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OVERLOOKED AND UNINFORMED: 
YOUNG ADOLESCENTS’ SEXUAL AND 
REPRODUCTIVE HEALTH AND RIGHTS12 
 

 

Adolescents 10 – 14 years old make up 9 percent of the world’s population and as 
much as 15 percent in some low- and middle-income countries.3 Recognizing the 
realities of young adolescent girls’ and boys’ lives—and particularly their need to 
know about their bodies and their sexual rights and responsibilities—is crucial for 
building the foundations of a safe passage through adolescence into adulthood. 
Commentaries on the sexual and reproductive health and behaviors of adolescents 
or young adults often refer to those ages 15 – 19 or 15 – 24, however, and 
programs and policies are typically designed for these older age groups. This 
informational brief focusing on the overlooked and uninformed aspects of young 
adolescents’ sexual and reproductive lives aims to inform policymaking and 
programming for this pivotal new generation.  
 
 
WHY FOCUS ON YOUNG ADOLESCENTS? 
  

Early adolescence marks the onset of puberty with all the physiological and 
emotional changes this period entails, such as rapid physical growth, the emergence 
of sexual arousal and interests, and the maturation of the sexual body. It is a time of 
intense socialization into gendered sexual attitudes and behaviors. Boys and girls of 
this age have a high capacity for enthusiasm, energy, and idealism and are growing 
in social and intellectual competence. At the same time, they face a number of risks 
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to their sexual and reproductive health which are highly gendered in their nature, causes, and consequences. 
 

 Girls in most developing countries are now maturing physically at earlier ages than previously due to 
improved nutrition and living conditions. In settings as varied as Brazil, Chile, Dominican Republic, 
Mexico, Venezuela, Egypt, Iran, India, Indonesia, and Thailand, girls of higher socioeconomic status are 
starting their menstrual periods at an average age of 12.5 or younger—the same age as (or even earlier than) 
their European and North American counterparts.4 The first visible signs of sexual maturation such as breast 
budding may appear as early as age 9 or 10.5  
 

 The onset of the menses is a very poor 
marker of a girl's physiological or 
psychological preparedness for sexual 
intercourse. A girl's skeletal and muscular 
growth is still incomplete, and gains in 
height and weight, the full development of 
the pelvis, breasts, and uterus, and the 
maturation and lubrication of the cervix and 
vagina occur mostly after menstruation 
begins.  

 

 Sexual intercourse prior to a girl’s full 
maturation can be extremely painful—
especially when forced—due to the small 
diameter, short length, inelasticity, and lack 
of lubrication of the vagina, quite apart from 
the emotional shock it may cause when 
violence is used. Abrasions and tearing 
increase the risk that a girl will acquire STIs  
such as syphilis or the human papilloma virus (HPV) and HIV from an infected partner.6 

 

 Precocious pregnancy before the pelvic bones and birth canal are fully developed exposes girls to 
heightened risks of early miscarriage and obstetric complications such as pregnancy-induced hypertension, 
obstructed and prolonged labor, vaginal tearing, obstetric fistula, postpartum hemorrhage, and maternal 
death.7 It is also a cause of premature delivery, low birthweight, stillbirth, and the death of the newborn.  

 

 Boys begin puberty and enter the developmental phase of maximum growth in bodily height and weight as 
well as in cognitive capacity on average about 1.5 to two years later than girls do.8 A boy’s first conscious 
ejaculation at about 13 – 15 years of age is generally considered a marker of male puberty equivalent to the 
onset of menstruation in girls. Strong hormonal jolts of testosterone during puberty affect male sexual 
awareness and arousal and are linked with socially constructed notions of male dominance and risk-taking 
in complex and mutually reinforcing ways.9 

 

 Young adolescents of both sexes, but especially girls, are vulnerable to violations of their sexual rights by 
peers and by adults, including members of their own families. At the same time, a desire for social 
acceptance combined with notions of infallibility lead some, especially boys, to engage in sexual and other 
risk-taking behaviors in remarkable disregard of the consequences to themselves and others. 

 

The assumption that boys and girls under 15 are “too young” to need sexual and reproductive health 
information and services ignores these realities and denies them the practical knowledge and skills they need to 
protect themselves and their partners from STIs/HIV, pregnancy, unsafe abortion or childbirth, and sexual abuse 
or violence. Young adolescents have a right to receive comprehensive information, education, health services, 
and other social and legal supports during this highly formative stage of their lives. 
 



