	 on	 household	 data	 from	 42	 countries	 –	 including	 those	 from	 sub-Saharan	
Africa	 –	 Neal	 et	 al.	 (2012)	 estimate	 that	 2.5	 million	 adolescents	 (12-15	 years)	 give	 birth	
annually.110	
	
Similarly,	although	the	Sustainable	Development	Goals	mark	a	shift	 towards	adopting	a	more	
integrated	 and	 interdisciplinary	 set	 of	 priorities,	 HIV-affected	 adolescent	 mothers	 and	 their	
children	 are	 not	 explicitly	 recognised	 in	 the	 SDGs	 but	 rather	 fall	 into	 a	 few	 potential	 places.	
These	include	indicators	towards	Goals	3.1.1	(reducing	maternal	mortality	ratio),	3.3.1	(number	
of	new	HIV	infections	per	1,000	uninfected	population,	by	sex,	age	and	key	populations),	3.4.2	
(suicide	mortality	rate),	3.7.2	(adolescent	birth	rate),	and	5.3.1	(proportion	of	women	married	
or	in	a	union	before	age	15	and	18).	
	
There	 is	 a	need	 to	 create,	disseminate,	 and	 standardize	 the	 right	 tools	 to	be	able	 to	 capture	
these	statistics.	Advocacy	is	also	crucial	to	highlighting	the	need	to	analyse	meta-data	with	the	
overlapping	experiences	of	adolescent	motherhood	and	HIV.	UNAIDS	has	compiled	an	options	
menu	for	country-specific	needs,	to	cater	towards	both	prevention	and	treatment	dimensions,	
which	 is	 stratified	 by	 appropriateness	 for	 incidence	 level.111	 However,	 more	 large-scale	
promotion	of	this	excluded	group	 is	necessary	 in	order	to	obtain	standard,	usable	data	about	
how	to	best	understand	the	scale	of	this	 intersection	and	thus	address	it.	Disaggregating	data	
by	5-year	age	bands	may	be	a	strong	first	step	to	making	this	possible112	so	that	data	on	10-19	
year-olds	could	be	collated	as	needed.	
	
Smaller-scale	 data	 reveals	 powerful	 stories	 from	 NGO	 programming	 and	 case	 reports.	
Formative	research	for	the	development	of	the	Gates	Foundation-supported	ABCD	program,113	
shared	 in	more	detail	below,	 revealed	high	 levels	of	 stigma	among	adolescent	mothers	 living	
with	HIV	in	Uganda.	Young	mothers	living	with	HIV	were	often	forced	to	leave	their	homes	due	
to	family	shame	after	becoming	pregnant;	in	many	cases,	they	sought	out	new	relationships	for	
socioeconomic	stability	after	their	child’s	father	refused	to	support	them,	putting	them	at	risk	
of	rapid	repeat	pregnancy	in	precarious	situations.114	Stigma	and	fear	of	gender-based	violence	
associated	 with	 HIV-status	 disclosure	 have	 also	 been	 found	 to	 result	 in	 marginalisation	 and	
discrimination.	These	experiences	are	further	exacerbated	by	internalised	stigma.113–115	
	
