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Survey population groups 
terminology  

Young people:  15-24 years 
Adolescents:     15-19 years 
Youth:      20-24 years 

Key Findings 

Who are the young people in Burundi? 

The majority of young people surveyed were single and lived with their parent(s) or a 

relative.More than half of the respondents had some level of education, with 58% currently 

being in school, however, a large group of young people did not access any education at all 

(15% young women and 5% young men). 

Very high proportions of young people visited a religious service at least once a week (90%), 

followed by community activities (33%) and youth centres (12%). Generally, young men 

participated more actively in sports activities (66%) compared to young women (37%). 

Exposure to radio at least once a week was high (63%) and 

56% of respondents declared owning a mobile phone. 

Access to the internet was rather low, however higher 

among young men (4%) compared to young women (1%). 

 

What do young people know about sexuality? 

About half of the surveyed young people (53%) had received sexuality education; and 32% 

accessed this information in the last 12 months. The main place where they received 

sexuality education was at school (91%) followed by health centres (8%).  

Despite having recently received sexuality education, sexuality knowledge was rather low 

and quite inconsistent.  

Young people had particularly low knowledge on women’s fertility patterns. For example, 

about half of the young people reported that a woman cannot become pregnant the first time 

that she has sexual intercourse (56%); and 54% thought that birth control pills offer 

protection against sexual transmitted infections and HIV – both answers being incorrect. 

Generally young men had better knowledge scores (46%) compared to young women (28%) 

– measured by the ability to answer 6 out of 7 questions correctly. 

 

Who is sexually active? 

Among the young people, more women (32%) than men (24%) disclosed having had sexual 

intercourse, yet the median age of sexual debut for women was at 19.2 years and for men 

18.9 years. Among young single people, 11% reported having had sex, as compared to 46% 

of those in a relationship but not living together. The majority of youth (51%) reported to have 

had sexual intercourse as compared to adolescents (12%). 

 

Who is using sexual and reproductive health services and where do they go? 

More young women than men reported having previously used sexual and reproductive 

health services. The majority were youth who had accessed services within the last 12 

months. Young people using services were also more likely to be married/living with a 
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partner (74%), as compared to young people in a relationship but not living together (23%) or 

single (7%). In general, young people tend to access these services primarly in health 

centres (63%), followed by hospitals (19%).  

 

Who are the young people with children?  

Respondents with children were mainly found among youth (31%) and to a lesser extent 

among adolescents (2%). A majority of young people that were married and living together 

had children (72%). Of the female respondents who were pregnant or already had a child at 

the time of the survey, a high proportion stated that their last pregnancy was unplanned 

(45%).  

 

Who is using contraceptive methods? 

Knowledge of modern contraceptive methods is high amongst young people (97% of 

sexually active unmarried women and 99% of sexually active unmarried men could cite 5 

methods of modern methods). Actual uptake of modern contraceptive methods among the 

same group is very low (17% for women and 12% from men). Yet, the potential future 

demand for modern contraceptive methods (i.e. young people who do not wish to get 

pregnant, and are not against the use of modern contraceptives) is high among sexually 

active young people with about half (46% women and 58% men) considered as potential 

future users of family planning methods, although they are currently non-users. 

 

Who is experiencing physical and sexual violence? 

More than a quarter of young people reported having experienced physical violence at least 

once since the age of 15, with a larger proportion among young men (32%) compared to 

young women (19%). Perpetrators of physical violence were mainly family members and 

teachers.  

Over a quarter of young female respondents (26%) and 9% of male respondents reported 

being a victim of sexual violence. Perpetrators of sexual violence were mainly current 

partners, friends, colleagues, or neighbours.  

The majority of young people having experienced sexual violence (53%) consulted either a 

friend or family member (50%); however none of the respondents mentioned consulting a 

health service provider or other professional institution or service. 

 

How do health professionals interact with adolescent and youth clients? 

The survey conducted among health service providers offering sexual and reproductive 

health services showed that despite the fact that most health professionals had received 

training and guidelines for these services, they reported low confidence in their knowledge 

and skills to provide these services to young people. Similarly, community health workers 

reported low confidence in having sufficient knowledge to sensitise young people on sexual 
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and reproductive health and on knowing how to communicate with them about the benefits 

and risks related to these services (i.e family planning).  

Counselling on contraceptive methods 

The results across the three surveys show discrepancies in the perceived quality of family 

planning service provision (between health professionals, community health workers and 

young people). The vast majority of service providers (95%) reported that they informed their 

clients about side effects or problems that may occur with contraceptive method use and 

what to do in case they occur (99%). However, among young people who reported using 

family planning services, only 53% reported having received adequate information about side 

effects and how to appropriately manage them when they occur (51%). 
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1 Introduction 

This study evaluates the baseline situation for the Dutch-funded programme ‘Making Sexual 

and Reproductive Health Work for the Next Generation’. The programme aims at improving 

young people’s sexual and reproductive health (SRH) in three central African countries:  the 

Democratic Republic of the Congo (DRC) where the programme targets four health zones 

(Katana, MitiMurhesa, Idjiwi, Walungu) of the South Kivu Province; Rwanda in four districts 

(Gicumbi, Kirehe, Nyaruguru, Rusizi) in four provinces; and Burundi in six provinces (Bururi, 

Cankuzo, Karusi, Makamba, Rutana, and Ruyigi).  

Young people face substantial social and economic barriers in accessing sexual and 

reproductive health information and services, which often implies persistently high levels of 

unmet needs for contraception, maternal mortality and morbidity, as well as HIV incidence. 

With a series of innovative interventions and a holistic approach, the ‘Next Generation’ 

programme, aims at improving access to family planning (FP) commodities, youth friendly 

health and social services on the one hand and reducing the socio-cultural barriers to 

accessing these services on the other hand. Thus, the programme contributes to the 

indicators of the fifth Millennium Development Goal (MDG), more specifically to indicator 5B 

(“Achieve, by 2015, universal access to reproductive health”) which has shown the least 

progress. It is an integrated programme led by a consortium of several partners, including 

CORDAID (a Dutch Non-Governmental Organisation (NGO)), the Swiss Tropical and Public 

Health Institute (Swiss TPH – an associated Institute of the University of Basel, Switzerland), 

i+Solutions (a Dutch NGO), Health Development and Performance (HDP) (a Rwandan 

NGO), and Healthy Entrepreneurs (a Dutch private company), as well as the Ministry of 

Health, the Ministry of Youth and other relevant Ministries in each country.  

The ‘Next Generation’ programme is built on three main outcome objectives:  

• Young people are better informed and are thus able to make healthier choices 

regarding their sexuality  

• A growing number of people have access to contraceptives and other commodities 

required for good sexual and reproductive health  

• Public and private clinics provide better sexual and reproductive healthcare 

services, which more and more people are using 

 

This survey report presents the descriptive statistics from the baseline evaluation of the ‘Next 

Generation’ programme. Further analyses are conducted on main findings from the survey in 

the frame of scientific papers (to be published). The Discussion and Recommendations 

sections are based on contributions from the Survey Steering Committee (led by the 

Permanent Secretary of the Ministry of Health and Fight Against AIDS) and the 

implementation partners of the programme (coordinated by Cordaid Burundi). 
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1.1 Rationale and Content of the Report 

To investigate the impact and effectiveness of the ‘Next Generation’ programme on sexual 

and reproductive health of young people a series of studies was conducted. (1) Young 

people, (2) health professionals, and (3) community health workers/volunteers were 

addressed. The three studies investigated access to SRH care and to family planning, the 

quality of service provided by health professionals and on the community level, and the 

active demand of young people for these services. This report describes SRH issues of 

young people in an early phase of the programme implementation (baseline), although 

certain activities have already started. The themes of the report thus comprise knowledge 

and perceptions about sexuality, adolescent pregnancy and methods of FP, utilisation of 

SRH services and use of modern methods of family planning, as well as sexual violence and 

gender inequality as underlying threats to health and well-being in general. These studies will 

later be repeated after the different interventions of the ‘Next Generation’ programme have 

been implemented (endline) in order to evaluate the program effectiveness. 

The report starts with an overview over the current literature on themes pertinent to sexual 

and reproductive health in the country. Key findings of previous studies on young people’s 

sexual and reproductive health and rights, their access to SRH services and to family 

planning, their exposure to sexual violence as a specific challenge, and the health system 

response to young people’s respective needs, are summarized. This section is followed by a 

description of the study methods and the study population. The remainder of the report 

describes the studies’ findings. First, the results of the survey conducted with young people 

(1) will be reported, including socioeconomic characteristics of the study population, their 

knowledge of SRH, sexual experience and child-bearing, family planning, and use of 

available SRH services. Social norms and individual attitudes as potential risk factors for 

sexual and reproductive health are addressed too, including rejection of modern 

contraceptives out of personal (religious) beliefs, the marginalization of unmarried pregnant 

girls, or attitudes towards and experience of sexual violence, for example. 

In a second part of the results section we present the findings of a survey conducted with a 

random sample of health professionals who provide SRH services to young people (2). It is 

described which services are provided, how health professionals rate their knowledge and 

skills, whether they are confident to provide the respective services, and what their 

motivation is to do so. Specific aspects such as knowledge of supply chain management and 

the prevention of stock-outs of commodities are addressed as well. This chapter is followed 

by the description of community health worker/volunteer’s activities (3). 

Finally, the results are discussed; limitations of the survey are assessed as well as their 

potential effects. Elements of the discussion were provided by the Survey Steering 

Committee, as well as by implementation partners (local partners, and Cordaid Burundi). 
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2 Background Information 

Burundi has faced considerable ethnical and political turmoil since independence, with a 

peak of violence during the crisis between 1993 and 2003, leading to economic decline, 

population displacements in and out of the country. Crisis in the region has further led to an 

influx of refugees. Today, more than three quarters of its population lives in poverty. Density 

of population is very high with 354 hab/km2, as well as the fertility rate which is at 6.4 (WHO, 

2010). It is also a very young population, with 44% of its population under the age of 15. The 

maternal mortality ratio is estimated at 800 per 100,000 live births, which is very high in 

comparison with other countries (WHO, 2010). Contraceptive use is low, and the prevalence 

of HIV and gender based violence (GBV) is of concern.   

2.1 Young People and Sexual and Reproductive Health and 

Rights 

The main challenges for young people in the area of SHR are: (i) low use of modern 

contraceptive methods by sexually active adolescents and youth; (ii) large number of early 

marriages; (iii) high rates of unintended pregnancies among school girls, and (iv)high 

exposure to GBV. (UNFPA/MoH 2012). The main underlying causes are lack of sexuality 

education, cultural norms that discourage talking about sexuality, lack of access to SRH 

services, gender inequality and insufficient attention to GBV. 

A Knowledge Attitude and Practices (KAP) survey conducted by the Swiss TPH in Ngozi 

province (Burundi) assessing sexual health of young people aged 15 to 24, showed that 

there seemed to be a lot of misperceptions among participants such as “condoms are only 

for immoral persons” (32%) or “a woman shouldn’t insist that her partner uses a condom, as 

he could think that she doesn’t trust him” (50%). Yet the majority of the participants knew 

basic information related to SRH, for example that HIV is a sexually transmitted infection 

(STI). Two-thirds cited school as their main source of SRH information and one-third 

mentioned peer groups, family and the media. 

According to the Demographic and Health Survey (DHS) conducted in 2010, 8% of young 

women aged 15 to 19 were pregnant at the time of the survey or had already had a child. 

Burundi faces a low-prevalence generalized HIV/AIDS epidemic that continues to be a 

priority public health threat despite the decrease in prevalence. The overall HIV prevalence 

rate decreased from 2.9% in 2007 (Survey of sero-prevalence of 2007) to 1.4% in 2010 in 

the population aged 15-49 (DHS 2010). Among young people aged 15-24, the prevalence 

rate is 0.5% with a predominance among women 0.8% against 0.2% among men (DHS 

2010). A decrease in this age group has also been observed.   

It is important to note that with support from the World Health Organization (WHO), the 

Ministry of Health’s National SRH Programme (PNSR), has taken the initiative to develop a 

National Strategy for Adolescent Health. This strategy comprehends all aspects of 

adolescent health, including SRH. A consultant was recruited in June 2014 and the aim is to 

have a Strategy before the end of the year. 
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2.2 Family Planning 

According to the 2010 DHS survey the majority of women and men between 15 and 49 years 

of age have heard about at least one FP method. Even though knowledge seems to be high, 

only 22% of married women use a modern contraceptive. The utilisation rate among sexually 

active adolescents (15–19) is very low (2%), despite a high fertility rate in this age group 

(11%). Positive attitude towards modern contraceptive methods seem to be limited 

(UNFPA/KFW2011). Moreover, married women reported that they would like to be able to 

better space children (DHS 2010).  

A study conducted by the Reproductive Health National Programme (PNSR) and validated at 

the same period as this present report (November 2014) has shown a global contraceptive 

prevalence of 31.3% across 8 provinces. There were however large discrepencies across 

provinces (purposefully selected for the study), with official prevalences as follow (data from 

the National health information system): 

Province Contraceptive Prevalence 

Ngozi 50.4% 

Muyinga 44.8% 

Ruyigi ** 34.4% 

Bujumbura Mairie 32.3% 

Gitega * 17.4% 

Makamba ** 12.8% 

Mwaro * 11.8% 

Bururi ** 10.7% 

** Intervention provinces of the NG Programme 

* Control provinces included in the present survey 

 

In the PNSR study, the factors that explained highest utilisation rates were: the province; 

education level of the woman; religion; attitude of the partner regarding FP; age; number of 

live children; discussion in the couple on FP methods; having heard of side effects of FP 

methods. Factors such as the occupation of the woman, the socio-economic level of the 

household, or the location of the household (urban or rural) did not influence directly and 

significatively contraceptive methods utilisation. 

Various contraceptive products are available throughout the country mainly from the public 

sector (health centres and hospitals). FP clinics do not seem to play an important role in 

providing contraceptive methods (1%) (DHS 2010). Most commonly used methods for 

women include injectable (66.70%), the pill (10.80%) and the Intrauterine Device (IUD) 

(5.60%). 

According to the DHS 2010, over 80% of women use the public sector services to access 

information regarding contraceptives. However, there are shortcomings with regard to the 
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quality of information received. For example 8 out of 10 women did not see a person trained 

in FP and only a third of the women reported having received information about side effects 

and their management. It seems that contraceptives are often distributed without any formal 

explanations. Side effects from injectables have been reported as the most serious in 

comparison to other contraceptive methods; which also implies the spread of beliefs and 

rumours about contraceptive use. Fear of amenorrhea and infertility are compounded by the 

fact that the side effects of injectables are not well explained to clients during the consultation 

or medical follow-ups (GFA 2007, Ruth Schumacher). In fact the recent PNSR study reports 

that the main causes of contraceptive discontinuation were: the frequency and seriousness 

of side effects; the poor quality of professional handling of side effects; insufficient technical 

competences of health providers in FP services; religious believes; rumours around FP 

methods; cultural pro-birth values; and a lack of understanding and communication within 

couples around FP. FP services users have reported that services could be improved 

regarding the welcoming of patients; the availability of methods; the competencies in 

methods counselling; and mainly the free treatment of side effects. 

2.3 Interpersonal and Gender Based Violence 

In Burundi, interpersonal and sexual violence remain a serious medical and social problem. It 

is difficult to evaluate the scope of the phenomenon, as there is no national case registration 

department, but the numbers available are nonetheless alarming.  

It is difficult to evaluate the prevalence of violence against women in Burundi as there is a 

lack of coordination between different organizations collecting this information. As part of 

their mixed survey, the organization Comitato Collaborazione Medico (CCM) found that 35% 

of those interviewed declared having experienced at least one act of violence (of which 6% 

sexual violence) within the last 12 months (Manca and Baldini, 2013). Various other 

organizations have gathered their own data. According to statistics provided by the SERUKA 

Centre, which is a special centre providing support to survivors of sexual violence; 1605 

cases of survivors of sexual violence were reported in 20131. The main survivors of GBV are 

young women and children (93% female). In fact, SERUKA reported that 43% of the 

survivors admitted in 2013 were below the age of 12. In addition to psychological and 

physical trauma, sexual violence can be gateways for STIs, HIV/AIDS, unwanted 

pregnancies and births and unsafe abortions, thus increasing the risk for maternal morbidity 

and mortality. Social consequences of GBV such as exclusion for the survivors and their 

families are also of concern in a climate of widespread impunity.  