 
 

February 2007 – Page 3 

EARLY SEXUAL INITIATION 
 

Evidence on what young adolescents know, feel, believe, and do (or have done to them) with respect to their 
bodies and their emerging sexual interests is scarce. Research on sexual attitudes and behaviors is highly 
sensitive or even taboo in some countries and parents, teachers, policy makers, health-care providers, and other 
gatekeepers often object to such inquiries. Nevertheless, some interesting findings have emerged. 
 

 Qualitative studies in diverse settings find that young adolescent boys and sometimes girls consider 
participatory sexual activities that include oral or anal sex as “play” or “fun” or as “nothing special.”10 
Moreover, girls and some boys are especially vulnerable to sexual coercion during early adolescence.11 
Gendered norms of male behavior can also encourage boys to be perpetrators at this age. Exposure to sexual 
coercion and violence, which is associated with social, economic, and personal tensions and deprivations in 
the family and community, can contribute to subsequent episodes of nonconsensual and unprotected sex, 
multiple partnerships without protection, STIs/HIV, unintended pregnancy, damaged self-esteem, and other 
negative physical, social, and emotional consequences.12  

 

 Demographic and Health Surveys (DHS) conducted in about 60 developing countries show that 25 percent 
or more of girls ages 15 – 19 were initiated into heterosexual vaginal intercourse before age 15 (almost all 
within marriage) in Niger, Guinea, Central African Republic, Mozambique, and Bangladesh, and 10 percent 
or more (within or outside marriage) in many other countries in sub-Saharan Africa, India, much of Latin 
America and the Caribbean, and Sweden, and the United States.13  

 

 Among 15 – 19-year-old boys, 25 percent or more had intercourse before age 15 in Gabon (48  percent), 
Mali, Zambia, Malawi, Kenya, and Namibia as well as in Haiti, Nicaragua, Jamaica, Brazil, and the United 
States and 10 percent or more did so in many other countries. Studies in Jamaica, Brazil, and the United 
States reveal substantial numbers of boys from low-income households having (or claiming to have had) sex 
at age 12 or younger.14  
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 In addition, at least one girl in ten ages 15 – 19 was already married or living in an informal union at age 14 
or younger in Niger, Mozambique, Bangladesh, India, Nepal, Dominican Republic, and Nicaragua, placing 
them at particularly high risk of life-threatening precocious pregnancy.  

 
 
WHAT DO YOUNG ADOLESCENTS KNOW? 
 

Most research probing the sexual and reproductive knowledge, attitudes, and practices of young adolescents 
(usually ages 12 – 14) compared with older adolescents reveals a widespread lack of information, skills, and 
cognitive preparedness for sexual intercourse among the younger groups.15 Although older adolescents also 
need more information about their sexual and reproductive health and rights, younger adolescents are more 
likely to have   
 

 a limited understanding of the meanings of some of the questions asked, plus considerable misinformation 
about various sexual practices and their risks; 

 

 lower levels of information and many misconceptions about ways of preventing pregnancy and 
contraceptive methods; 

 

 reliance on equally uninformed peers or slightly better informed older siblings or cousins for sexual 
information rather than on media sources or trusted adults; 

  

■ a fairly high knowledge of HIV/AIDS but very little knowledge of symptoms, modes of transmission, and 
prevention of HIV and other STIs; 

 

 a limited understanding of the concept of reproductive health and low levels of information about anatomy 
and reproductive physiology; 

  

 very little condom use, awareness of where to obtain condoms, or knowledge of how to use them correctly 
among those who are sexually active;  

 

 a higher tendency among younger boys to cite peer pressures, physical gratification, or curiosity rather than 
relationships with girlfriends as the reason for having sex; 

 

 a greater likelihood among younger boys and girls that their sexual initiation was unwanted or coerced by an 
older person; 

 

 stronger attachments to conventional gender roles and standards of sexual behavior;  
 

 a lower sense of self-efficacy with respect to their rights over their own bodies. 
 