INVISIBLE IN SILOED PROGRAMMING 

In	 recent	 years,	 the	 population	 of	ALHIV,	 and	 young	women	 in	 particular,	 has	 become	more	
visible,	even	if	childbearing	ALHIV	are	still	less	widely	discussed	and	accounted	for.	Groves	et	al.	
(2018)	 point	 to	 the	 need	 to	 broaden	 the	 criteria	 for	 how	 we	 conceptualize	 HIV-affected	
adolescent	mothers,	which	 the	authors	of	 this	note	support.	Growing	evidence	demonstrates	
that	 pregnant	 and	 parenting	 ALHIV	 are	 less	 likely	 to	 utilize	 health	 services	 and	 adhere	 to	
treatment,	and	these	young	women	are	a	key	population	for	treatment	and	prevention	efforts	
alike.	However,	significant	amounts	of	current	HIV	funding	and	programming,	such	as	DREAMS,	
focuses	on	supporting	adolescent	girls	and	young	women	to	prevent	HIV	infection.	Funding	also	
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goes	to	PMTCT	programming	aiming	to	support	mothers	living	with	HIV	to	be	healthy	and	avoid	
infections	 among	 their	 children,	 while	 potentially	 overlooking	 pregnant	 and	 parenting	
adolescents	who	may	be	HIV-negative	but	navigating	high-HIV	risk	contexts,	too.	Moreover,	our	
approach	 to	 adolescent	 girls	 and	 young	 women	 living	 with	 HIV	 is	 often	 centred	 around	
denialism	around	their	sexual	practices,	fertility	desires	and	relationships,	focusing	primarily	on	
prohibitions:	 don’t	 forget	 your	 pills,	 don’t	 tell	 anyone	 your	 status	 (to	 protect	 yourself),	 and	
don’t	have	sex.116	As	a	 result,	adolescent	mothers	 living	with	HIV	may	be	at	 risk	of	 repeated,	
poorly-spaced	pregnancies,	which	put	them	and	their	children	at	greater	risk.35,99	
	
There	is	further	evidence	to	support	the	claim	that	prevention	efforts,	as	well	as	key	services,	
for	 adolescent	mothers	 and	 their	 children	 are	 siloed	 and	 not	 integrated.	 This	 fragmentation	
means	that	a	population	that	is	characterised	by	the	intersection	of	multiple	vulnerabilities	can	
be	 both	 “prioritised”	 and	 at	 the	 same	 time	 excluded	 from	 necessary	 services.	 Limited	
integration	between	HIV	and	SRH	services	results	in	adolescent	mothers	living	with	HIV—more	
so	 than	 those	who	are	 living	 in	HIV-affected	homes	or	 communities—experiencing	ping-pong	
care,	referred	between	providers	and	facilities	to	receive	the	full	 range	of	healthcare	services	
and	products	that	they	need.	Beyond	the	structure	of	services,	there	is	also	a	need	to	prioritize	
sensitive	 and	 caring	 service	 delivery	 for	 this	 population.	 Hostile	 and	 punitive	 interactions	
between	health	providers	 and	pregnant/parenting	 adolescents	or	 adolescents	 living	with	HIV	
hinder	their	access	to	health	services	and	products.107,114,117	
	
To	 understand	 other	 risk	 factors	 for	 exclusion	 in	 this	 population,	 there	 is	 a	 need	 for	 more	
visibility	around	who	these	adolescent	mothers	are,	and	what	their	life	circumstances	are.	For	
example,	while child	marriage	is	not	necessarily	a	primary	risk	factor	for	becoming	infected	with	
HIV,	it	is	tied	to	underlying	risk	factors	such	as	unequal	gender	norms,	the	inability	to	negotiate	
safe	 sexual	 practices,	 and	 socioeconomic	 deprivation.	 An	 expert	 consultation	 found	 that	
programmes	targeting	adolescent	girls	and	young	women	vulnerable	to	HIV	and	child	marriage	
have	tended	to	remain	siloed	and	separate	from	one	another,	and	not	integrated.102	In	certain	
contexts,	such	as	South	Africa	and	Swaziland,	the	majority	of	young	women	experiencing	new	
HIV	infections	are	unmarried,118	but	inequitable	sexual	relationships	and	gender-based	violence	
expose	young	women	to	HIV	and	unintended	pregnancies.	
	