A recent report on Sexual Violence in Burundi by the Households in Conflict Network 

(Dijkman, Bijleveld, and Verwimp 2014) shows that the level of violence (GBV and sexual 

violence) has not decreased since the end of the civil war. During the war, gross human 

rights violations and crimes committed by the army as well as the rebel groups mainly 

targeted civilians. Although the Peace Agreements included the setting up of a transitional 

                                                
1 SERUKA is a centre located in the capital city of Burundi that provides medical services, psychosocial and judicial support. 
Mainly women and girls living in Bujumbura and surroundings access this Centre. 
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justice process to investigate war crimes, to this day this has not taken place and impunity 

continues to prevail. In addition, Burundi’s weak judicial institutions are not equipped to 

prosecute past and contemporary perpetrators. Survivors are mainly amongst the 15-19 

group age, especially for sexual violence, keeping in mind that the survey did not include 

women below the age of 15. Data from the recent National Strategy against GBV report that 

sexual violence is perpetrated 97% against women and girls, and 3% against men. The 

majority of survivors are minors: one-third is below the age of 15, and a quarter under the 

age of 12. 

According to the study by Dikman et al., perpetrators were the mainly the husband or 

partners (74%) for GBV, and this concerned mainly the group of older and married women; 

whereas they were mainly strangers (uniformed and unknown men) (39%) for sexual 

violence, concerning mainly the group of adolescents. The qualitative study showed that 

today the main perpetrators of sexual violence are family members, male domestiques (often 

ex-combatants), neighbours, as well as government and police men, and teachers. 

Zicherman (Zicherman 2007) uncovered that, in Burundi, rebel and military personnel are no 

longer the primary perpetrators. 

Although the prevalence of GBV and sexual violence is not known from the pre-war period, 

the report from Dijkman et al. as well as the 2014 annual report of Impunity Watch comes to 

the same conclusion, which is that the reason violence has remained elevated in the post-

conflict period is highly linked to the conflict and to the absence of transitional justice 

(Comlan 2014; Dijkman, Bijleveld, and Verwimp 2014). The civil war has led to massive 

population displacements, ethnic tensions and economic hardship that have in turn led to a 

decline of moral values and social cohesion. The effort to set-up reinsertion programmes for 

ex-combatants has failed and left large proportions of men with psychological problems that 

remain unaddressed, bringing its share to the continuing normalisation of violence.  

A national strategy against GBV was developed in 2009 for three years. A second strategy 

for 2012-2014 has not been developed, thus the old strategy is currently used as reference. 

Since the introduction of the new penal code in 2009, GBV and sexual violence are 

considered and punishable as crime. However, the enforcement of the law is not yet fully 

effective.  In fact, Zicherman (2007) and Ward (Ward and Marsh 2006) reported that women 

pursuing justice for rights violations committed against them often encounter discrimination, 

inadequate laws, a weak judiciary with problematic legal support, amicable settlements for 

criminal cases, risk of stigma from their communities and families for pursuing cases, and 

limited resources to provide comprehensive support.  

2.4 Burundi Health System 

The government has introduced several policies in the last decade to improve the 

population’s access to health care. In 2006, free health care for pregnant women and under-

five children was introduced nationally. Despite a lack of preparedness and a subsequent 

stress on the health system, this resulted in an improvement of the main mother and child 

health indicators. In 2010, Performance Based Financing (PBF) was adopted by the Ministry 

of Health as a strategy to remove health system constraints mainly in the areas of: i) 
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shortage of quality health personnel especially on the periphery, ii) instability and lack of 

motivation of the health workforce, iii) quality of care given, and iv) management and 

organization of services. Positive effects in terms of improvement of health indicators 

(maternal and child health), service quality, motivation and stability of the health staff and 

availability of medicine even in remote areas were reported (Bonfrer et al., 2013).  

Through the ‘Next Generation’ Programme, selected indicators relating to SRH services were 

integrated in the existing PBF scheme in 2013, aimed at improving those services in terms of 

quantity and quality. In addition to the financing attributed to the health facility based on the 

quantity of services provided, health facilities can increase their additional bonus  up to 30% 

based on quarterly quality checks. Quality checks are based on a composite quality score 

(assessed by over 100 indicators in a checklist and a community patient satisfaction survey). 

Quality checklist measures mainly the availability of inputs and preparedness of the 

structure, covering areas of FP, Antenatal Care (ANC) and maternal care along aspects of 

hygiene, drug management, and the Health Information Management System (HIMS). 

Related to FP, the quality indicators include confidentiality for the patient, availability of all 

methods and storage, stock records and availability of education materials. Facility staff 

receives feedback and recommendations based on the quality checks conducted by the 

Provincial Health Management Team and District Health Management Team which are 

supposed to inform facility action plans and strengthen the formative supervision roles of the 

provincial and district health management teams. 

Patient satisfaction surveys are conducted by community-based organisations. The issue 

with this mechanism is that besides the varying capacity of Community-Based Organisations 

(CBO), confidentiality becomes an issue when local CBOs have to retrieve women from their 

own community who have used FP services (Morgan 2012). 

Community based activities and community mobilization seem to be a promising approach 

but needs to be strengthened with regards to roles and responsibilities and feedback 

mechanisms in order to have a real impact. In May 2014, a draft national protocol for the 

community-based distribution of contraceptives was circulating in view to be finalized and 

implemented. The protocol should entail community health workers in providing modern 

contraceptives (condoms and oral contraceptives) and refer for other methods; sensitization 

on the different methods and utilization of FP services; follow-up of FP users; information on 

side-effects, etc. The Community Health Workers (CHW) in charge of Community-Based 

Distribution (CBD) are attached to and supervised by a health facility. 
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3 Methods 

3.1 Study Design 

In order to assess adolescent sexual and reproductive health in the programme area, a 

series of three surveys was conducted to interview (1) young people aged 15-24 years, (2) 

health professionals, and (3) community health workers.  

(1) A representative multi-stage cluster survey was conducted at the community level in 

the intervention area of the ‘Next Generation’ programme, plus in two control 

provinces among a representative sample of young people 15 to 24 years old. This 

study is the baseline survey with respect to the ‘Next Generation’ program evaluation 

and will be complemented by an endline survey, which will be conducted in the same 

study areas at the end of 2015. 

(2) A survey was conducted among a random sample of health professionals working in 

health facilities in the intervention and control provinces who were interviewed about 

the services they provided. Similarly, this study is the baseline of two surveys to 

assess changes in the provision of SRH services within health facilities. 

(3) A survey among a convenience sample of community health workers reports on 

community-based sensitisation activities as regards SRH, with a focus on family 

planning, as well as on community-based distribution of family planning commodities. 

3.2 Study Location and Study Population 

The surveys were conducted in communities and health facilities randomly selected in the six 

target provinces (Bururi, Makamba, Ruyigi, Karusi, Cankuzo and Rutana) as well as in two 

control provinces (Gitega and Mwaro). The random selection aims to ensure that different 

communities (e.g. including those with limited access to health facilities) and different health 

facilities (remote and semi-urban) are well represented in the survey.  

The community survey gathered data from a random sample of young people age 15-24. 

Only residents who had lived in the area for at least three months were included. Interviews 

were conducted in the community at the household level. One young person per eligible 

household was interviewed. 

The facility survey gathered data from a random sample of health facilities in each province, 

including public, private and faith-based facilities, primary and secondary level and side-

kiosks/dispensaries. Inclusion criteria were that they offer SRH service, such as FP, HIV 

testing and counselling, STI services, maternal health and GBV. From each facility, one care-

giver (doctor, nurse, midwife or auxiliary nurse/midwife that offer SRH services, be present 

and available for an interview in the facility) was interviewed, as well as one CHW attached 

to that facility. 
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Community Survey  Quality Check Interviews 

  Cluster N/Cluster total    N % total 

Intervention 67 15 1005  Intervention 1005 5 50 

Control 20 15 300  Control 300 5 15 

Total 87   1305  Total 1305   65 

         

Target: Young people (15-24 years)  Target: Young people (15-24 years) 

         

Health Professionals Survey  Community Health Workers Survey 

  

Health 

facility 

(HF) N/HF total    CHW CHW/HF total 

Intervention 100 1 100  Intervention 100 1 100 

Control 50 1 50  Control 50 1 50 

Total     150  Total 150   150 

         

Target: Health Professionals    Target: CHW 

3.3 Sample Size Considerations 

Community survey (1), young people 15-24 years old 

The sample size was calculated to allow detection of a change between baseline and endline 

of 10% in occurrence in use of modern contraceptives among young women, with power=0.8 

and a level of significance of 0.05, assuming a baseline occurrence in using contraceptives 

of 15%. If a design effect of 2 was assumed, a total of 1,000 persons had to be targeted in 

the intervention area. The size of a control group of 300 allows detecting a ratio of >1.7 

difference between the baseline and the endline survey in the control and the intervention 

area. Hence we targeted a total number of 1,300 young people in this survey. 

Health facility survey (2), health professionals, and (3), community health workers 

A sample of 100 health facilities in the intervention area and 50 facilities in the control area 

was targeted. In each health facility a health professional providing SRH services and an 

associated community health worker were recruited. The sample allows detecting a 20% 

difference in skills between baseline and endline survey. 

3.4 Sampling Strategy and Recruitment 

Community survey 

For the community survey 67 primary sampling units in the intervention and 20 primary 

sampling units in the control area were randomly selected, based on the last nationally 

available data. An administrative enumeration area – the hill (colline) – as defined in the 

national census was considered a Primary Sampling Unit (PSU). These enumeration areas 
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may contain 100 to 500 family units (households) and are sub-divided into sub-hills (sous-

collines). A second stage was the sampling of a sous-colline, randomly selected by the 

survey team supervisor together with the head of the hill (chef de colline) familiar with the 

area. In this sous-colline a segment of 25 households was again randomly selected by the 

survey team supervisor together with the head of the hill. The size of the segment was 

defined after the pilot study. It should allow finding an average of 15 young people per 

segment across the study area without the use of replacements. Hence, in each segment 

only young people randomly selected in the eligible households were included in the study. 

No replacements were made. In each eligible household one person 15-24 years of age was 

selected. Persons, who participated in any of the other sub-studies, or in a previous wave of 

the same study, were not eligible. If the selected respondent was not available for interview 

(after two contact attempts), he or she was recorded as a non-response. Only abandoned 

houses were replaced by another household. If more than one eligible person was present, 

the person to interview was selected at random. Non-response was calculated upon refusal 

of the young person to be included in the study. There were no replacements of either 

household refusals or individual refusals, except in the above-mentioned cases. 

The pilot study revealed that in about 75% of the households an eligible young person lived. 

Assuming a non-response rate of 20%, we planned to contact 2,150 households. After the 

first days of the survey, the cluster size was increased to 30, as young people could be found 

only in about 60% of the households. In order to reach the targeted 1,300 households, 20 

additional clusters were randomly selected.  

In total, 2,713 households were visited. The final eligibility rate was 53.1%. The response 

rate was 84.3%, mainly explained by the absence of young people in the household at the 

moment of the visits, as they were working in the field or in school. Only 19 young people 

refused to be interviewed. 

Total HH visited 2713     

HH with no eligible 1273 
 

  

Young interviewed 1214 Eligibility rate 53.08% 

Non-response 226 Response rate 84.31% 

 

Health facility survey 

100 health facilities were randomly selected in the intervention area based on the list of 

health facilities providing SRH services provided by the Ministry of Health, and 50 facilities in 

the control area.  

To select the health staff, the list of all health staff working the day of the visit in SRH 

services was established in the facility by the interviewer with the help of the person in 

charge of the facility at the moment of the visit (titulaire, if available), and a random selection 

was made to pick one provider. The same method was used to select the CHW to interview.  

Selection of the CHW however proved difficult, as many CHW do not own a mobile phone 

and/or were living in very remote area. Thus, often a second selection took place if the first 

choice was assessed impossible to reach (the CHW had to come to the facility to be 

interviewed). 
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In total, 147 health facilities were visited during the survey. 135 health professionals were 

interviewed, with a response rate of 91.8%. Some professionals were not interviewed, 

because they were too busy with emergencies or training, and five interviews were deleted 

due to strong suspicion that the interviewer filled in the questionnaire himself. 

In the 147 health facilities, 115 community health workers were interviewed, with a response 

rate of 78.2%. The lower response rate is mainly explained by the fact that often CHW live 

far away from the facility and don’t have a mobile phone to be reached. 

Health Staff   CHW  

HF visited 147  HF visited 147 

HS interviewed 135  CHW interviewed 115 

Response rate 91.8%  Response rate 78.2% 

3.5 Instruments and Measures 

Relying on previous research and on existing information on the provision of SRH services in 

the context of ongoing monitoring and evaluation procedures, a literature review was 

conducted to inform the development of the study instruments. Most questions used in the 

questionnaire have been used previously and validated in other studies, including the DHS 

2010. 

The instrument for the community survey contained questions regarding participants’ socio-

demographic characteristics, socioeconomic status, intra-household decision-making, 

knowledge of sexuality and reproductive health, sexuality-related norms and values, and 

sexual and reproductive health-related behaviour, such as the use of family planning. In 

addition it contained validated scales on SRH knowledge, self-efficacy, stigmatizing attitudes, 

tolerance of violence, and masculinity. The instrument for the health professionals contained 

questions regarding participants’ socio-demographic characteristics and socioeconomic 

status, SRH services offered in their facilities, family planning, supply chain management, 

knowledge and perceptions around SRH and work satisfaction. The instrument for the 

community health workers contained questions regarding the participant’s socio-

demographic characteristics, socioeconomic status, sensitisation activities and health 

services provided (including SRH), family planning and drug chain management.  

All questionnaires were designed in English, and translated into Kirundi and French and 

participants could choose to be interviewed in either language. The questionnaires are 

available upon request. 

3.6 Ethics and Authorizations 

The Burundi evaluation protocol received ethical approval on 14 January 2014 from the 

Burundi National Ethics Committee and statistical approval from the Ministry of Finance and 

Economic Development Planning on 4 March 2014 (Visa N°VS201402CNIS). Moreover a 

steering committee was set up and presided by the Permanent Secretary of the Ministry of 

Health and Fight Against AIDS.  
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3.7 Data Collection and Data Management 

The National Institute for Statistics and Economic Studies (ISTEEBU) was contracted to 

organize logistics and training for data collection in the field based on the established and 

approved protocol, instruments and tools. Coordination was ensured by ISTEEBU and Swiss 

TPH jointly. Additionally, ISTEEBU was in charge of establishing contacts and securing 

authorizations at the provincial level to access health facilities and households. 

A team of 40 experienced surveyors and 6 supervisors was trained over eight days on the 

various questionnaires and data collection methods and tools. To increase the level of 

engagement and understanding of interviewers, technical sessions were prepared on all 

adolescent sexual and reproductive health topics, such as youth friendly services, sexuality 

education, family planning, gender based violence.  

Participation in the survey required an informed consent from the interviewee, where rules of 

confidentiality, voluntary participation and anonymity are applied. A consent form was signed 

by the respondent and the form was verified by the supervisor and by the coordinators, and 

is then kept by Swiss TPH. The name was only written on the consent form and not entered 

in the tablets containing the questionnaire, thus ensuring confidentiality for the respondent.  

Selected persons were interviewed in privacy. If required, a location outside their home or 

outside of the health facility was identified. The interview was only conducted if confidentiality 

was fully guaranteed. Interview could be paused if the respondent asked for it (health 

personal needed in the facility for example). 

Data was collected using electronic tablets, on which Open Data Kit (ODK) software for data 

collection was installed. The supervisors and enumerators were trained in how to collect the 

data using a tablet. Data was reviewed by a supervisor at the end of every day and then sent 

to a central server in Basel with high security requirements, where a second control took 

place through the senior project staff. Every day a backup was made. Once the data 

collection ended, the data will was transformed into a STATA v. 12 (or 13) file for analysis. 

Data security was provided. 