Young male and female adolescents in virtually all countries and social groups are eager to learn about the 
changes they are experiencing in their bodies, their sexual and reproductive capacities, and about love and 
romantic relationships. A Reproductive Health Education program for adolescents ages 12 and over in 
Bangladesh, for example, found that both boys and girls wanted to know about menstruation, pregnancy, STIs 
and HIV, family planning, male and female sexual desire, romantic love, and choosing a partner, even though 
many young people will have their partner chosen for them.16 
 
POLICY AND PROGRAM RESPONSES 
 

International agreements affirm that all adolescents—including the young—have the right to receive age-
appropriate sexual and reproductive health information, education, and services that will enable them to deal in 
a positive and responsible way with their sexuality.17 Formal and informal education should promote  
relationships based on gender equality and mutual respect as well as enabling adolescents to protect themselves  
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from early and unwanted pregnancy, STIs/HIV, and sexual abuse and violence.  
 
According to such agreements, adolescents’ access to information and services is not to be restricted by 
discriminatory legal, regulatory, or social barriers based on age or marital status or by the negative attitudes of 
health-care providers. All programs are to safeguard adolescents’ rights to privacy, confidentiality, respect, and 
informed consent.  
 
Sexuality education: Effective, comprehensive, and ongoing sexuality education that is based on principles 
of human rights and gender equality and that answers young adolescents’ questions is urgently needed in 
schools and other venues, including out-of-school programs. Additional modes of communication and learning 
include the print media (especially popular teen magazines); radio and television programs targeted at 
adolescents; telephone question-and-answer hotlines; and the Internet.  
 

 Curriculum-based sexuality and relationships education should begin in early primary grades and intensify 
at the upper primary and middle school levels.18 At age 12 more than 85 percent of all children in 
developing countries are in school.19 Attendance can drop off quickly after age 12, however, resulting in 
widening inequalities based on gender, household wealth, and rural-urban residence.20 

  

 Programs that stress abstinence from sexual intercourse as a positive choice for girls and boys under age 15 
(assuming that choice is possible) should also provide accurate and non-judgmental information about 
STI/HIV and pregnancy prevention.  

 

 Age-graded curricula that reach boys and girls before they become sexually active by any definition need to 
address not only the physiological aspects of sexuality and reproduction but also the emotional aspects of 
intimate relationships, diversities of sexual expression, self-esteem, and negotiation and decision-making 
skills.21 

 

 Adolescents under age 15 need information, practical skills, and family, social, and legal supports that will 
enable them to make informed decisions—including the refusal of forced marriage—and to protect 
themselves from all forms of sexual harassment, coercion and violence in their families, schools, and 
communities. Younger adolescents—both boys and girls—need safe spaces where they can ask questions, 
talk with one another and with trusted adults, and gain the information and support needed to reinforce 
positive changes in their attitudes and behaviors.  

 
Sexual and reproductive health services: Providers of sexual and reproductive health care services such 
as contraception, STI and HIV testing and counseling, condoms, and abortion care are often reluctant to serve 
young adolescents (or any unmarried persons) and may refuse them altogether.22 In some cases this 
discrimination is based on policies restricting minors’ access to health services without parental consent; in 
others it is based on cultural values, unawareness or denial of need, or the fears of providers themselves.  
 

 The boundaries between adolescents’ rights to make their own decisions and parents’ rights to make 
decisions for them are contested almost everywhere. Yet evidence suggests that withholding crucial 
information and services from young people does not protect them from harm. Rather, it increases the 
likelihood that if and when sexual initiation does occur, it will be unprotected.23 

 

 Requests from young adolescents to health-care providers or suppliers such as pharmacists for information, 
services or supplies, including requests for condoms and other forms of contraception, indicate a capacity 
for making responsible decisions and should be respected without discrimination as to age, gender, or 
marital status.24 
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Other policy and program responses: Interventions to promote the sexual and reproductive health and 
rights of young adolescents are needed in a variety of settings, not only the schools and health services but also 
at national and state levels of government and in communities, neighborhoods and families. The elimination of 
all forms of sexual abuse and trafficking in children wherever it is found and of forced and child marriage is an 
urgent priority. Greater attention is needed almost everywhere to specifying the needs of diverse groups of 
young people in order to design and implement holistic programs that will build their skills, confidence, 
knowledge base, and personal agency and to train teachers, social workers, health-care providers, law 
enforcement personnel, and others in the community to respond more effectively to young adolescents’ needs 
and concerns.25 The meticulous documentation of such efforts, including baseline research and systematic 
assessments of substance, processes, and outcomes, can help to build the evidence base for the next generation 
of sexual and reproductive health policies and programs on which the futures of so many young adolescents will 
depend. 
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