In	 the	 South	 African	 context,	 research	 has	 highlighted	 the	 need	 to	 explore	 educational	 and	
structural	options	to	reduce	both	teenage	pregnancy	and	HIV.	Identifying	common	risk	factors	
is	 important:	 in	this	case,	 incomplete	schooling	represents	risk	factors	to	both.119	While	there	
are	 differing	 approaches	 to	 retaining	 teens	 in	 school	 across	 the	 continent,	 we	 have	 an	
understanding	 of	 teen-focused	 campaigns	 that	 can	 be	 effective	 in	 promoting	 positive	
messaging	and	reaching	a	broad	base	in	numerous	domains,	and	may	be	able	to	be	expanded.	
In	 South	 Africa,	 these	 include	 campaigns	 that	 encompass	 high-intensity	 and	 high-frequency	
coverage	of	HIV	education	media,	such	as	loveLife	and	Soul	City,	the	Adolescent	Friendly	Clinic	
Initiative,119and	most	recently,	SheConquers,	which	combines	both	reductions	in	HIV	infections	
and	unintended	pregnancy	among	adolescent	girls	and	young	women.	While	these	campaigns	
cater	 to	adolescents	 in	an	attempt	 to	prevent	HIV	and	 raise	awareness	about	 living	with	HIV	
and	living	in	high	endemic	communities,	they	do	not	have	provisions	for	adolescent	girls	once	
they	become	mothers.	In	the	last	year,	targeting	a	broader	population	in	Eastern	and	Southern	
Africa,	UNESCO’s	 Early	 and	Unintended	Pregnancy	Campaign	has	 called	 attention	 to	 gaps	 for	
young	 women	 in	 HIV-endemic	 countries.120	 The	 campaign	 has	 focused	 on	 education	 and	
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support	as	well	as	mobilising	stakeholders	to	push	for	social,	behavioural,	and	policy	change	to	
reduce	 the	 number	 of	 early	 and	 unintended	 pregnancies	 and	 unsafe	 abortions	 in	 this	
generation/demographic	 boom.	 However,	 as	 noted	 above,	 even	 where	 cross-cutting	
programming	may	exist,	access	to	these	services	may	be	uneven	due	to	individual-level	factors,	
including	outward	and	internalised	stigma.	
	
BOX 2 – SPOTLIGHT ON LIVING WITH HIV: ADOLESCENT MOTHERS’ ACCESS TO AND 

RETENTION ON PMTCT 

Evidence	 shows	 that	 initiating	 and	 retaining	 adolescent	 mothers	 on	 HIV	 care	 is	 more	
challenging	than	doing	so	with	older	mothers—and	is	associated	with	additional	physical	and	
mental	health	 risks	 for	both	mothers	 and	 children.	 Lila	 et	 al.	 (2017)	 found	 that	 in	Tanzania,	
some	pregnant	adolescents	did	not	know	about	PMTCT	and	were	only	tested	for	HIV	at	their	
first	 visit	 to	 the	 clinic.121	 In	 Kenya,	 Luseno	 et	 al.	 (2019)	 found	 that	 adolescents	 experienced	
specific	 risks	 due	 to	 issues	 around	 autonomy,	 consent,	 and	 emancipation	 surrounding	 their	
HIV	 test	 results	 and	 treatment	 options.56	 In	 this	 sense,	 the	 “motherhood	 in	 childhood”	
paradigm	may	prevent	young	mothers	from	accessing	the	best	options	for	care.	
	
However,	very	few	countries	in	sub-Saharan	Africa collect	specific	large-scale	data	on	PMTCT	
for	 adolescent	mothers	 in	 particular.	 UNICEF’s	 Countdown	 to	 Zero	 country	 profiles	 capture	
critical	data	on	new	paediatric	infections,	as	well	as	HIV	incidence	in	women	15-49	and	PMTCT	
take-up,	 but	 do	 not	 specifically	 disaggregate	 rates	 of	 PMTCT	 in	 young	 mothers.	 In	 most	
existing	data	profiles,	pregnant	women	and	ALHIV	remain	separate	populations,	even	in	those	
countries	where	the	overlap	in	these	groups	is	high.111	
	