3.8 Data Analysis 

This report presents descriptive statistics from the three surveys including the characteristics 

of the respondents and main SRH outcomes. Results for all outcomes are calculated for 

different subgroups in the population, such as by sex, age, education, marital status, and by 

district. For the community survey, descriptive statistics were calculated under consideration 

of the sampling approach. Probability weights were introduced to account for different cluster 

sizes and number of eligible respondents in a household. Standard errors were adjusted for 

stratification according to intervention and control districts, and for clustering on the primary 

sampling units. Design effects were calculated for ten main outcomes. We used the STATA 

V.12 svy command for all calculations. For the health professional and community health 

worker surveys simple statistics were calculated. 
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4 Results of the Community Survey  

The main aim of this survey is the assessment of demand for and access to SRH services 

among young people in the ‘Next Generation’ project area. The study will complement HMIS 

data on behavioural aspects and include individual characteristics of study participants, 

allowing for risk factor analysis and the assessment of intermediate programme outcomes, 

such as behavioural change. For this purpose, the survey gathers quantitative data with a 

control area, one before the start of the interventions (baseline 2014), and one after 18 

months of programme implementation (follow-up 2016).  

4.1 Sociodemographic Characteristics of Young People  

 

In total, 1,214 individuals were surveyed in Burundi of which 725 were women and 489 were 

men (weighted sample).  684 respondents of the total sample were aged 15-19 years and 

530 were aged 20-24 years.  Overall, more women were interviewed than men in both age 

groups and in all provinces. 

 

Table 1 Sample of young people, by sex, age and province 

 

 

Marital status 

Overall, 73.9% of all respondents from the sample reported being single, 9.1% were married, 

5.6% lived with their partner, but were not married, 10.7% were in a relationship, but not 

living with their partner and 0.7% reported being divorced or widowed.   

weighted 

percent

weighted 

number

unweighted 

number

weighted 

percent

weighted 

number

unweighted 

number

Age

15-19 60.5% 414 407 39.5% 270 277

20-24 58.8% 311 338 41.2% 219 192

Province

Bururi 59.5% 148 146 40.5% 101 103

Cankuzo 62.9% 54 57 37.1% 32 29

Karusi 62.2% 114 116 37.8% 69 67

Makamba 59.3% 106 110 40.7% 73 69

Rutana 55.9% 82 83 44.1% 64 63

Ruyigi 60.7% 93 100 39.3% 61 54

Gitega 59.9% 101 103 40.1% 67 65

Mwaro 56.8% 28 30 43.2% 21 19

Women Men
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Marital status between women and men differed. Women in both age groups were about 

twice as likely to report being married (27.6% of women 20-24, 6.9% of men 20-24). 

• Amongst adult women (20-24), less than half of the sample was single (43.1%), 27.6% 

was married, 14.0% was in a relationship without living together with their partner, and 

13.0% lived together with their partner without being married.  

• Amongst adult men (20-24), 70.5% reported being single, 16.6% in a relationship, but not 

living together, 6.9% married and 6.0% living together without being married. 

• Amongst adolescent women (15-19), 86.5% were single, 7.2% in a relationship, but not 

living with their partner, 3.5% living with the partner out of wedlock and 2.5% were 

married. 

• Amongst adolescent men (15-19), 92.0% were single, 7.5% in a relationship, but not 

living with their partner, and less than 0.2% living with the partner out of wedlock or 

married. 

 

Religious Affiliation  

Religious beliefs can influence individual’s choices surrounding sexual and reproductive 

behaviour and health. Religion, religious communities and religious leaders can also be a 

source of information or models for individuals regarding sexual and reproductive health. 

95.2% of all respondents identified as Christian (61.9% as Catholic; 20.7% as Protestant and 

12.6% as Adventist).  Overall there was little variation between sex and age groups. 

 

Education 

Education is often used as a measure of individual empowerment to seek out information, 

access resources and make choices surrounding sexual and reproductive health. In addition, 

many sexual and reproductive health education programmes are conducted in schools, 

including the Next Generation programme; the number of years of school an individual 

completes could determine some exposure to sexual and reproductive health education. 

Education levels showed some differences across age groups and according to sex. More 

than twice as many women than men aged 20-24 reported having no education (F: 25.0%; 

M: 8.7%), while only 5.3% of the female and 2.7% of the male adolescents reported no 

education. There were no notable differences in the proportion of respondents having 

reached some primary level education across age groups, with an overall proportion of 

44.8%; while proportions of male respondents having reached some secondary level 

education (59.7%) was higher compared to women amongst the 20-24 years old (37.4%). 

Again, the difference was much lower in the adolescent group. 

 

57.6% of the respondents reported being currently at school, with larger proportions within 

the young people aged 15-19 (F: 66.9%; M: 78.1%), as expected. 
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Table 2 Background characteristics of all respondents: marital status, religion and education 

 

 

Reasons for leaving school 

Of the respondents who reported leaving school (N=475), the main reasons were “could not 

afford the fees” (F: 20.1%; M: 26.4%), “failure at school” (F: 21.5%; M: 16.5%), and “the 

family needed my help at home (F: 18.8; M:14.0%). 12 young women reported they stopped 

school due to pregnancy (1.2% of female respondents).  

 

ALL 15-19 20-24 15-19 20-24 N

Marital status 

Married 9.1% 2.5% 27.6% 0.2% 6.9% 153

Living together 5.6% 3.5% 13.0% 0.2% 6.0% 81

In relationship (not living together) 10.7% 7.2% 14.0% 7.5% 16.6% 127

Divorced/widowed 0.7% 0.3% 2.3% 0.0% 0.0% 10

Single 73.9% 86.5% 43.1% 92.0% 70.5% 841

Religion 

Catholic 61.9% 57.7% 56.8% 67.0% 70.8% 749

Protestant 20.7% 22.8% 24.8% 16.6% 15.9% 248

Adventist/Pentecostal/Evangelical 12.6% 14.1% 13.2% 13.0% 8.4% 157

Muslim 1.5% 2.4% 0.6% 1.5% 0.8% 17

Traditional 0.0% 0.0% 0.0% 0.0% 0.0% 0

Other 2.8% 2.7% 3.7% 1.8% 3.0% 35

No religion 0.5% 0.1% 1.0% 0.2% 1.0% 8

Education

None 10.3% 5.3% 25.0% 2.7% 8.7% 150

Primary 44.8% 55.4% 36.0% 51.3% 28.8% 601

Secondary 44.0% 39.4% 37.4% 46.0% 59.7% 459

Tertiary 0.9% 0.0% 1.5% 0.0% 2.8% 4

School attendance

Currently at school 57.6% 66.9% 31.8% 78.1% 51.1% 633

Not at school 42.4% 33.1% 68.2% 21.9% 48.9% 580

Women Men
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Table 3 Reasons for leaving school 

 

 

Living arrangements of young people 

Living arrangements often reflect the kind and extent of social support networks an individual 

experiences, which can be important factors in seeking information or health care services 

related to sexual and reproductive health.  Respondents were asked to describe their living 

arrangements, including if they were head of household.   

Amongst the respondents aged 15-19, the majority declared living with their parents (83.8%), 

with relatives other than their parents (10.1%) and only a few declared living with their 

husband/wife/partner (3.4%). 

Amongst the respondents aged 20-24, over half declared living with their parents (57.8%), 

close to a quarter with their husband/wife/partner (23.9%), 7.1% were themselves head of 

household and the same proportion declared living with relatives other than their parents.  

A small percentage of respondents reported being head of household: 2.5% of females and 

5.0% of males, most of which were aged 20-24 years. 19.0% of women reported their 

husband or partner as head of household compared to 2.3% of men.  

Living arrangements by province followed the same general trends, with the exception of 

respondents in Cankuzo and Ruyigi reporting in higher proportions living with their 

husband/wife/partner, compared to other provinces such as Bururi or Gitega. 

N

female male 15-19 20-24

I received sufficient education/ I completed school 1.2% 8.3% 0.0% 5.8% 13

Failure at school 21.5% 16.5% 26.6% 15.6% 106

The school is too far/ not accessible 0.5% 0.7% 0.3% 0.8% 4

I don’t like school and wanted to stop myself 8.8% 7.0% 9.3% 7.5% 42

I had to look after children/ young people 1.9% 0.4% 1.5% 1.3% 9

The family needed my help at home 18.8% 14.0% 13.4% 19.7% 109

I had to earn money/ had to work (with no salary included) 1.2% 8.2% 0.6% 5.3% 17

We could not afford the fees 20.1% 26.4% 25.0% 20.3% 143

I got married 5.6% 2.2% 2.7% 5.6% 20

I became pregnant 1.2% 0.0% 0.3% 1.1% 12

Sex Age
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Table 4 Young people living arrangements 

 

 

Household assets 

Household characteristics such as material assets can reflect socio-economic status and/or 

purchasing power which can be important in determining an individual’s ability to access 

health services, especially in terms of transport and drug expenses.  Respondents were 

asked if their households possessed the following assets: electricity, radio, television, mobile 

phone and/or computer.   

Respondent household characteristics did not vary greatly between sex or age group. More 

than half of women and men reported having a mobile phone (F: 51.9%; M: 59.9%) and radio 

in their household (F: 58.7%; M: 67.1%). Low proportions of households had electricity (F: 

8.2%; M: 7.8%) and a television (F: 5.2%; M: 4.7%). Respondents reporting having a 

computer were very rare (F: 0.3% M: 0.4%). 

Household characteristics by provinces did not vary much with some notable exceptions that 

may be linked to infrastructure differences across provinces or regions, such as access to 

electricity (higher in Rutana and Bururi compared to Mwaro or Karusi) or possession of a 

mobile phone (some regions have low mobile network coverage).   

Head of 

the 

household

My wife/ 

husband/ 

partner is the 

head of the 

household

Live with 

my 

parent(s)

Live with 

uncle/aunt

/ grand 

parents

Live with 

older 

sibling(s)

Live with 

other 

relative

Live with 

other adult 

who is 

taking 

care of me

Live with 

friend(s) 

and we 

take care of 

one another

Live alone N

Sex

Female 2.5% 19.0% 68.7% 5.2% 1.2% 1.9% 1.3% 0.2% 0.0% 743

Male 5.0% 2.3% 78.2% 6.6% 2.3% 0.6% 4.7% 0.1% 0.1% 469

Age

15-19 0.7% 3.4% 83.8% 6.9% 2.0% 1.3% 1.9% 0.1% 0.0% 682

20-24 7.1% 23.9% 57.8% 4.4% 1.3% 1.5% 3.7% 0.2% 0.1% 530

Province

Bururi 3.3% 5.3% 79.6% 5.7% 1.4% 2.1% 2.4% 0.2% 0.0% 249

Cankuzo 0.7% 25.7% 61.4% 4.3% 4.3% 0.7% 2.9% 0.0% 0.0% 86

Karusi 4.1% 14.1% 71.5% 5.1% 2.4% 0.7% 1.4% 0.7% 0.0% 183

Makamba 2.8% 10.5% 73.8% 6.8% 2.5% 1.5% 1.9% 0.0% 0.3% 179

Rutana 4.8% 12.8% 63.1% 7.2% 0.4% 2.8% 8.8% 0.0% 0.0% 146

Ruyigi 2.8% 20.3% 67.1% 6.5% 1.6% 0.8% 0.8% 0.0% 0.0% 152

Gitega 6.1% 8.4% 79.0% 4.2% 0.4% 0.4% 1.5% 0.0% 0.0% 168

Mwaro 0.0% 17.3% 76.5% 4.9% 0.0% 0.0% 1.2% 0.0% 0.0% 49
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Table 5 Household assets 

 

 

Perceived wealth and household income 

Wealth, income status and purchasing power can have an effect on individuals’ access to 

education, information and health care services. To estimate the socio-economic status of 

the sample population, respondents were asked to rate their household wealth status in 

comparison to the other households in their community, describe the regularity of their 

household income, describe their daily and health care expenditure and comment on 

household food security.  

About three quarters of all respondents rated their wealth as equal to other households in 

their community (F: 71.6%; M: 76.6%). The other respondents tended to rate their wealth 

status as poorer than other households: around 10% rated their household as “poorer” (F: 

13.8%, M: 10.1%), and the same proportion as “much poorer” (F: 11.9%, M: 9.2%). Less 

than 5% of the respondents perceived being wealthier than other households in their 

community (F: 2.7%, M: 4.0%). There were no notable differences in responses by sex, age 

or province.   

Regarding household income, the majority declared that their household had an income (F: 

68%, M: 67.3%). Close to half declared that their income was irregular (F: 43.8%, M: 47.2%), 

and less than 13% that their income was regular (F: 11.8%, M: 12.5%). A third declared that 

they had no income (F: 32.0%, M: 32.7%). There were differences across province in the 

proportions of respondents declaring having an irregular income, with lower proportions in 

Makamba (35.1%), Bururi (35.6%) and Rutana (38.3%) compared to other provinces such as 

Does your 

household have 

electricity?

Does your 

household 

have radio?

Does your 

household have 

television?

Does your 

household have 

mobile phone?

Does your 

household have 

a computer?

N

Sex

Female 8.2% 58.7% 5.2% 51.9% 0.3% 745

Male 7.8% 67.1% 4.7% 59.9% 0.4% 469

Age

15-19 6.9% 60.0% 5.1% 51.5% 0.2% 684

20-24 9.6% 64.8% 4.9% 59.9% 0.6% 530

Province

Bururi 12.4% 61.8% 6.8% 65.0% 0.4% 249

Cankuzo 2.9% 47.9% 0.0% 40.7% 0.0% 86

Karusi 1.7% 61.4% 1.7% 39.7% 0.0% 183

Makamba 6.2% 67.5% 3.7% 70.4% 0.0% 179

Rutana 19.3% 65.1% 16.4% 60.5% 1.6% 146

Ruyigi 7.2% 53.0% 3.2% 47.0% 0.0% 154

Gitega 3.4% 67.9% 1.5% 46.6% 0.4% 168

Mwaro 0.0% 74.1% 0.0% 44.4% 0.0% 49
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Mwaro (75.0%) or Gitega (55.4%). The proportions of respondents declaring no income was 

similar across provinces. 

 

Table 6 Perceived wealth and household income 

 

 

Daily and Health Care Expenditure 

Respondents were asked who in the household is responsible for paying for daily household 

needs as well as health care expenditures. 

Similar trends were observed for both daily household and health care expenses.  Over three 

quarters of the respondents reported that their parents, caregivers or guardians were 

responsible for household expenses (F: 75.7%, M: 83.3%) and health care expenses (F: 

75.8%, M: 85.2%), proportions corresponding to the number of unmarried young people. 

20.2% of women reported that their spouses were responsible for household and health care 

expenses while less than 1% of men reported that their spouse were responsible. Men were 

more likely to report that they themselves were responsible for health care expenditure 

compared to women (M: 11.1%, F: 1.5%). 

Expectedly, 20-24 year olds were more likely to report that they themselves or their spouses 

were responsible for expenses compared to 15-19 year olds; while the younger age group 

was more likely to report parents, caregivers, or guardians were responsible for expenses 

(about 91% compared to about 65% for 20-24 year olds). No significant differences were 

observed by provinces. 

much 

wealthier
wealthier same poorer

much 

poorer

yes, 

regular

yes, don't 

know if 

regular

yes, 

irregular
no N

Sex

Female 0.1% 2.7% 71.6% 13.8% 11.9% 11.9% 12.3% 43.8% 32.0% 742

Male 0.1% 4.0% 76.6% 10.1% 9.2% 12.5% 7.7% 47.2% 32.7% 466

Age

15-19 0.2% 2.6% 73.8% 13.4% 10.0% 11.2% 12.9% 45.5% 30.3% 679

20-24 0.0% 4.1% 73.3% 10.9% 11.8% 13.3% 7.2% 44.7% 34.8% 529

Province

Bururi 0.0% 3.5% 77.5% 12.2% 6.8% 18.3% 15.9% 35.6% 30.2% 247

Cankuzo 0.0% 4.3% 69.6% 11.6% 14.5% 5.0% 4.3% 54.3% 36.4% 85

Karusi 0.0% 7.2% 74.0% 8.9% 9.9% 8.2% 6.5% 53.5% 31.8% 183

Makamba 0.3% 1.5% 79.0% 10.2% 9.0% 12.7% 18.6% 35.1% 33.5% 179

Rutana 0.4% 2.5% 66.0% 15.6% 15.6% 18.3% 7.7% 38.3% 35.6% 143

Ruyigi 0.0% 1.2% 61.9% 16.9% 20.1% 12.1% 4.0% 51.7% 32.2% 154

Gitega 0.0% 1.9% 78.6% 11.1% 8.4% 3.5% 8.8% 55.4% 32.3% 168

Mwaro 0.0% 4.9% 80.2% 14.8% 0.0% 2.5% 1.2% 75.0% 21.3% 49

Perceived wealth status Household income
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Table 7 Daily and Health care expenditure 

 

 

Perceived Food Insecurity 

Food security is defined as a state in which “all people at all times have both physical and 

economic access to sufficient food to meet their dietary needs for a productive and healthy 

life” (USAID). Households can experience feelings of uncertainty or anxiety over food in 

terms of access (resources or supply), quantity (for adults and children) as well as quality 

(dietary diversity, nutritional adequacy and preference). 