OUT OF FOCUS IN FUNDING MECHANISMS AND OPPORTUNITIES 

Several	 funding	 opportunities	 have	 encouraged	 research	 and	 innovation	 in	 addressing	 the	
syndemic	of	HIV	and	adolescent	motherhood	in	the	last	few	years,	including	but	not	limited	to	
the	 Gates	 Foundation	 Grand	 Challenges	 Innovation	 adolescent	 mental	 health	 call	 and	 the	
DREAMS	Innovation	Challenge	awards	through	JSI	Inc. Although	this	funding	is	relatively	small	
in	scale,	these	opportunities	have	resulted	in	the	few	examples	of	programming	that	we	could	
locate	for	adolescent	mothers	living	with	and	affected	by	HIV	in	sub-Saharan	Africa,	described	
in	 detail	 in	 Appendix	 2.	 Notably,	 no	 funding	 within	 the	 formalised	 HIV	 sector	 focuses	 on	
adolescent	mothers	living	with	and	directly	affected	by	HIV.	These	funding	mechanisms	either	
focus	 strongly	 on	 prevention	 of	 HIV	 among	 adolescent	 girls	 and	 young	 women,	 PMTCT	 for	
mothers	of	all	ages,	or	ensuring	that	people	living	with	HIV	(of	all	ages	and	sexes)	remain	in	care	
and	virally	suppressed.	This	may	be	due	to	the	lack	of	data	focusing	on	proportions	of	resources	
available	for	adolescent	mothers	and	their	children	across	the	continuum	of	HIV	impact.	
	
ADOLESCENT FATHERS: THE FORGOTTEN HALF 

Adolescent	fathers	are	another	group	who	have	been	by	and	large	excluded	from	conversations	
around	pregnancy	prevention,	childbearing,	and	HIV.	A	recent	systematic	review	examined	the	
predictors	 and	 outcomes	 of	 adolescent	 fatherhood,	 but	 found	 no	 studies	 from	 Africa.122	
Emerging	evidence	from	South	Africa	in	particular	points	to	the	importance	of	involving	young	
men	 in	conversations	around	HIV	prevention,	negotiating	sexual	 situations,	and	preparing	 for	
childbearing.123	As	is	the	case	with	adolescent	mothers,	young	men	who	are	more	vulnerable	in	
certain	 ways—with	 lower	 education,	 and	 a	 greater	 number	 of	 sexual	 partners—have	 been	
found	 across	 contexts	 to	 be	 more	 likely	 to	 become	 young	 fathers	 than	 their	 peers.124,125	
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Interviewing	 young	 fathers	 ages	 17-19	 in	 KwaZulu-Natal,	 South	 Africa,	 where	 rates	 of	 HIV	
among	young	women	are	among	the	highest	in	the	world,	Mvune	et	al.	(2019)	explore	different	
contexts	of	risk.126	Their	article	details	two	types	of	parties/	social	gatherings	that	young	men	
take	part	in	where	sexual	risk-taking	is	high,	as	is	unplanned	pregnancy.	Understanding	where	
young	people	meet	and	interact	offers	insight	into	targeting	such	rites	of	passage	for	HIV	and	
pregnancy	prevention.	There	 is	 further	evidence	 that	 shows	 that,	 just	as	with	young	women,	
knowledge	 around	 sexual	 and	 reproductive	 health	 in	 this	 age	 group	 and	population	 group	 is	
lacking,	and	vitally	needed.127 	
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SECTION 3: PROGRAMMING FOR YOUNG MOTHERS AND THEIR CHILDREN 
Interventions	to	support	adolescent	mothers	affected	by	HIV	and	their	children	to	attain	good	
health,	 education,	 and	 socio-economic	outcomes	 in	 Sub-Saharan	Africa	 are	 limited,	however,	
the	 existing	 efforts	 are	 promising.	 Findings	 from	 several	 recent	 interventions	 to	 improve	
retention	in	care	and	HIV	outcomes	among	women	living	with	HIV	of	all	ages	have	found	that	
they	 are	 least	 effective	 for	 younger	mothers.	 Home-based	 healthcare	 worker	 visits,	 support	
groups	 and	 adherence	 clubs,	 and	 peer	 support	 can	 improve	 maternal	 outcomes	 amongst	
adults;128–131	 however,	 uptake	 among	 adolescent	 mothers	 is	 low.38	 Qualitative	 feedback	 on	
established	programmes,98,130	 but	quantitative	evidence	on	 their	 effectiveness	 for	 adolescent	
mothers	 living	 with	 HIV	 in	 resource-constrained	 settings	 is	 not	 yet	 available.	 This	 section	
summarises	 some	 of	 the	 features	 of	 nine	 programmes	 that	 support	 adolescent	 mothers	
affected	by	HIV	 (see	Table	1	 for	an	overview),	which	were	 identified	 through	a	 review	of	 the	
literature	 and	 consultations	 with	 experts	 in	 the	 field.	 Case	 studies	 for	 each	 programme	 are	
presented	 in	Appendix	 3	 with	 references	 to	 published	 or	 publicly	 available	materials	 where	
available,	though	peer-reviewed	publications	are	forthcoming	in	many	cases.	
	
Notably,	the	programmes	shared	several	features:	
1. Mentorship	 and	 peers	 –	 almost	 all	 of	 the	 programmes	 identified	 in	 this	 report	 were	

delivered	through	models	centred	around	mentor	mothers	or	peer	supporters.	Programmes	
such	as	mothers2mothers,	Africaid’s	Zvandiri	and	ABCD	supported	women	living	with	HIV	to	
become	mentors	for	adolescent	mothers	living	with	HIV.	The	ability	to	extend	the	reach	of	
HIV	 and	 primary	 health	 services	 through	mentor	 mothers	 and	 peer	 supporters	 provided	
invaluable	support	that	ensures	adolescent	mothers	living	with	HIV	attained	better	HIV	and	
health	outcomes.	In	addition	to	these	positive	outcomes	for	adolescent	mothers	affected	by	
HIV,	 these	 programmes	 also	 provided	 life-altering	 capacity	 sharing	 and	 employment	
opportunities	for	the	mentor	mothers	and	peer	supporters	themselves.	Current	and	future	
programmes	must	acknowledge	the	need	to	appropriately	remunerate	mentor	mothers	and	
peer	supporters.	

2. Group-based	 programming	 –	 a	 large	 proportion	 of	 the	 programmes	 identified	 provided	
support	for	adolescent	mothers	in	group-based	settings,	though	rates	of	participation	were	
not	always	high.	Low	rates	of	engagement	in	group-based	programmes	highlight	the	need	
to	reduce	barriers	to	access	for	adolescent	mothers,	which	are	often	different	to	the	issues	
faced	 by	 older	 mothers.	 Two	 group-based	 programmes	 used	 mobile	 technologies	 to	
facilitate	access	to	information	and	support.		

3. Combining	 adolescent	 mother	 support	 with	 early	 childhood	 development	 was	 key	 to	
multiple	 community-based	 programmes,	 including	 the	 AIDSFree,	 REPSSI	 and	 KMET-
delivered	programmes	in	Malawi	and	Kenya.		

4. Holistic	 approaches	 to	 support	 adolescent	mothers	 to	 overcome	 adversities	 and	 thrive	
were	 critical	 to	 several	 programmes.	 These	 included	 involving	 caregivers	 and	 families,	
providing	 childcare,	 support	 for	 return	 to	 school,	 and	 economic	 strengthening	
opportunities.	