Respondents were asked if a series of statements related to household food insecurity 

applied to their household in order to build an average food insecurity score, scaled from 1 to 

3 (1: never experience food insecurity; 2: sometimes; 3: often experience food insecurity). 

The scores across sex, age and provinces were lower than 1.5 which indicates that 

respondents on average “never” or “sometimes” experienced household food insecurity, thus 

showing a moderate food insecurity of respondents. To be noted that above 17% of the 

respondents stated that it was often true that they worried whether food in their household 

would run out before they get money to buy more. There were no notable differences 

between provinces.  

 

myself spouse

parent/ 

care giver/ 

guardian

other N myself spouse

parent/ 

care giver/ 

guardian

other N

Sex

Female 1.4% 20.2% 75.7% 2.6% 744 1.5% 20.1% 75.8% 2.5% 744

Male 10.1% 0.6% 86.3% 3.0% 467 11.1% 0.9% 85.2% 2.8% 468

Age

15-19 1.9% 3.9% 91.4% 2.8% 682 2.0% 3.9% 91.6% 2.5% 682

20-24 8.9% 23.5% 65.0% 2.6% 529 9.8% 23.5% 63.9% 2.8% 530

Province

Bururi 3.9% 6.7% 86.9% 2.5% 249 4.3% 7.3% 85.9% 2.5% 249

Cankuzo 5.0% 20.7% 68.6% 5.7% 86 5.0% 20.7% 68.6% 5.7% 86

Karusi 6.9% 13.7% 78.0% 1.4% 183 7.3% 13.7% 77.7% 1.4% 183

Makamba 3.7% 11.4% 83.0% 1.9% 179 3.7% 11.4% 82.7% 2.2% 179

Rutana 7.3% 12.9% 75.7% 4.0% 144 7.3% 11.7% 77.8% 3.2% 145

Ruyigi 3.2% 20.2% 74.1% 2.4% 153 5.2% 20.2% 72.5% 2.0% 153

Gitega 6.5% 8.8% 80.9% 3.8% 168 6.9% 9.2% 80.2% 3.8% 168

Mwaro 2.5% 14.8% 81.5% 1.2% 49 2.5% 14.8% 81.5% 1.2% 49

Daily expenditure Health care expenditure



 

 30 

Table 8 Perceived food insecurity 

 

 

Exposure to mass media and places visited by young people 

Many people, especially young people, receive or seek information, including information 

related to sexual and reproductive health, through media outlets such as newspapers, radio, 

television and increasingly the internet, even in remote locations. Media exposure could be a 

factor in an individual’s sexual and reproductive health knowledge and could serve as a 

platform for the dissemination of sexual and reproductive health information. Respondents 

were asked if they were exposed to newspaper, radio, television and internet, and if so, at 

what rate. 

Radio was the most frequently used media outlet followed by newspaper and television.  

Internet use across sex, age and provinces remains very low.  Overall, men reported 

noticeably more exposure to all media than women: 72.7% of men reported listening to the 

radio at least once a week for 57.7% of women; 26.7% of men reads a newspaper at least 

once a week for 21.1% of women; 6.7% of men watches television at least once a week for 

5.6% of women. No significant differences are observed in media exposure by age group. 

Data shows that young people currently not at school are more likely to listen to the radio at 

least once a week (56.7%) than any other means of communication; while one third of the 

young people currently at school have reported reading a newspaper at least once a week 

(34.5%), and two-thirds listen to the radio at least once a week (68.9%). 

 

We worry whether 

food in our 

household will run 

out before we get 

money to buy 

more:

We eat the same thing for 

several days in a row 

because we only have a 

few different kinds of food 

on hand and don't have 

money to buy more: 

We ran out of the 

foods that we needed 

to put together a meal 

and I/ we didn't have 

money to get more:

often true often true often true

Sex

Female 17.9% 15.2% 10.9% 1.3 739

Male 17.0% 16.5% 11.3% 1.3 465

Age

15-19 16.5% 13.4% 13.4% 1.4 675

20-24 18.9% 18.8% 14.2% 1.4 529

Province

Bururi 15.3% 12.4% 9.6% 1.3 245

Cankuzo 15.7% 18.6% 15.2% 1.5 86

Karusi 14.4% 13.7% 8.9% 1.3 183

Makamba 19.8% 13.3% 10.3% 1.3 179

Rutana 22.0% 21.8% 12.0% 1.4 143

Ruyigi 21.8% 22.0% 15.4% 1.5 152

Gitega 15.6% 15.7% 12.6% 1.4 168

Mwaro 14.1% 8.6% 2.5% 1.1 48

Averaged food-

insecurity score 

(1=never, 

2=sometimes, 

3=often)

N
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Table 9 Exposure to mass media 

 

 

The places and events that young people frequent in their communities on a regular basis 

can reveal the types of social networks to which young people have access to and where 

and how information learning and sharing happens, including information on sexual and 

reproductive health.  Respondents were asked if they frequented different places or events in 

the community at least once a week. 

A very high proportion of respondents declared visiting a religious service at least once a 

week (F: 90.9%, M: 88.1%). The second most visited place was a sports clubs with 65.8% of 

men visiting them at least once a week, for 36.5% of the women. A third of the respondents 

declared visiting or participating in neighbourhood/community activities (F: 27.3%, M: 

38.6%), and just above 10% reported visiting a youth centre (F: 11.6%, M: 11.8%). 

There were different trends across age groups, with adolescents visiting in higher proportions 

sports clubs (55.9% vs 38.5% for the 20-24 years) and youth centres (14.4% vs 7.9% for the 

20-24 years). 

Also, there were differences in the places visited according to the school attendance: young 

people currently at school reporting visiting a sports club at much higher rates (68.0%) than 

young people not at school (19.0%). Youth centres were also more frequently cited by young 

people at school (13.7%) than young people not at school (8.6%). However, young people 

Reads a 

newspaper at 

least once a 

week

Listens to 

the radio at 

least once a 

week

Watches 

television at 

least once a 

week

Access to 

internet: 

sometimes or 

often

N

Sex

Female 21.1% 57.7% 5.6% 1.0% 740

Male 26.7% 72.7% 6.7% 4.1% 466

Age

15-19 25.0% 61.6% 6.4% 1.5% 679

20-24 21.2% 66.5% 5.6% 3.2% 527

School attendance

Currently at school 34.5% 68.9% 7.7% 2.8% 632

Not at school 8.2% 56.7% 3.8% 1.5% 573

Province

Bururi 27.5% 67.1% 8.0% 2.9% 249

Cankuzo 28.8% 57.9% 2.9% 0.7% 85

Karusi 22.3% 61.5% 3.1% 1.4% 181

Makamba 25.2% 67.8% 3.7% 1.6% 177

Rutana 24.0% 67.4% 14.8% 4.1% 144

Ruyigi 17.3% 55.4% 4.4% 1.6% 153

Gitega 17.2% 61.9% 4.6% 2.3% 168

Mwaro 18.5% 65.4% 0.0% 2.5% 49
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currently not at school were more likely to visit a neighbourhood or community service 

(44.6%) compared to young people at school (22.5%). For both groups, the religious service 

was the most frequently cited and at similar rates. 

Married young people were less likely to frequent a youth centre (3.5%) or a sports club 

(8.4%), but more likely to take part in religious service (87.0%) and 

community/neighbourhood service (56.5%). Single young people and respondents in a 

relationship, but not living together with their partner were in larger proportions visiting youth 

centres and sports clubs, slightly less than neighbourhood/community services. 

 

Table 10 Places young people visit 

 

Visits a youth 

centre at least 

once a week

Visits a sports 

club at least 

once a week

Visits a religious 

service at least 

once a week

Visits a 

neighbourhood/ 

community service at 

least once a week 

N

Sex

Female 11.6% 36.5% 90.9% 27.3% 739

Male 11.8% 65.8% 88.1% 38.6% 465

Age

15-19 14.4% 55.9% 90.3% 26.0% 676

20-24 7.9% 38.5% 89.1% 39.7% 528

School attendance

Currently at school 13.7% 68.0% 90.2% 22.5% 626

Not at school 8.6% 19.0% 89.2% 44.6% 578

Marital status

Single 12.3% 55.6% 90.2% 25.9% 832

Married/living together 3.5% 8.4% 87.0% 56.5% 234

In relationship 16.7% 50.8% 91.3% 40.2% 126

Divorced/widowed 0.0% 0.0% 79.5% 28.9% 10

Province

Bururi 10.6% 55.2% 92.1% 29.3% 243

Cankuzo 3.3% 50.6% 82.9% 20.3% 80

Karusi 9.1% 42.1% 91.7% 35.0% 177

Makamba 16.5% 47.6% 87.8% 28.4% 171

Rutana 11.9% 48.7% 93.9% 25.3% 146

Ruyigi 13.9% 35.8% 85.0% 32.6% 148

Gitega 12.3% 52.1% 90.3% 48.8% 165

Mwaro 7.5% 54.2% 88.9% 45.6% 48
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4.2 Sexual Debut and Sexuality Education 

Of the young people in our sample, 32.3% of young women and 24.1% of young men 

reported having had sexual intercourse. The prevalence of young people responding they 

have already had sexual intercourse was higher amongst young adults (20-24 yrs), married 

young people and not at school young people. Indeed, more than half of the sample aged 

20-24 (50.9%) reported having had sex, while 12.2% of the 15-19 years old did so. While all 

married young people reported being sexually active, among single people, only 11.6% 

reported having had sex, while among young people reporting being in a relationship (but not 

living under the same roof), 45.9% did so. Finally, young people currently not at school 

reported at higher rates having already had sexual intercourse (51.6%) compared to those 

who are at school (12.4%). 

There are differences among the provinces in the percentage of young people reporting 

being sexually active, ranging from 19.8% in Mwaro to 40.0% in Cankuzo. The median age 

of sexual debut was 19.2 for girls and 18.9 for boys. There are no considerable differences 

across provinces in the median age reported for first sexual intercourse. 

65.4% of the young women in the sample reported feeling comfortable talking about 

sexuality, for 74.7% of the young men. Young adults (20-24) reports higher rates of comfort 

talking about sexuality (83.7%) compared to the adolescents (58.1%). No differences occur 

across provinces of intervention.  

In terms of sexuality education ever received, 50.9% of young women and 55.4% of the 

young men reported ever having received sexuality education. There were no differences 

between age groups. Differences across provinces range from 34.6% of young people 

reporting ever having received sexuality education in Mwaro and 64.7% in Makamba.  

A notable difference can be seen between the young people in the sample that is currently at 

school and those that are not at school, with 68.0% of the former who reported having 

received sexuality education for 31.8% of the latter. Also, there were differences across the 

marital status of young people: 30.3% of the married/living together group reported having 

ever received sexuality education; 56.8% of the single; and 57% of the young people in 

relationships. About a third of the respondents have reported receiving sexuality education in 

the last 12 months (F: 29.0%, M: 34.7%). 

 



 

 34 

Table 11 Sexual debut and Sexuality education 

 

 

Sexuality education by location 

The interventions of the NG project targeting the schools aims at increasing the number of 

young people receiving comprehensive sexuality education through school or youth 

organization over time according to country specific sexuality education curriculum. The Next 

Generation Programme has adopted the definition of comprehensive sexuality education of 

the International Planned Parenthood Federation (IPPF) that comprises seven themes: body 

and life cycle; sexuality and reproduction; sexual health (sexually transmitted infections 

including HIV); gender; human rights and violence; and diversity of relationships. In Burundi, 

primary school sexuality education is planned to be started in 2014. The secondary school 

curriculum started progressively in 2013. All except the diversity of relationships is being 

taught in secondary schools. This later theme is problematic due to the national law that 

criminalizes a person who has sexual relations with someone of the same sex. It is therefore 

not offered.  

Have 

already had 

sexual 

intercourse

Median age 

of sexual 

debut

I feel 

comfortable 

talking about 

sexuality

Sexuality 

education 

ever 

received

Sexuality 

education 

received, 

last 12m

N

Sex

Female 32.3% 19.2 65.4% 50.9% 29.0% 745

Male 24.1% 18.9 74.7% 55.4% 34.7% 469

Age

15-19 12.2% 17.2 58.1% 52.9% 36.7% 684

20-24 50.9% 22.1 83.7% 52.5% 24.2% 530

School attendance

Currently at school 12.4% 17.8 67.5% 68.0% 47.4% 633

Not at school 51.6% 20.3 71.6% 31.8% 9.3% 580

Marital status

Single 11.6% 18.1 65.5% 56.8% 35.9% 841

Married/living together 100.0% 22.2 79.2% 30.3% 12.9% 234

In relationship 45.9% 20.2 80.8% 57.0% 27.1% 127

Divorced/widowed 100.0% 23.2 63.9% 21.7% 0.0% 10

Province

Bururi 24.9% 19.2 63.6% 50.1% 28.0% 249

Cankuzo 40.0% 19.3 70.7% 58.6% 38.6% 86

Karusi 34.0% 19.3 69.1% 53.0% 31.5% 183

Makamba 24.1% 18.3 69.8% 64.7% 43.4% 179

Rutana 26.5% 19.5 66.7% 46.7% 29.1% 146

Ruyigi 36.6% 18.7 73.4% 50.4% 28.6% 154

Gitega 28.4% 19.3 80.9% 51.9% 24.0% 168

Mwaro 19.8% 18.3 59.3% 34.6% 23.5% 49
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Of the young people in the sample who have reported having received sexuality education in 

the last 12 months, 91.2% reported having received it in school. Two-thirds reported having 

received education on at least 5 topics out of the 7 specified in the standard curriculum, with 

a mean number of topics covered of 5. 

The other places where sexuality education was received were cited by less than 10% of the 

respondents: health centre (8.4%); youth centre (5.8%); hospital (5.2%); secondary post 

(3.3%); faith-based health centre (1.7%). The pharmacy/side kiosk was not cited as a place 

for sexuality education.  

Amongst the young people currently not at school who have reported receiving a sexuality 

education in the last 12 months, 60.2% had received it in a school in the last 12 months 

(hence, most probably before they finished or dropped out of school). The second place for 

young people not at school was the health centre (50%), the hospital (21.2%) and the youth 

centre (7.8%). 