	
COMBINATION PROGRAMMING FOR ALHIV 

Although	not	focused	on	adolescent	mothers	specifically,	emerging	data	on	combination	social	
protection	highlights	 the	 importance	of	multi-component	 interventions	 to	 support	vulnerable	
adolescents	 achieve	 success	 across	 multiple	 life	 domains.	 Recent	 analyses	 of	 the	 Mzantsi	
Wakho	 data—a	 large	 cohort	 of	 ALHIV	 in	 South	 Africa—suggests	 that	 safe	 schools,	 parenting	
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support,	and	social	cash	transfers	(child-focused	government	grants)	improve	the	likelihood	of	
adolescents	attaining	at	 least	two	Sustainable	Development	Goals.	However,	the	combination	
of	 all	 three	 supported	 adolescents	 living	 with	 HIV,	 including	 adolescent	mothers,	 to	 achieve	
stronger	 	 improvements	 across	 the	 seven	 SDG-related	 targets	 from	 SDG	 3	 (health),	 SDG	 4	
(education),	 SDG	5	 (universal	 health),	 and	 SDG	16	 (violence	prevention).132	 Similar	 analysis	 is	
planned	among	a	sample	of	n=1,800	adolescent	girls	and	young	women	from	the	HEY	BABY	and	
Mzantsi	Wakho	cohort	studies	(±900	who	became	mothers	before	20	years	old,	±800	living	with	
HIV)	to	look	at	the	effects	of	development	accelerator	programmes	among	adolescent	girls	and	
young	women	living	with	and	affected	by	HIV.	
	
TABLE 1. SUMMARY OF PROGRAMMES SUPPORTING ADOLESCENT MOTHERS AFFECTED BY 

HIV AND THEIR CHILDREN 
Intervention/ 
Programme 
name 
(alphabetically) 

Country of 
implementation 

Implementing 
partner 

Key populations Key themes 

Ask-Boost-
Connect-Discuss 
(ABCD) 

Malawi 
Tanzania 
Uganda 
Zambia 

PATA Adolescents and young 
women living with HIV who 
are pregnant or parenting; 
their children 

Peer support; 
Technology-assisted group 
facilitation; 
Education for child 
development and stimulation; 
Adaptation of an existing 
intervention 

Africaid’s 
Zvandiri, Young 
Mentor Mothers 

Zimbabwe Africaid Adolescents living with HIV, 
including those who become 
parents 

Peer support; 
Adherence;  
Counselling; l 
Linkage to care; 
PMTCT 

Community 
Model for 
Fostering Health 
and Wellbeing for 
Adolescent 
Mothers and their 
Children 

Malawi REPSSI Adolescents mothers 
including marginalized 
married girls and their 
children 

Education for child 
development and stimulation; 
Psychosocial support 

Jielimishe Uzazi 
na Afya (JUA) 

Kenya AIDSFree (JSI 
Inc as lead 
implementer) 

Adolescent mothers, 
including some who were 
living with HIV 

Peer support; 
Linkage to services 

Mentoring 
Adolescent 
Mothers At 
School (MAMAS) 

South Africa Drexel University Adolescent mothers, 
including some who were 
living with HIV 

Peer support; 
School re-enrolment;  
Educational sessions 

mothers2mothers Malawi 
South Africa 
Uganda 
Zambia, 

mothers2mothers Mothers living with HIV, 
including adolescents 

Peer support; 
PMTCT; 
Adherence 

Teen Mothers 
Support Groups 

Botswana Botswana-Baylor 
Children’s Clinical 
Centre for 
Excellence / 
Baylor University 

Adolescent mothers living 
with HIV 

Life skills; 
Adherence; 
Peer support 

Project Insaka Zambia  Adolescent mothers Psychosocial support; 
Technology-assisted group 
discussion  

Sisterhood for 
Change, 
Changamsha 
Watoto 

Kenya KMET Adolescent mothers living 
with HIV and their children 

Economic empowerment 
Skills facilitation  
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SECTION 4: LOOKING FORWARD – RECOMMENDATIONS FOR CONSIDERATION  
	
This	report	summarises	the	evidence	on	what	we	know	about	adolescent	mothers	affected	by	
HIV	 and	 their	 children,	 and	 highlights	 critical	 gaps	 for	 research,	 policy,	 programming	 and	
funding.	 One	 of	 the	 most	 important	 changes	 that	 must	 underscore	 the	 above	
recommendations	 is	 the	 marrying	 of	 HIV	 programming	 (which	 primarily	 focuses	 on	 HIV	
prevention,	 treatment	 and	 care)	with	 our	maternal	 and	 child	 health	 efforts,	 including	 family	
planning,	antenatal	and	postnatal	care,	and	early	childhood	development.	
	