 

Table 12 Sexuality education in the last 12 months, by location   

 

 

 

 

 

Hospital
Health 

centre

Faith-based 

health 

centre

Youth 

centre

Secondary 

post / health 

post

Pharmacy/ 

side kiosk
School N*

Place, where sexuality education

was received (last 12 months)
5.2% 8.4% 1.7% 5.8% 3.3% 0.0% 91.2% 354

Educated in 5 or more topics (max. 7) 73.0% 58.7% 100.0% 81.7% 94.7% 94.7% 61.5% 354

Mean number of topics covered (max.7) 5.1 4.5 6.8 5.4 5.7 5.7 5.0 354

Sex

Female 6.2% 13.8% 2.3% 6.3% 2.9% 0.0% 86.3% 198

Male 3.9% 1.8% 1.1% 5.2% 3.9% 0.0% 97.2% 156

Age

15-19 3.5% 5.3% 1.2% 6.8% 2.6% 0.0% 94.1% 239

20-24 8.5% 14.6% 2.9% 3.8% 4.7% 0.0% 85.4% 115

School attendance

Currently at school 2.9% 2.5% 2.0% 5.5% 2.9% 0.0% 95.6% 299

Not at school 21.2% 50.0% 0.0% 7.8% 6.5% 0.0% 60.2% 55

Province

Bururi 5.8% 7.3% 2.3% 3.7% 11.0% 0.0% 94.2% 64

Cankuzo 7.4% 5.6% 7.8% 7.4% 0.0% 0.0% 94.4% 31

Karusi 1.1% 13.0% 0.0% 1.1% 0.0% 0.0% 82.6% 55

Makamba 7.2% 8.0% 2.2% 7.9% 2.9% 0.0% 91.4% 70

Rutana 9.9% 8.5% 0.0% 1.4% 2.9% 0.0% 91.5% 42

Ruyigi 1.4% 8.5% 0.0% 16.9% 0.0% 0.0% 93.0% 37

Gitega 3.2% 4.8% 1.6% 4.8% 0.0% 0.0% 92.1% 43

Mwaro 0.0% 15.8% 0.0% 0.0% 0.0% 0.0% 89.5% 12

* N= young people who received sexuality education in the last 12 months
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Sexuality knowledge 

Knowledge of young respondents on sexuality was assessed through a set of seven 

statements that young people had to identify as being true or false. The statements were2: 

1. Condoms are an effective way to avoid pregnancy 

2. Women can get pregnant during their menstruation 

3. Birth control pills offer protection from STIs and HIV (false) 

4. A woman can get pregnant  the very first time that she has sexual intercourse 

5. The same condom can be used more than once (false) 

6. Infertility can be caused by STIs and complications related to an abortion 

7. I can get HIV by hugging, shaking hands, or sharing a home with an infected person 

(false) 

 

Nota Bene about fertility cycle of women 

The traditional method of “counting days” to track the fertility window in the menstrual cycle 

of women identifies the period around ovulation as the fertility window, in other words the 

period halfway between the periods. 

However, in a population of young women whose menstrual cycle may not yet be regular, the 

public health message should be that any period could be fertile, including during 

menstruation. Therefore, the statement “women can get pregnant during their menstruation” 

is a correct statement. For further information on this, see (Wilcox, Dunson, and Baird 2000) 

 

A composite indicator was constructed looking at the number of respondents who could 

identify 6 of the 7 statements correctly. The low score for the composite index indicates that 

knowledge is not consistent throughout the topics, as only 28.4% of the female respondents 

know 6 of 7 correct answers, for 46.1% of the male respondents. Correct answers were 

higher in the 20-24 year-old group (45.3%), compared to the 15-19 group (28.1%). 

Differences across the marital status were not notable, with a slightly higher score amongst 

respondents being in a relationship, but not living together (42.5%), compared to married 

respondents (35.4%) and single respondents (34.7%). 

Education seems to be linked to better knowledge, with higher proportions of respondents 

with 6 correct answers amongst people with secondary education level (46.0%) compared to 

no education (23.8%). There was no notable difference between the intervention and control 

area. 

 

Specific knowledge on fertility and menstrual cycle 

The low scores on the composite indicator are largely explained by low scores on knowledge 

on fertility and menstrual cycle. Indeed, a particularly low score is observed on the fertility 

and menstrual cycle of women, with only 41.7% of the young women knowing that they can 

                                                
2   Some of these statements were taken from the DHS 2005 and Cleland J, Ingham R, Stone N (2001)., WB. 
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get pregnant during their menstruation and 57.2% of the young men. Just above half of the 

sample reported correctly that a woman can get pregnant on the very first time that she has 

sexual intercourse (57.3% for young women and 55.7% for young men). 63.2% of the young 

women and 79.1% of the young men reported correctly that condoms are an effective way to 

avoid pregnancy. Last, infertility was correctly identified as potentially being caused by STIs 

and complications related to an abortion by 62.5% of the female respondents and 66.3% of 

the male respondents.  

 

Specific knowledge on HIV and STIs  

The statement about birth control pills offering protection from STIs and HIV, which was a 

false statement, received correct answers by only half of the sample (48.4% female and 

60.4% male). 62.3% of the female respondents and 85.4% of the male respondents identified 

correctly that the same condom can-not be used more than once. High levels of correct 

responses were found for the statement about HIV transmission – “I can get HIV by hugging, 

shaking hands, or sharing a home with an infected person” – with 91.0% of the female and 

94.7% of the male respondents declaring it a false statement. Education seems to play a role 

in the knowledge about HIV and STIs, as the disaggregated percentages for the statement 

on birth control pills offering protection from STIs and HIV (36.2% correct answers for young 

people with no education; 43.1% for those with some primary education; and 66.6% with 

some secondary education) shows. Utilisation of condoms correctly (not more than once) 

also seems to be linked to education; (58.5% of the young people with no education 

responded correctly, as did 65.5% of those with some primary education, and 80.3% of those 

with some secondary education). 
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Table 13 Sexuality knowledge  

 

2.8 a. 

Condoms are 

an effective 

way to avoid a 

pregnancy

2.8b. Women 

can get 

pregnant 

during their 

menstruation

2.8c. Birth 

control pills 

offer protection 

from STIs and 

HIV (FALSE)

2.8d. A woman 

can get 

pregnant on the 

very first time 

that she has 

sexual 

intercourse

2.8e. The 

same condom 

can be used 

more than 

once (FALSE)

2.8f. Infertility 

can be caused 

by STIs and 

complications 

related to an 

abortion.

2.8g. I can get HIV 

by hugging, 

shaking hands, 

or sharing a 

home with an 

infected person 

(FALSE)

Knows 6 of 

7 correct 

answers

N

Sex

Female 63.2% 41.7% 48.4% 57.3% 62.3% 62.5% 91.0% 28.4% 742

Male 79.1% 57.2% 60.4% 55.7% 85.4% 66.3% 94.7% 46.1% 468

Age

15-19 66.6% 47.8% 42.4% 46.7% 66.4% 57.6% 90.3% 28.1% 683

20-24 73.6% 48.2% 67.4% 69.8% 78.5% 72.4% 95.4% 45.3% 527

Marital status

Single 66.7% 48.3% 50.7% 53.5% 69.8% 63.9% 92.1% 34.7% 838

Married/living together 77.9% 49.5% 58.2% 65.6% 71.3% 62.2% 92.0% 35.4% 233

In relationship 78.1% 44.9% 65.1% 66.2% 84.3% 66.5% 95.5% 42.5% 127

Divorced / widowed 85.5% 21.7% 27.7% 57.8% 71.1% 78.3% 100.0% 28.9% 10

Education

None 73.9% 51.5% 36.2% 56.0% 58.5% 51.2% 90.7% 23.8% 148

Primary 67.5% 47.4% 43.1% 49.3% 65.5% 59.0% 88.3% 27.5% 599

Secondary 71.0% 48.8% 66.6% 63.4% 80.3% 71.5% 97.1% 46.0% 459

Tertiary 61.1% 0.0% 100.0% 100.0% 100.0% 100.0% 100.0% 64.7% 4

Intervention 

Intervention area 69.8% 47.2% 53.5% 56.9% 71.6% 64.3% 92.0% 35.9% 993

Control 68.8% 52.8% 51.8% 55.7% 71.4% 62.3% 95.6% 33.8% 217

Province

Bururi 63.6% 45.7% 53.9% 57.6% 62.9% 64.4% 88.7% 33.3% 249

Cankuzo 76.4% 55.4% 53.6% 51.4% 74.3% 60.4% 86.3% 31.4% 85

Karusi 70.3% 52.7% 61.3% 54.1% 80.8% 67.1% 96.9% 34.3% 182

Makamba 71.2% 48.1% 52.7% 60.2% 74.7% 65.6% 88.9% 45.9% 179

Rutana 67.5% 40.1% 45.5% 59.8% 64.9% 61.9% 94.8% 32.3% 145

Ruyigi 77.8% 45.1% 52.4% 54.4% 79.5% 63.7% 97.2% 35.9% 153

Gitega 71.0% 53.1% 52.9% 56.9% 72.1% 61.3% 96.6% 34.8% 168

Mwaro 61.7% 51.9% 48.1% 51.9% 69.1% 65.4% 92.6% 30.9% 49
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Beliefs around pregnancy of unmarried women 

Better understanding perceptions of pregnancy of unmarried women in the community could 

help understand the health-seeking behaviour of unmarried pregnant women, that is, if and 

how unmarried pregnant women access maternal health services and family planning, and 

are ultimately received by their social networks. Respondents were asked a series of 7 

questions related to community and individual perception of pregnancy outside of marriage 

and rated their agreement on a scale of 1 (complete agreement) to 5 (complete 

disagreement). The percentages presented in Table 14 cumulate answers 1 and 2: complete 

and partial agreement. 

• Respondents were most likely to agree that women who get pregnant outside of marriage 

are considered ‘loose’ and lose respect in the community (F: 83.8%, M: 82.5%) and that if 

a girl gets pregnant, it is her own fault if she is shunned (F: 59.9%, M: 61.6%). 

• A high proportion of respondents, agreed that getting a girl pregnant outside of marriage 

is embarrassing for the boy/man’s family (F: 85.2%, M: 85.7%), yet more than half of the 

respondents agree that men who have children outside of marriage should support them 

in the same way as children born within marriage (F: 51.9%, M: 61.0%). Less than a third 

agreed that if a woman in their family gets pregnant outside of marriage, they would want 

the pregnancy to remain a secret (F: 30.2%, M: 23.9%).   

• 14.9% of female respondents and 21.4% of male respondents agree that unmarried 

women who are poor and have sex in exchange for food deserve the same respect as 

anyone else.  

No strong variations were seen between female and male respondents, across age groups, 

across education level or between the intervention and control group. 
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Table 14 Beliefs of young people around pregnancy of unmarried women 

Women who get 

pregnant without being 

married are considered 

as "femme libre" (loose 

woman) and lose respect 

in this community.

If a woman in my family 

gets pregnant without 

being married I would 

want her pregnancy to 

remain a secret.

Getting a girl pregnant 

outside marriage is 

embarrassing for the 

boy/man's family

Married women should 

not disclose if they get 

raped -- especially when 

they have children or if 

the husband/partner is 

still alive

If an unmarried girl gets 

pregnant it's her own fault 

if she is shunned.

Unmarried women who 

are poor and have sex in 

exchange of food deserve 

the same respect as 

anyone else.

Men who have children 

outside of marriage 

should support them  in  

the same way as children 

born within marriage.

N

Sex

Female 83.8% 30.2% 85.2% 33.4% 59.9% 14.9% 51.9% 728

Male 82.5% 23.9% 85.7% 33.5% 61.6% 21.4% 61.0% 464

Age

15-19 84.9% 27.6% 86.0% 34.2% 62.4% 15.8% 54.8% 668

20-24 81.3% 27.7% 84.7% 32.6% 58.3% 19.7% 56.7% 524

Marital status

Single 83.2% 27.8% 85.5% 33.5% 62.0% 16.5% 57.3% 825

Married/living together 88.8% 28.8% 88.0% 33.7% 67.1% 21.7% 43.6% 230

In relationship 75.4% 25.2% 81.6% 32.1% 41.1% 17.6% 62.5% 125

Divorced/widowed 92.8% 28.9% 78.3% 42.2% 78.3% 27.7% 14.5% 10

Education

Incomplete primary 88.9% 31.3% 79.6% 37.7% 65.6% 26.2% 50.4% 147

Primary 86.8% 29.4% 86.1% 36.9% 62.3% 18.4% 48.2% 583

Secondary 78.3% 24.6% 85.9% 29.8% 57.9% 14.6% 64.5% 458

Tertiary 94.4% 44.4% 100.0% 0.0% 50.0% 17.6% 38.9% 4

Intervention 

Intervention area 83.0% 28.5% 84.5% 33.0% 60.4% 17.0% 56.3% 980

Control 85.3% 22.4% 91.4% 35.9% 61.9% 20.3% 51.5% 212

Province

Bururi 81.1% 31.3% 85.0% 35.1% 61.4% 16.4% 59.5% 247

Cankuzo 88.9% 22.3% 82.6% 31.6% 64.3% 25.5% 47.1% 86

Karusi 78.8% 22.5% 85.2% 29.4% 59.9% 20.1% 62.0% 179

Makamba 82.2% 29.2% 81.3% 28.1% 57.5% 16.9% 61.1% 176

Rutana 86.7% 31.1% 91.7% 37.6% 57.8% 15.1% 48.5% 140

Ruyigi 85.7% 30.3% 80.6% 36.2% 63.4% 12.1% 49.7% 152

Gitega 81.2% 29.8% 65.4% 44.4% 84.6% 12.0% 64.4% 168

Mwaro 81.2% 29.8% 65.4% 44.4% 84.6% 12.0% 64.4% 168
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4.3 SRH Service Utilisation 

Utilisation and barriers of access to SRH services 

Young people often face significant barriers to accessing SRH services and these barriers 

can be different from those experienced by older women and men of reproductive age. 

Access to services for young people can also greatly depend on the support they perceive 

from their social networks such as parents and other adults in the community to access 

services. Respondents were asked about their utilization of SRH services and whether or not 

adults in their lives were supportive of young people accessing these services. 

In our sample of young people, only 23.8% of the female respondents reported ever having 

used any SRH services, for 12.0% of the male respondents. Most of the respondents who 

reported using SRH services belonged to the 20-24 years old group (33.3% vs. 8.1% for the 

15-19 group). The majority had utilized such services in the last 12 months. It is mostly the 

group of people being married/living together that reported utilizing SRH services (74.2%), 

compared to the young people in a relationship but not living together (23.0%) or single 

(6.7%). Similarly, it is the group of young people currently not at school who have responded 

in larger proportions that they have already used any SRH services (35.9%, vs 6.6% for the 

currently in school). There were no major differences across provinces. 

Less than a third of the young respondents thought their parents/guardians would not be 

supportive of them utilizing SRH services (F: 29.3%, M: 26.3%), and around a third thought 

the general population would not be supportive (F: 29.9%, M. 34.7%). Amongst married 

young people, none (0%) though they would not get support from their parents or guardians, 

and 22.4% thought others in the community are not supportive to young people using SRH 

services.
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Table 15 Utilisation and barriers of access to SRH services 

 

Never used 

any SRH 

services

Ever used 

any SRH 

services

Utilisation of 

any SRH 

services in 

the last 12m

Parents/ 

guardians who 

are not 

supportive of 

young people 

accessing SRH 

services 

Others who 

are not 

supportive of 

young people 

accessing SRH 

services

N

Sex

Female 76.2% 23.8% 20.2% 29.3% 29.9% 745

Male 88.0% 12.0% 10.1% 26.3% 34.7% 469

Age

15-19 91.9% 8.1% 7.1% 28.0% 35.3% 684

20-24 66.7% 33.3% 28.0% 27.9% 27.6% 530

Marital status

Single 93.3% 6.7% 5.8% 28.0% 33.8% 841

Married/living together 25.8% 74.2% 63.0% 0.0% 22.4% 234

In relationship 77.0% 23.0% 20.2% 29.0% 32.2% 127

Divorced/widowed 7.2% 92.8% 56.6% 9.2% 25.4% 10

School attendance

Currently at school 93.4% 6.6% 5.9% 26.7% 33.0% 633

Not at school 64.1% 35.9% 30.1% 30.5% 30.1% 580

Province

Bururi 83.7% 16.3% 13.7% 27.8% 36.7% 249

Cankuzo 75.7% 24.3% 20.7% 26.1% 28.0% 86

Karusi 73.7% 26.3% 24.6% 29.2% 22.7% 183

Makamba 84.0% 16.0% 13.6% 30.1% 39.0% 179

Rutana 81.9% 18.1% 16.0% 30.5% 35.6% 146

Ruyigi 77.0% 23.0% 16.5% 27.9% 33.3% 154

Gitega 85.1% 14.9% 12.6% 23.4% 21.7% 168

Mwaro 87.7% 12.3% 11.1% 23.0% 25.0% 49
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Young respondents were asked which services they have used in the last 12 months based 

on the list of services in the SRH package. Of the young people who reported utilizing SRH 

services in the last 12 months (F: 20.2%, M: 10.1%), the main services utilised were HIV 

testing and counselling (F: 15.7%, M: 6.9%), followed by Information and counselling on FP 

(F: 13.8%, M: 6.0%); and information and counselling on HIV prevention, including condom 

use (F: 12.7%, M: 6.5%). 

The three most utilized services for married respondents were HIV testing and counselling 

(50.5%), information and counselling on FP (44.6%), and HIV prevention (38.8%). For 

respondents “in relationship”, they were HIV testing and counselling (17.2%), HIV prevention 

(10.9%), and information and counselling on FP (10.8%). Amongst the single respondents, 

the most utilized services were HIV prevention (4.3%), FP (3.7%), and HIV testing and 

counselling (3.5%). 

The proportion of young people currently not at school using SRH services in the last 12 

months (30.1%) was higher compared to the young people currently at school (5.9%). The 

main services used by young people not at school were HIV VCT (23.9%); counselling on FP 

(21.2%) and HIV prevention (18.2%). 

 

Table 16 Type of SRH services used in the last 12 months 

 

 

Of the respondents who reported utilizing SRH services in the last 12 months, the majority 

did so in health centres (62.8%) and 19.4% in a hospital. Utilisation of other type of services 

(youth centres, poste secondaire, pharmacy/kiosk, faith-based centres, etc.) was below 6%.  

 

female male 15-19 20-24 single married
in 

relationship
other

currently at 

school

not at 

school

Utilisation of any SRH services in the last 12m 20.2% 10.1% 7.1% 28.0% 5.8% 63.0% 20.2% 56.6% 5.9% 30.1%

Information and counselling on HIV prevention, 

including condom use 
12.7% 6.5% 5.8% 16.0% 4.3% 38.8% 10.9% 20.5% 4.4% 18.2%

HIV testing and counselling services 15.7% 6.9% 5.4% 20.9% 3.5% 50.5% 17.2% 42.2% 3.5% 23.9%

Care and support for young people living with 

HIV/AIDS.
3.9% 4.3% 1.7% 7.0% 1.8% 13.4% 6.8% 0.0% 2.5% 6.2%

Information and counselling on Family Planning 13.8% 6.0% 4.1% 19.1% 3.7% 44.6% 10.8% 27.7% 2.9% 21.2%

Care and support for physical or sexual violence 2.5% 1.8% 1.2% 3.6% 0.9% 8.8% 2.6% 0.0% 1.2% 3.6%

STI/RTI diagnosis and treatment 6.1% 2.8% 1.0% 9.7% 1.1% 19.8% 9.4% 6.0% 1.2% 9.7%

Province

Bururi 15.8% 10.6% 6.6% 22.7% 8.2% 59.5% 14.3% 75.0% 10.0% 24.5%

Cankuzo 28.4% 7.7% 7.6% 37.7% 4.3% 67.6% 0.0% 0.0% 0.0% 40.3%

Karusi 31.3% 13.6% 10.2% 41.4% 9.1% 76.7% 35.7% 66.7% 4.3% 38.0%

Makamba 16.7% 9.1% 6.9% 24.6% 5.3% 66.7% 18.2% 18.2% 5.1% 37.2%

Rutana 18.0% 13.6% 5.8% 25.6% 4.2% 64.3% 26.3% 26.3% 7.4% 26.1%

Ruyigi 24.0% 5.1% 7.8% 31.2% 2.6% 51.2% 21.1% 33.3% 2.1% 25.8%

Gitega 13.4% 11.4% 6.5% 19.5% 3.9% 56.2% 14.6% 100.0% 2.3% 23.1%

Mwaro 17.4% 2.9% 3.5% 29.2% 1.6% 57.1% 0.0% 0.0% 2.1% 24.2%

N 745 469 684 530 841 234 127 10 633 580

Sex Age Marital status School attendance
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Table 17 SRH service utilisation by type of provider 

 

4.4 Adolescent Pregnancy Rate 

In our sample of young people aged 15-24, 20.9% of the female respondents had a child and 

7.1% were currently pregnant. The mean number of children in the female respondents was 

1.4. Fewer men had children already (5.0%) and with a mean number of 1.4. 

Respondents with children were mainly found in the 20-24 years old group (30.5% vs 2.3% in 

the 15-19 group). The majority of married/living together respondents had children already 

(71.6%) and about one-third was currently pregnant (31.8%). 16.9% of the respondents in a 

relationship, but not living together reported having children.  

The prevalence of young people that already have children is higher in those that are 

currently not in schools (32.3%) compared to those currently at school (1.5%). 

Amongst the adolescent girls (15-19), 6.1% reported having had a pregnancy in the last 12 

months, thus showing an adolescent pregnancy rate of 61 per 1000. The highest prevalence 

was found amongst the group of married/living together adolescents (73.9%), amongst the 

young women currently not at school (18.5%), and higher percentages were found in Ruyigi 

(16.5%) and Cankuzo (14.3%).  

Respondents who already have children or who are currently pregnant were asked if their 

last pregnancy was planned. Just above half of the female respondents said the current or 

last pregnancy was planned. Highest proportions of young people responding that the last 

pregnancy was unplanned was amongst single or young people in a relationship, but not 

living together (respectively 91.5% and 87.6%), and amongst young people currently at 

school (79%). There were also notable differences across provinces in the proportions of 

unplanned pregnancies reported. 

 

 

Hospital
Health 

centre

Faith 

based 

health 

centre

Youth 

centre

Poste 

secondaire

Pharmacy/ 

side kiosk
School 

Youth 

Organisa-

tion

Community 

(e.g. CHW)

Places of utilisation of any SRH services in the

last 12m
19.4% 62.8% 2.4% 1.5% 2.7% 0.3% 5.4% 2.7% 5.7%

Information and counselling on HIV prevention, 

including condom use 
19.5% 55.0% 1.0% 1.4% 3.4% 0.0% 7.5% 4.3% 4.3%

HIV testing and counselling services 19.9% 62.6% 2.0% 0.8% 3.2% 0.0% 6.0% 2.0% 2.4%

Care and support for young people living with HIV/AIDS 20.8% 54.4% 0.0% 1.2% 1.2% 0.0% 9.6% 3.7% 4.7%

Information and counselling on Family Planning 18.2% 65.3% 0.9% 1.9% 1.9% 0.0% 0.0% 0.4% 5.0%

Care and support for physical or sexual violence 17.7% 56.1% 0.0% 0.0% 2.2% 2.2% 11.1% 0.0% 10.7%

STI/RTI diagnosis and treatment 26.4% 59.2% 3.1% 0.0% 2.1% 0.0% 0.0% 3.1% 2.1%

N 43 149 4 4 6 1 10 5 15
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Table 18 Number of children, currenty pregnancy and adolescent pregnancy rate 

 

4.5 Family Planning  

4.5.1 Family Planning Knowledge  

Knowledge of contraceptive methods 

Amongst female respondents in the sample, 97.1% of the sexually active unmarried women 

reported knowing any method of contraception (and 96.4% know any modern method); 

96.0% of the currently married women knew any method (93.2% any modern method); and 

85.2% of the young women who never had sexual intercourse (79.2% any modern method). 

Having 

children

Currently 

pregnant (self 

or partner)

Nr. of 

children
N

Pregnancy 

last 12 month, 

adolescent 

girls (N=407)

Last pregnancy 

unplanned 

(N=266)*

Sex

Female 20.9% 7.1% 1.4 745 6.1% 45.2%

Male 5.0% 2.9% 1.4 469 39.7%

Age

15-19 2.3% 2.6% 1.0 684 6.1% 46.3%

20-24 30.5% 9.4% 1.5 530 44.0%

School attendance

Currently at school 1.5% 0.0% 1.0 633 0.0% 79.0%

Not at school 32.3% 12.9% 1.5 580 18.5% 42.6%

Marital status

Single 2.1% 0.5% 1.0 841 1.3% 91.5%

Married/living together 71.6% 31.8% 1.5 234 73.9% 32.1%

In relationship 16.9% 1.9% 1.2 127 4.0% 87.6%

Divorced/widowed 85.5% 14.5% 1.2 10 0.0% 43.4%

Intervention

Intervention area 15.0% 5.7% 1.4 997 6.6% 46.4%

Control 12.0% 4.3% 1.3 217 2.8% 28.6%

Province

Bururi 10.8% 2.2% 1.5 249 3.3% 55.9%

Cankuzo 23.6% 7.4% 1.4 86 14.3% 50.0%

Karusi 19.8% 6.7% 1.4 183 9.6% 49.3%

Makamba 11.1% 3.3% 1.7 179 0.8% 47.5%

Rutana 12.4% 7.8% 1.6 146 2.9% 28.2%

Ruyigi 20.1% 11.8% 1.3 154 16.5% 42.7%

Gitega 11.1% 4.0% 1.3 168 1.3% 37.1%

Mwaro 14.8% 5.1% 1.2 49 6.9% 7.1%

* N= Young people currently pregnant or having children
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The knowledge amongst young men was also high: 90.0% for those who never had sex; 

100.0% for the currently married; and 99.3% for the sexually active, unmarried men. 

Respondents were asked to name a method of contraception spontaneously (not prompted).  

The most known modern methods across all groups were injections (83.3% of the married 

women); pills (86.3% of the married men, 81.3% of the sexually active unmarried women); 

male condoms (90.7% of the sexually active unmarried men) and implants (79.7% of the 

currently married women).  

Total abstinence was the main traditional method mentioned by young people, be they 

sexually active or not, married or not (between 20.4% and 35.7%). 

In general, married women and sexually active unmarried women had a mean number of 

methods known ranging from 2.9 to 4.5 across provinces, while women who never had 

sexual intercourse had a mean ranging from 2.5 to 3.5. Similarly, married men and sexually 

active unmarried men had a higher mean number (ranging from 2.7 to 6.0) compared to men 

who never had sex (2.6 to 3.9). 

 

Table 19 Knowledge of contraceptive methods 

 

Never had 

sexual 

intercourse

Currently 

married

Sexually 

active 

unmarried 

women

Never had 

sexual 

intercourse

Currently 

married

Sexually 

active 

unmarried 

men

Any contraceptive method 85.2% 96.0% 97.1% 90.0% 100.0% 99.3%

Any modern method 79.2% 93.2% 96.4% 87.4% 100.0% 98.0%

Female sterilisation (tubectomy) 3.7% 4.8% 5.0% 3.0% 4.1% 8.1%

Male sterilisation (vasectomy) 2.4% 3.6% 5.7% 1.6% 4.1% 6.8%

IUD – intrauterine device 35.5% 65.0% 57.5% 44.3% 60.3% 49.1%

Injection 57.9% 83.3% 74.2% 46.5% 69.2% 46.7%

Implants 44.5% 79.7% 58.7% 41.1% 69.4% 39.9%

Pill 62.5% 80.4% 81.3% 59.5% 86.3% 73.0%

Male condom 54.0% 63.8% 67.5% 73.2% 87.7% 90.7%

Female condom 20.2% 30.0% 24.3% 33.9% 42.9% 55.3%

Diaphragm 2.4% 3.2% 7.9% 1.0% 2.1% 0.0%

Emergency contraception 2.1% 0.8% 2.1% 0.8% 4.1% 0.0%

Any traditional method

Lactational amenorrhea method 1.7% 2.0% 0.7% 0.5% 4.1% 4.1%

Rhythm method / periodic abstinence  3.5% 4.7% 6.4% 6.0% 7.5% 6.1%

Withdrawal (coitus interruptus) 2.4% 3.2% 2.1% 1.9% 12.8% 8.1%

Traditional methods total abstinence 24.4% 20.4% 24.5% 27.8% 28.2% 35.7%

Mean number of methods known 2.9 4.1 3.8 3.0 4.3 3.7

N 464 206 73 365 28 76

Province, mean number of methods known

Bururi 2.6 4.0 3.9 2.7 2.9 4.1

Cankuzo 2.5 3.3 4.2 2.8 4.9 4.6

Karusi 3.5 4.5 4.5 3.6 3.9 4.5

Makamba 2.5 3.8 3.4 2.9 6.0 3.4

Rutana 2.9 4.3 3.0 3.1 5.2 3.3

Ruyigi 3.2 4.3 4.2 3.6 5.3 2.7

Gitega 3.0 4.7 2.9 2.6 3.3 3.3

Mwaro 2.6 4.8 4.0 3.9 5.0 5.0

Women Men
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Exposure to FP information and services 

Half of the adolescents (15-19) in the survey reported receiving information about family 

planning and contraception through school (50.3%). The next sources of information were 

peer educators (female educators: 14.2%, male educators: 11.6%), health centres (12.8%) 

and community health workers (12.5%). Amongst the young adults (20-24), the sources of 

information were schools (40.2%), followed by health centres (33.9%), community health 

workers (22.6%) and peer educators (female: 20.8%, male: 12.8%).  

Trends differed across sex, marital status and sexual debut.  

• Currently married women received information about family planning and contraception 

mainly through health centres (70.6%), hospitals (30.0%), and community health workers 

(28.5%). The main sources of information for married men are the same (respectively 

54.9%, 27.7% and 31.1%).  

• Amongst the sexually active unmarried young people, the main sources of information 

about FP and contraception for women were health centres (38.5%), school (34.8%) and 

female peer educators (32.7%). For men, the main sources were schools (51.6%), male 

peer educators (20.3%) and health centres (18.3%) 

• Amongst the young people who never had sexual intercourse, the main source of 

information is the school (F: 53.2%, M: 55.3%), the peer educator of same sex (F: 21.8%, 

M: 24.1%), and the community health worker (F: 12.4%, M: 14.0%). 

More than half of the respondents declared being exposed to FP messages through mass 

media (adolescents: 54.4%, young adults: 59.4%), and less than a quarter are exposed 

through printed information (brochures, leaflets, books). In general, men reported in higher 

proportions being exposed to mass media and printed information, compared to women. 

 

Table 20 Exposure to FP information and services, by type of provider 

 

15-19 20-14

never had 

sexual 

intercourse

currently 

married

sexually 

active 

unmarried

never had 

sexual 

intercourse

currently 

married

sexually 

active 

unmarried

Hospital 5.8% 17.0% 3.9% 30.0% 25.0% 5.9% 27.7% 16.7%

Health centre 12.8% 33.9% 10.5% 70.6% 38.5% 12.0% 54.9% 18.3%

Secondary post (post secondaire)/

side kiosk
3.3% 6.1% 2.1% 6.2% 7.0% 5.8% 8.6% 5.7%

Faith based health centre 5.0% 8.1% 7.0% 7.3% 5.6% 4.4% 4.1% 11.2%

School 50.3% 40.2% 53.2% 8.9% 34.8% 55.3% 11.6% 51.6%

Youth centre 4.3% 3.6% 4.0% 2.4% 7.9% 3.9% 0.0% 4.1%

Community health worker 12.5% 22.6% 12.4% 28.5% 28.5% 14.0% 31.1% 17.7%

Traditional medicine practitioner 1.3% 0.8% 0.7% 0.4% 2.1% 1.5% 0.0% 2.0%

Male peer educator 11.6% 12.8% 4.3% 2.7% 10.4% 24.1% 20.5% 20.3%

Female peer educator 14.2% 20.8% 21.8% 18.4% 32.7% 8.8% 9.2% 10.7%

Youth organisation 5.6% 4.1% 3.3% 1.1% 9.3% 8.4% 0.0% 4.1%

Exposure to FP messages

Mass media (radio, tv, newspaper) 54.4% 59.4% 54.7% 44.3% 46.8% 64.7% 57.6% 63.3%

Printed information (brochures,

leaflets, books)
15.0% 21.8% 15.1% 7.8% 11.3% 23.0% 20.5% 35.5%

N (all young people, 100%) 684 530 464 206 73 365 28 76

Age Women Men



 

 48 

Preferred method of family planning 

Young people interviewed were asked about their preferences in family planning methods, 

based on the list of the main existing and available methods. The most preferred method 

across age groups and sex was abstinence: adolescents (F: 70.3%;M: 61.6%) and young 

adults (F: 47.1%;M: 56.9%). 

The other methods listed in preference were condoms for the men (about a fifth across all 

ages), and injection and implants for the 20-24 years old. For adolescent women, the other 

preferences were male condom (6.0%) and injection (7.9%); and for women aged 20-24 the 

other preferences were injections (14.2%) and implants (12.9%). 

 

Table 21 Preferred method of family planning 

 

4.5.2 Contraceptive Use  

Uptake of modern contraceptives 

An increase in uptake of modern contraceptive from sexually active young people is 

expected as an outcome of this project, as a result of an increased knowledge about family 

planning, as well as in access to SRH services. Young men interviewed were invited to 

respond according to the contraception methods used by themselves (condoms) or by their 

partner (any other method). 