OVERALL ADVOCACY RECOMMENDATION 

● Bring	together	the	HIV,	SRH,	and	maternal	and	child	health	advocacy	efforts	to	ensure	
that	the	syndemic	of	adolescent	parenthood	and	HIV	are	addressed	in	an	integrated	
way	and	to	promote	sustainable	financing	for	research,	programming	and	policy	
development.	

● Explore	intergenerational	approaches	that	bring	maternal	and	child	health	and	well-
being	together.	

● Test	and	rollout	models	that	integrate	HIV	and	SRH	services	and	products	in	a	
meaningful	way	that	address	the	complex	lives	of	adolescent	mothers	and	their	
children.	

	
RESEARCH AND DATA: ADDRESSING GAPS IN THE EVIDENCE BASE 

● Strengthen	data	collection	mechanisms:	age-disaggregated	programming	and	research	
data	are	needed,	including	10-14	year	olds	in	DHS	and	disaggregating	data	from	15-24	
year	olds	into	15-19	and	20-24.112	

● Prioritize	research	on	the	impact	of	being	an	HEU	adolescent	across	the	cascade	of	
outcomes	for	adolescent	parents	and	their	children.	

● Prioritize	longitudinal	research	on	the	effects	of	HIV	infection	(sexual	or	vertical)	on	the	
health	of	adolescent	mothers	and	their	children.	

● Promote	research	regarding	the	impacts	of	repeat	pregnancies	within	adolescence,	to	
inform	policy	and	programming	efforts.		

● Include	adolescent	fatherhood	within	programming	and	research	data.	

PROGRAMMING 

● Account	for	adolescents	as	a	special	life	stage	by	ensuring	that	programmes	integrate	
HIV	and	SRH	services	and	implement	monitoring	and	evaluation	within	such	
programming.	

● Begin	to	incorporate	critical	“stakeholders”	including	caregivers	and	partners,	as	
adolescent	mothers	are	not	getting	pregnant	by	themselves,	neither	are	they	fully	
independent	of	caregiving	structures	common	in	adolescence.	

● Identify	sector-based	programming	for	adolescent	mothers	affected	by	HIV,	including	
but	not	limited	to:	health,	education,	social	development/social	work,	and	employment/	
labour.	

● Include	ECD/	health	programming	to	support	the	needs	of	children	of	adolescent	
mothers	affected	by	HIV.	

● Consider	ways	to	integrate	health	services	to	increase	early	engagement	and	access	to	
antenatal	care	services	to	bolster	outcomes	for	children	of	adolescent	mothers.	
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● Understand	better	motivations	and	barriers	to	breastfeeding	among	adolescent	
mothers.	

	
POLICIES & GUIDELINES 

● HIV-related	guidelines:	prioritize	special	considerations	for	adolescent	mothers	living	
with	HIV	in	treatment	guidelines,	disclosure	guidelines,	and	differentiated	services	
guidelines.	In	South	Africa,	recent	guidelines	group	adolescents	together	with	adults	and	
keep	pregnant/lactating	women	in	a	separate	category;	however,	there	is	limited	
acknowledgement	of	overlap	in	these	groups.	

● Maternal,	neonatal,	and	child	health	guidelines:	consider	in	more	detail	the	nuanced	
needs	of	adolescent	mothers	affected	by	HIV.	

● Life	course-centred	policies:	consider	how	our	policies	and	guidelines	on	integrating	HIV	
and	SRH	services	account	for	adolescence	as	a	specific	life	stage	including	access	to	
contraception	and	age-appropriate	SRH	education.	

RESOURCE	ALLOCATION	

• Collect	data	on	resources	allocated	to	adolescent	mothers	and	their	children	to	ensure	that	
critical	resources	mobilised	in	vertical	programming	can	be	harnessed	for	greater	impact.	