15-19 20-24 15-19 20-24

No method 2.8% 4.4% 3.4% 1.1%

Female sterilisation 0.1% 0.2% 0.2% 0.0%

Male sterilisation 0.0% 0.0% 0.0% 0.0%

IUD 0.7% 1.7% 2.0% 1.1%

Injection 7.9% 14.2% 2.5% 5.8%

Implants 4.4% 12.9% 2.6% 4.5%

Pill 3.7% 4.7% 1.0% 3.7%

Male condom 6.0% 6.5% 25.4% 22.8%

Female condom 1.6% 1.5% 0.0% 2.5%

Diaphragm 0.3% 0.0% 0.0% 0.0%

Emergency contraceptive 0.3% 0.3% 0.2% 0.0%

Lactational amenorrhoea 0.0% 0.7% 0.0% 0.0%

Rythm method / periodic abstinence 1.6% 3.0% 0.9% 1.4%

Withdrawal 0.1% 2.5% 0.2% 0.0%

Total abstinence 70.3% 47.1% 61.6% 56.9%

Traditional method 0.0% 0.4% 0.0% 0.3%

Other 0.0% 0.0% 0.0% 0.0%

Women Men
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In the last 12 months, 16.8% of the sexually active young women and 12.3% of the sexually 

active young men reported uptaking a modern contraceptive method. There was no 

difference across age groups in the proportion of new adherents. The proportions of new 

adherents to modern contraceptives was similar between younge people currently at school 

and those not at school. There were some differences across provinces ranging from 29.0% 

new adherents in Karusi, 21.2% in Cankuzo and 18.7% in Makamba, 10.9% in Rutana, 9.2% 

in Ruyigi and 9.0% in Bururi. 

Uptake of modern contraceptive was mainly reported for short-acting methods. Excluding 

condoms from the definition of short-acting method, the highest proportion of new adherents 

was found in the group of married/living together young people (11.7%). In fact, new 

adherents in the single and young people in a relationship adhered mainly to condom use 

(respectively 11.3% and 10.0%). 

 

Table 22 Uptake of modern contraceptives, last 12 months 

 

 

ALL
permanent 

methods

long-

lasting 

methods

short-

acting 

methods

short-acting 

without 

condoms

condoms

N (sexually 

active young 

people)

Sex

Female 16.8% 0.0% 4.7% 12.1% 8.4% 3.7% 274

Male 12.3% 0.0% 1.1% 11.2% 2.7% 8.5% 98

Age

15-19 16.2% 0.0% 3.8% 12.4% 2.3% 10.2% 80

20-24 15.1% 0.0% 3.4% 11.6% 7.9% 3.7% 292

School attendance

Currently at school 15.0% 0.0% 3.1% 11.9% 0.6% 11.3% 79

Not at school 16.7% 0.0% 4.4% 12.3% 11.7% 0.6% 230

Marital status

Single 15.0% 0.0% 3.1% 11.9% 0.6% 11.3% 79

Married/living together 16.7% 0.0% 4.4% 12.3% 11.7% 0.6% 230

In relationship 13.1% 0.0% 1.0% 12.0% 2.0% 10.0% 52

Divorced/widowed 7.2% 0.0% 7.2% 0.0% 0.0% 0.0% 10

Province

Bururi 9.0% 0.0% 3.3% 5.7% 4.1% 1.6% 67

Cankuzo 21.2% 0.0% 7.7% 13.5% 9.6% 3.8% 35

Karusi 29.0% 0.0% 9.7% 19.3% 16.1% 3.2% 63

Makamba 18.7% 0.0% 0.0% 18.7% 4.0% 14.7% 49

Rutana 10.9% 0.0% 4.7% 6.3% 4.7% 1.6% 39

Ruyigi 9.2% 0.0% 0.0% 9.2% 4.6% 4.6% 61

Gitega 15.1% 0.0% 0.0% 15.1% 4.1% 11.0% 47

Mwaro 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 11

Uptake as % of all sexually active young people
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Current users of FP methods 

Current users regroup new adherents and people who were already using a modern 

contraceptive at the time of the survey. In our sample, 38% of the women reported being 

current users of modern contraceptives, and 41,7% of the men. The main method used by 

women currently married/living together was injection (14.0%), followed by implants (6.5%) 

and male condoms (3.9%).  

Amongst men married/living together, the most used method (by their partner) reported was 

injection (12.3%), followed by implants (8.2%) and male condom (8.2%).  

Amongst the sexually active unmarried women and men, the same preferred method was 

reported, but at very low rates: male condoms (F: 11,8%, M: 11.7%). The next preferred 

method cited by young women was the implant (5.0%) and withdrawal (2.6%).  

 

Table 23 Use of family planning methods, per type of method and relationship status 

 

 

Reasons for not using contraceptives 

Sexually active young people who reported not using any contraceptive methods were asked 

their reason not to be using it. Multiple responses could be given. Close to a third of the 

sexually active women aged 20-24 responded that it was because they wanted more children 

(F: 28.6%, for 11.5% amongst men 20-24). 14.2% of the women aged 20-24 replied that they 

are worried about the side-effects, 12.0% because it is against their religious beliefs and 

11.1% because they partner disapproves. The reason “I did not know about contraceptives” 

was mainly found amongst men who reported not using any contraceptive methods 

(adolescents: 18.8%, young men 20-24: 7.9%). Overall, 15.3% of all young people 

15-19 20-24 all

currently 

married/live 

together

sexually 

active 

unmarried 

women

all

currently 

married/live 

together

sexually 

active 

unmarried 

men

Any method 25.8% 43.3% 38.0% 42.4% 30.2% 41.7% 47.5% 39.8%

Any modern method 16.2% 20.0% 21.3% 24.3% 16.1% 14.5% 22.6% 11.7%

Female sterilisation (tubectomy) 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Male sterilisation (vasectomy) 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

IUD – intrauterine device 0.0% 0.5% 0.5% 0.8% 0.0% 0.0% 0.0% 0.0%

Injection 1.5% 9.5% 9.7% 14.0% 2.2% 3.3% 12.3% 0.0%

Implants 3.8% 5.1% 6.0% 6.5% 5.0% 2.2% 8.2% 0.0%

Pill 0.0% 1.3% 1.4% 2.2% 0.0% 0.0% 0.0% 0.0%

Male condom 10.9% 7.1% 6.7% 3.9% 11.8% 10.7% 8.2% 11.7%

Female condom 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Diaphragm 0.8% 0.0% 0.0% 0.0% 0.0% 0.5% 2.1% 0.0%

Emergency contraception 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Any traditional method

Lactational amenorrhea method 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Rhythm method / periodic abstinence  0.0% 3.2% 1.7% 2.6% 0.0% 4.0% 11.6% 1.3%

Withdrawal (coitus interruptus) 0.0% 2.9% 2.7% 2.8% 2.6% 1.1% 4.1% 0.0%

Other methods 0.0% 0.7% 0.8% 1.2% 0.0% 0.0% 0.0% 0.0%

N, sexually active (100%) 80 292 274 202 72 98 28 69

Age Women Men
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interviewed said they were not using contraceptives because the method was not available 

at the time. 

 

Table 24 Reasons for not using contraceptives, amongst sexually active respondents 

 

 

Use of contraceptives at last sex 

Prompting for use of contraception at last sex amongst sexually active young people (N=372) 

allows understanding how young people is willing and capable to avoid an unintended 

pregnancy, based on their reported behaviour.  

As summarized in Table 25 below, 22,8% of young women and 30,3% of young men 

reported use of modern contraception at last sexual encounter. There were no great 

differences across age groups, school attendance or marital status. Of the young people 

reporting using contraception at last sex, mostly short-acting methods were used (F: 17,8%; 

M: 29,2%), (out of which a large proportion were condoms (F: 8,7%; M: 25,4%)). Use of 

condoms at last sex was higher amongst the 15-19 years old (17,6%) compared to the 20-24 

years old (13%); amongst young people currently at school (22%); and amongst the people 

in a relationship, but not living together (27,6%), or the singles (22,5%). There were also 

differences across provinces in the overall utilisation of contraception at last sex, with young 

people in Karusi province reporting a 40,8% utilisation rate, followed by Cankuzo (28,8%), 

Makamba (26,7%), and with much lower proportions Gitega (15,1%) and Mwaro (6,3%). 

 

15-19 20-24 15-19 20-24

It is against my religious beliefs 4.0% 12.0% 32.6% 12.7%

My spouse/partner disapproves 6.3% 11.1% 12.5% 2.6%

I am worried about the side effects 5.4% 14.2% 12.5% 1.1%

I want more children 21.8% 28.6% 0.0% 11.5%

I don't agree with contraception 0.0% 2.9% 0.0% 4.2%

It makes me uncomfortable during sex 2.7% 0.6% 0.0% 3.2%

I did not manage to ask / negotiate the use of a

contraceptive with my partner
4.0% 6.4% 3.5% 3.2%

It reduces sexual satisfaction/ desire 0.0% 1.8% 8.3% 3.9%

I did not know about contraceptives 4.0% 5.9% 18.8% 7.9%

No method available at that time 12.1% 3.5% 23.6% 21.9%

I did not know where to go to get contraceptives 0.0% 1.2% 0.0% 1.8%

Other (specify) 30.7% 16.6% 8.3% 27.1%

no need 0.0% 4.0% 4.2% 0.0%

Women Men
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Table 25 Use of contraceptives at last sex 

 

 

Perceived self-efficacy to negotiate sex and contraception use 

Respondents were asked three questions to assess their perceived self-efficacy about being 

abstinent or using contraceptives. While young people may be equipped with knowledge on 

risks of unwanted pregnancies and sexually transmitted infections, and their access to SRH 

services may be increased, an important factor is their capacity to be in control of and 

negotiate their preferences and wishes around sexual and reproductive health. 

Young people were asked to estimate if they could easily stop things if their partner wanted 

sex and they really didn’t want to have sexual intercourse. 66.8% of the female respondents 

answered yes, leaving one third reporting they thought they could not stop things and avoid 

sexual intercourse. The proportion of men answering yes was higher at 78.8%, leaving a 

quarter thinking they could not stop things. There were some differences across the marital 

status: single and young people in a relationship, but not living with their partner had slighty 

higher rates of perceived self-efficacy to use abstinence or contraceptives. . 

Contraception

ALL permanent 
long-

lasting

short-

acting

short-

acting 

without 

condoms

condoms

N (sexually 

active young 

people, 

100%)

Sex

Female 22.8% 0.0% 4.9% 17.8% 9.9% 8.7% 274

Male 30.3% 0.0% 2.2% 29.2% 3.8% 25.4% 98

Age

15-19 22.1% 0.0% 2.3% 19.9% 2.3% 17.6% 80

20-24 26.1% 0.0% 4.6% 22.0% 9.7% 13.0% 292

School attendance

Currently at school 24.9% 0.0% 1.5% 23.4% 2.1% 22.0% 64

Not at school 25.3% 0.0% 4.8% 20.9% 9.8% 11.6% 308

Marital status

Single 25.0% 0.0% 1.9% 23.1% 1.3% 22.5% 79

Married/living together 23.7% 0.0% 6.1% 18.3% 13.3% 5.7% 230

In relationship 32.7% 0.0% 1.0% 31.7% 4.1% 27.6% 52

Divorced / widowed 7.2% 0.0% 7.2% 0.0% 0.0% 0.0% 10

District

Bururi 22.1% 0.0% 4.9% 17.2% 5.7% 11.5% 67

Cankuzo 28.8% 0.0% 5.8% 23.1% 13.5% 11.5% 35

Karusi 40.8% 0.0% 9.7% 31.1% 17.2% 13.9% 63

Makamba 26.7% 0.0% 0.0% 26.7% 4.0% 24.0% 49

Rutana 20.3% 0.0% 4.7% 18.7% 4.7% 14.1% 39

Ruyigi 22.9% 0.0% 2.3% 20.6% 5.7% 16.0% 61

Gitega 15.1% 0.0% 0.0% 15.1% 5.5% 9.6% 47

Mwaro 6.3% 0.0% 0.0% 6.3% 6.3% 0.0% 11
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Young people were asked “if my partner and I want to have sex and I want to protect myself I 

can always convince him/her to use protection against pregnancy and STI”. About two thirds 

of the respondents answered positively (F: 61.0%; M: 76.6%), leaving one-third feeling not 

sufficiently empowered to negotiate the use of protection. Married/living together young 

people reported their perceived self-efficacy with lower rates (58.9%) compared to the single 

young people (72.6%) and the young people in relationships (78.7%). Differences were 

notable across provinces, with young lower proportions of perceived self-efficacy in Cankuzo 

(47.3%) and Mwaro (53.3%) in comparison to Ruyigi for example (75.1%). 

Last, young people were asked if sometimes they end up having sex without protection with 

a partner because they can’t find a way to stop it. A third of the respondents agreed with this 

statement (F: 32.0%; M: 33.2%). Differences across age groups, marital status and 

provinces were not strong.  

 

Table 26 Perceived self-efficacy to negotiate sex and contraception use 

 

 

If my partner wants sex 

and I don't really want 

to have sexual 

intercourse, I can easily 

stop things so that we 

don't have intercourse.

If my partner and I want 

to have sex and I want to 

protect myself I can 

always convince him/her 

to use protection (against 

pregnancy and STI)

Sometimes I end up 

having sex without 

protection with a 

boy/girlfriend/ my 

partner because I can't 

find a way to stop it. 

Sex

Female 66.8% 61.0% 32.0%

Male 78.8% 76.6% 33.2%

Age

15-19 70.6% 67.1% 38.6%

20-24 70.8% 66.0% 30.5%

Marital status

Single 79.1% 72.6% 25.3%

Married/living together 64.8% 58.9% 38.0%

In relationship 76.8% 78.7% 27.8%

Divorced/widowed 61.0% 53.8% 22.6%

Province

Bururi 79.3% 67.8% 25.7%

Cankuzo 69.6% 47.3% 29.1%

Karusi 65.4% 68.5% 34.9%

Makamba 68.8% 62.2% 28.4%

Rutana 67.7% 67.2% 47.6%

Ruyigi 75.4% 75.1% 35.6%

Gitega 62.9% 72.1% 27.1%

Mwaro 68.8% 53.3% 37.5%
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Family planning providers 

With young people’s sensitisation about family planning methods on the rise, it is imperative 

for young people to know where they can access these services, and for providers to be able 

to offer the desired services and methods of contraception. In our sample and looking at the 

most used contraceptive methods as reported by young people, the health centre is the 

major provider for contraceptive injections (70.5%), implants (81.5%) pills (100%) and 

emergency contraception (100%). The hospital is the second main provider for those 

commodities (25.3% of injections and 18.5% of implants. Of the young people who reported 

using condoms as a contraceptive method, 14.5% reported getting it from the health centre, 

13.7% from the pharmacy, 9.7% from the hospital and 9.3% from a community health 

worker. Youth centres were not reported by young people as a provider of condoms. 

 

Table 27 FP providers 

 

4.5.3 Quality of Family Planning Counselling  

Increased awareness about family planning necessitates adequate family planning 

counselling for young people to make informed choices about their sexuality and sexual and 

reproductive health. Amongst the respondents who reported an uptake of modern 

contraception, the young person was asked if they received an explanation on who to use 

the method; on possible side-effects or problems related to the method; on what to do in 

case side effects occur; on other methods that exist; and finally on follow-up. 

Amongst respondents using injection, only half of the respondents were informed about side 

effects (54.8%) and what to do in case they are appear (50.2%). Users choosing implants 

were informed in higher proportions about side effects (70.4%) and what to do in case they 

appear (70.4%).  

Female 

sterilisation 

(tubectomy)

Male 

sterilisation 

(vasectomy)

IUD Injection Implants Pill
Male 

condom

Female 

condom
Diaphragm

Emergency 

contraception
N

Hospital 0.0% 0.0% 50.0% 25.3% 18.5% 0.0% 9.7% 9.7% 0.0% 0.0% 16

Health centre 0.0% 0.0% 50.0% 70.5% 81.5% 100.0% 14.5% 14.5% 100.0% 100.0% 52

Faith based health centre 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1

Community health worker 0.0% 0.0% 0.0% 2.3% 0.0% 0.0% 9.3% 9.3% 0.0% 0.0% 4

Secondary post (post secondaire)/

Side Kiosk
0.0% 0.0% 0.0% 1.9% 0.0% 0.0% 6.0% 6.0% 0.0% 0.0% 3

Youth centre 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1

Youth organisation 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1

Pharmacy 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 13.7% 13.7% 0.0% 0.0% 4
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Table 28 Informed choice 

 

4.5.4 Need and Demand for Family Planning  

With increasing awareness about family planning methods and services, it is expected to see 

a growing demand among women for birth spacing and prevention of unwanted pregnancies. 