• Allocate	resources	to	supporting	adolescent	mothers	and	their	children	meet	multiple	SDGs	
and	HIV-specific	outcomes,	rather	than	individual	ones.	
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APPENDIX	1:	METHODOLOGY	&	LIMITATIONS	OF	THE	EVIDENCE	
METHODOLOGY 

The	 evidence	 discussed	 within	 the	 brief	 is	 drawn	 from	 a	 scoping	 review	 of	 published	 peer-
reviewed	 manuscripts	 and	 unpublished	 literature,	 and	 consultations	 with	 key	 stakeholders	
working	 in	 the	 field	 of	 adolescent	 pregnancy	 and	 HIV	 within	 sub-Saharan	 Africa	 including	
academics,	 health	 professionals	 and	 programme	 implementers	 (see	 footnote).2	 To	 identify	
literature	 and	 documents	 relevant	 to	 this	 brief,	 keyword	 searches	 of	 scientific	 databases	
(PubMed	including	Medline,	Google	Scholar),	conference	abstract	archives	(International	AIDS	
Society,	 AIDSImpact)	 and	 relevant	 organisation	 archives	 (WHO,	 UNICEF,	 UNFPA)	 were	
undertaken.	 Documents	 were	 also	 drawn	 from	 known	 relevant	 programming	 and	 research	
projects	that	were	ongoing	at	the	time	of	publication.	Keywords	used	within	searches	included:	
pregnancy,	birth,	adolescent,	and	HIV,	and	associated	synonyms.	

LIMITATIONS OF THE EVIDENCE 

A	number	of	limitations	should	be	considered	within	the	interpretation	of	the	evidence	
presented.	

• Often	literature	regarding	adolescence	is	grouped	around	the	age	range	of	15-24	years,	
therefore	it	is	difficult	to	disentangle	adolescents	ages	10-19	within	this	group.	

• Ethical	approval	within	research	studies	often	only	starts	from	18	years.	Thus,	overall	
engagement	of	younger	adolescents	remain	limited.	

• It	is	difficult	to	engage	adolescents	in	research	and	specific	resources	are	required	to	
support	such	engagement	(i.e.	specifically	trained	researchers/fieldworkers/data	
collectors).	These	resources	are	also	vital	to	formulating	relevant,	ethical	and	acceptable	
research	and	interventions.	

• Within	the	literature,	there	is	an	assumption	of	negativity	with	regard	to	adolescent	
pregnancy,	and	benefits	and	equalities	are	not	necessarily	articulated.	

• Although	limited,	the	literature	that	is	available	focuses	regarding	adolescent	
parenthood	focuses	on	adolescent	motherhood	and	there	is	scant	literature	regarding	
adolescent	fathers	within	sub-Saharan	Africa.	

• Overall,	there	is	limited	literature	regarding	the	syndemic	of	adolescent	parenthood	and	
HIV.	

• While	efforts	have	been	made	to	be	as	comprehensive	as	possible,	the	time	constraint	
related	to	this	brief	should	be	noted.	

	
Nevertheless,	adolescent	pregnancy	and	parenthood	within	sub-Saharan	Africa	remains	a	
prominent	issue,	and	within	the	context	of	HIV,	particular	challenges	for	this	group	and	their	
children	are	highlighted.	Bolstering	well-being	and	improving	outcomes	across	physical,	social,	
psychological	and	economic	domains	for	adolescent	parents	and	their	children	remains	a	
critical	step	to	promoting	development	and	enabling	these	families	to	thrive	across	multiple	
future	generations.

                                                        
2 Key stakeholders consulted within the development of this evidence note in collaboration with Coalition 
members: United Nations Population Fund (UNFPA) Eastern and Southern Africa Regional Office 
|Africaid Zvandiri programme | Pediatric Adolescent Treatment for Africa - ABCD project |MAMAS 
(DREAMS innovation Challenge) |Dr. Kathleen Powis - HEU leading expert 