Definitions:  

In this survey, we did not use the standard definition of unmet need for FP, because our 

sample is of young women below the age of 24 years, and not of women in their overall 

reproductive years. Our definition of “potential users” comes close to “unmet need,” as it asks 

about the reasons for non-utilization of contraceptives, including the future wishes in 

pregnancies, instead of asking about the wish to space or limit births for a sample of young 

women who are mostly nulliparous. For the same reasons, we do not present the “total 

demand,” but rather a “potential demand” that concerns the population aged 15 to 24. 

Potential users: all sexually active women (15-24) in the sample who are currently not using 

a modern contraceptive method, who do not wish to get pregnant and are not against the use 

of modern contraceptives and are not currently pregnant with a planned pregnancy. 

Non users: all sexually active women (15-24) who want to get pregnant; who are against the 

use of modern contraceptive, or who are currently pregnant with a planned pregnancy. 

Potential demand for FP: Sexually active young women (15-24) currently using a modern 

contraceptive and “potential users” constitute the potential demand for family planning. 

 

In our sample, we find a potential demand for family planning (see definition in box above) of 

67.1% among sexually active women and 71.3% among sexually active men. The group of 

potential users represented 46.1% of the sexually active women and 57.9% of the sexually 

active men.  

With regard to marital status, married people reported a potential demand of 55.9% with as 

much as 32.3% of potential users currently not using a method. Young people in a 

relationship but not living together reported a potential demand for family planning of 83.9%, 

Percentage 

who received 

an 

explanation 

on who to use 

the method

Percentage 

who were 

informed about 

side effects or 

problems of 

method used

Percentage 

who were 

informed about 

what to do if 

experiencing 

side effects

Percentage 

who were 

informed 

about other 

methods that 

can be used

Percentage 

who were 

informed 

about a follow 

up

Score 

1-5
N

Female sterilisation (tubectomy) 0.0% 0.0% 0.0% 0.0% 0.0%       -        -   

IUD – intrauterine device 100.0% 50.0% 50.0% 100.0% 100.0%      4.0       2 

Injection 74.7% 54.8% 50.2% 65.5% 89.3%      3.3      39 

Implants 96.3% 70.4% 70.4% 88.9% 74.1%      4.0      19 

Pill 100.0% 100.0% 100.0% 84.8% 84.8%      4.7       6 

Emergency contraception 0.0% 0.0% 0.0% 0.0% 0.0%       -        -   

Condom 52.8% 29.8% 29.8% 44.0% 34.3%      1.9      26 

N 66 49 47 56 60       84 
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and 71.0% were potential users. Single people reported a total demand of 82.8% and 69.0% 

were potential users. 

Amongst pregnant or post-partum young people, the proportion of potential users was 

45.7%, and the potential demand was 79.3%. 

Variations across provinces in the balance between potential demand and potential users 

currently not using a method were lower in some provinces of the intervention area, such as 

Rutana (57.6% of potential users for 69.7% of potential demand) and Karusi (40.3% of 

potential users, 68.5% potential demand). 

 

Table 29 Demand for modern contraceptives, amongst sexually active young people 

 

 

Intentions on future use of contraception 

Sensitisations about contraception use are important to induce informed decisions that could 

impact the sexuality and consequently the sexual and reproductive health of young people. 

Intentions on future use of contraception for the sexually active young people currently not 

Potential users 

of modern 

contraceptives

Current users 

of modern 

contraceptives

Non users of 

modern 

contraceptives

Potential 

demand for 

modern 

contraceptives

N, sexually 

active

Sex 

Female 46.1% 21.3% 31.4% 67.1%            279 

Male 57.9% 14.5% 21.6% 71.3%            104 

Age

15-19 50.8% 16.2% 28.1% 66.1%              85 

20-24 49.8% 20.0% 28.1% 69.3%            298 

Marital status

Single 69.0% 15.0% 9.1% 82.8%              85 

Married/living together 32.3% 24.0% 42.5% 55.9%            234 

In relationship 71.0% 13.1% 15.1% 83.9%              53 

Divorced / widowed 49.4% 7.2% 43.4% 56.6%              10 

Pregnant or post partum  45.7% 33.5% 20.7% 79.3%              89 

Province

Bururi 59.8% 15.6% 24.6% 75.4%              67 

Cankuzo 35.7% 28.8% 30.4% 62.5%              37 

Karusi 40.3% 30.0% 25.4% 68.5%              65 

Makamba 50.0% 20.0% 26.9% 69.2%              51 

Rutana 57.6% 12.5% 27.3% 69.7%              41 

Ruyigi 41.6% 13.8% 40.8% 54.8%              63 

Gitega 64.9% 17.8% 16.2% 82.4%              48 

Mwaro 43.8% 6.3% 50.0% 50.0%              11 

N 174 84 114 258            126 
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using any method is an indicator of the future demand, and thus the offer that needs to 

match this demand. 

In our sample, the majority of sexually active young people currently not using any method 

reported intent to initiate uptake, regardless of the number of living children they have. This 

holds true for 86.8% who have no children, 67.0% of those who have 1 child and 83.2% of 

those who have 2 living children. Young people reporting being unsure about use of 

contraception in the future was low for the group with no living children (7.9%), higher for the 

group with 1 living child (18.6%) and lower again for the group with 2 living children (4.4%). 

Young people reporting not intending to use FP methods in the future were low: 5.3% for the 

respondents with no children; 14.4% for the respondents with 1 child; and 12.4% for the 

respondents with 2 children. 

 

Table 30 Future use of contraception amongst sexually active non users (1) 

 

 

Intentions to use an FP method in the future is similar across sex (77.3% for women and 

85.2% for men), age groups (84.5% for the 15-19 and 78.2% for the 20-24), and intervention 

and control areas (79.1% intervention and 85.2% control). 

0 1 2 3

Yes, I intend to use FP methods 86.8% 67.0% 83.2% 0.0%

Unsure 7.9% 18.6% 4.4% 0.0%

No, I don't intend to use FP methods 5.3% 14.4% 12.4% 100.0%

N 118 83 20 1

Province

Bururi 86.3% 60.0% 100.0% 100.0%

Cankuzo 86.7% 68.8% 68.8% 68.8%

Karusi 82.6% 66.7% 100.0% 100.0%

Makamba 93.3% 50.0% 90.0% 90.0%

Rutana 90.9% 88.9% 80.0% 0.0%

Ruyigi 80.2% 60.7% 50.0% 50.0%

Gitega 87.1% 86.7% 86.7% 86.7%

Mwaro 100.0% 80.0% 0.0% 0.0%

Number of living children 
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Table 31 Future use of contraception amongst sexually active non users (2) 

 

 

4.5.5 Perceptions and Beliefs around Family Planning  

Table 32 displays results on perceptions and beliefs present in the study population around 

family planning which could pose a threat to the uptake of FP services. Percentages present 

the proportion of respondents who either fully agree or partially agree to the statements (5-

item answer). 

In our sample of young people, a high proportion of respondents reported that contraceptive 

methods are useful for birth spacing and to avoid pregnancies (F: 85.5%, M: 88.5%); that 

they are safe, the quality being controlled by the health authority (F: 85.9%, M: 83.9%); that if 

side effects occur, they can be managed by a health provider (F: 87.5%, M: 89.6%); and that 

health professionals can be trusted in the community about what they say about birth control 

methods (F: 85.1%, M: 88.5%). There were no notable differences across sex, age groups, 

education level, marital status or intervention/control area for those results. 

Aside from those reported perceptions, more than a third of the respondents reported that 

children are a gift of God, so one should not use contraception (F: 43.4%, M: 29.8%), and 

that the use of contraceptives is a sin (F: 43.0%, M: 30.6%). 

Yes, I intend to 

use FP methods
Unsure

No, I don't intend to 

use FP methods
N

Sex 

Female 77.3% 12.3% 10.4%     159 

Male 85.2% 8.7% 6.1%       63 

Age

15-19 84.5% 12.5% 3.0%       59 

20-24 78.2% 10.6% 11.2%     163 

Intervention

Intervention 79.1% 11.9% 9.0%     188 

Control 85.2% 5.6% 9.3%       34 

N 167 29 22     222 

Province

Bururi 77.9% 7.8% 14.3%       39 

Cankuzo 77.4% 9.7% 12.9%       18 

Karusi 80.0% 17.8% 2.2%       33 

Makamba 84.0% 10.0% 6.0%       32 

Rutana 87.5% 2.1% 10.4%       27 

Ruyigi 70.1% 23.2% 6.6%       39 

Gitega 87.0% 4.3% 8.7% 27

Mwaro 75.0% 12.5% 12.5% 7
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Furthermore, about half the respondents reported believing that contraceptives can decrease 

sexual satisfaction (F: 54.6%, M: 48.9%), and in similar proportions that the use of 

contraception encourages infidelity (F: 54.1%, M: 47.9%). Again, there were no significant 

differences across the age groups, education levels, marital status and provinces for those 

indicators. 
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Table 32 perceptions and beliefs around Family Planning 

Contraceptive 

methods are 

useful for birth 

spacing and to 

avoid 

pregnancies

Contraceptive 

methods are 

safe, the quality 

is controlled by 

the health 

authority

If side effect 

occur, they can 

be managed 

by a health 

provider

Children are a 

gift of God, so 

one should not 

use 

contraception

The use of 

contraceptives 

is a sin.

Contraceptives 

can decrease 

your sexual 

satisfaction

The use of 

contraceptive 

encourages 

infidelity.

People can trust 

what health 

professionals in this 

community say 

about birth control 

methods

N

Sex

Female 85.5% 85.9% 87.5% 43.4% 43.0% 54.6% 54.1% 85.1%  668 

Male 88.5% 83.9% 89.6% 29.8% 30.6% 48.9% 47.9% 88.5%  443 

Age

15-19 82.8% 82.7% 87.9% 39.0% 41.4% 53.1% 50.5% 86.1%  604 

20-24 91.6% 87.9% 88.9% 36.2% 33.8% 50.8% 52.5% 87.0%  507 

Education

None 90.9% 86.5% 82.8% 44.7% 40.4% 52.5% 44.2% 85.2%  136 

Primary 85.8% 84.3% 87.0% 39.4% 39.2% 55.5% 51.8% 86.9%  543 

Secondary 86.5% 85.1% 90.7% 34.9% 35.1% 46.4% 51.6% 86.2%  436 

Tertiary 100.0% 100.0% 100.0% 16.7% 94.4% 94.4% 100.0% 100.0%      4 

Marital status

Single 84.7% 83.7% 89.0% 37.4% 39.1% 51.7% 51.7% 86.1%  757 

Married/living together 93.7% 88.7% 83.6% 40.3% 33.4% 55.1% 44.5% 85.4%  227 

In relationship 90.9% 88.5% 92.1% 35.7% 36.9% 48.6% 60.5% 91.3%  124 

Divorced / widowed 85.5% 85.5% 66.2% 49.4% 36.1% 43.4% 43.4% 78.3%    10 

Intervention 

Intervention area 86.4% 84.2% 88.2% 37.4% 37.6% 52.9% 51.7% 85.6%  908 

Control 88.7% 89.9% 89.1% 39.8% 40.9% 46.2% 50.2% 91.8%  203 

Province

Bururi 85.8% 82.3% 87.6% 37.9% 41.6% 60.8% 56.4% 86.2%  221 

Cankuzo 82.8% 87.2% 86.3% 38.3% 30.8% 46.0% 43.3% 80.6%    81 

Karusi 92.8% 82.9% 85.2% 37.5% 33.7% 48.1% 61.7% 82.9%  176 

Makamba 80.5% 87.9% 90.1% 40.3% 41.6% 54.4% 49.2% 85.3%  156 

Rutana 86.6% 83.6% 92.5% 29.6% 29.6% 52.3% 47.8% 86.9%  130 

Ruyigi 89.3% 83.8% 87.6% 39.7% 40.1% 47.7% 42.8% 89.7%  144 

Gitega 88.7% 88.8% 90.2% 39.3% 44.6% 49.4% 53.2% 91.2% 155

Mwaro 88.7% 93.5% 86.1% 41.6% 28.2% 33.3% 41.2% 93.8% 48
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4.5.6 Rates and Reasons for Discontinuation 

Women who have ever used family planning - modern or traditional method - (N=100) were 

asked if they ever discontinued using a method, and if so the reasons for discontinuation. 

34.0% of the women aged 20-24 who ever used FP reported discontinuing FP: 12.0% from 

injections, 9.6% from pills, 5.5% from male condoms, 4.0% from implants and 3.3% from 

IUD. Discontinuation rate was higher in the control area (50.0%) compared to the 

intervention area (29.5%).  

 

Table 33 Discontinuation of FP by type of method, amongst women who ever used FP 

 

 

Various reasons for discontinuation were given by women in this sub-group (N=41), including 

“wanted to become pregnant” (n=13), “side effects/health concerns” (n=10) and 

“inconvenient to use” (n=6). 

4.6 Interpersonal and Gender Based Violence 

Interpersonal and gender based violence is of great public health concern, mostly because of 

assault related mortality and morbidity could have eventual impact on sexual and 

reproductive health of young people. Gender-based violence is an indicator of gender 

relations in the community or in the households; as well interpersonal violence may be an 

indicator of generational relations in the household or in the community (teacher – pupil 

relations). Such relations may have an influence on the decision-making process for SRH 

aspects, including pregnancies, contraceptive uptake and general access to SRH services. 

Gaining information about the prevalence of interpersonal violence, GBV and sexual abuse 

among young people will encourage fortifying the response in the provision of adequate 

services.  

 

Definitions 

Violence is defined by WHO as "the intentional use of physical force or power, threatened or 

actual, against oneself, another person, or against a group or community, that either results 

% who discontinue, modern methods

IUD Injection Implants Pill
Male 

condom

Age

15-19 0.0% 0.0% 0.0% 5.5% 14.5% 20.0%                    4 

20-24 3.3% 12.0% 4.0% 9.6% 5.5% 34.0%                  37 

N 3 14 5 12 8 41

Number of 

women who 

discontinued, 

N

% who 

discontinue of 

women who 

ever used fp
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in or has a high likelihood of resulting in injury, death, psychological harm, maldevelopment, 

or deprivation." Violence can be of different natures: physical, sexual, psychological and 

based on deprivation or neglect. 

Interpersonal violence refers to “violence between individuals, and is subdivided into family 

and intimate partner violence and community violence. The former category includes child 

maltreatment; intimate partner violence; and elder abuse, while the latter is broken down into 

acquaintance and stranger violence and includes youth violence; assault by strangers; 

violence related to property crimes; and violence in workplaces and other institutions.” 

(Violence Prevention Alliance of the WHO) 

Gender based violence includes “any act of gender-based violence that results in, or is 

likely to result in, physical, sexual or psychological harm or suffering to women, including 

threats of such acts, coercion or arbitrary deprivations of liberty, whether occurring in public 

or private life (United Nations, 1993)” 

 

Physical and sexual violence 

As presented in Table 34, about a quarter of our sample have reported undergoing physical 

violence at least once since the age of 15 , with a higher proportion amongst men (32.1%) 

compared to women (19.1%). 8.1% of the men and 5.8% of the women in the sample have 

reported undergoing physical violence in the last 12 months. Perpetrators of physical 

violence as reported by respondents are mainly family members (close to half for the young 

men) and teachers (less than half for the young men) (See Table 35). 

26.0% of women and 8.6% of men in our sample have reported undergoing sexual violence 

at least once in their lives. Amongst female respondents, 11.3% reported sexual violence in 

the last 12 months (vs. 4.0% for men). Respondents have identified mainly a 

friend/colleague/neighbour as a perpetrator of sexual violence (more than half for the young 

women) or their current partner/husband/boy-/girlfriend (a third for the women aged 20-24) 

(See Table 35). 
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Table 34 Experience of physical and sexual violence 

 

 

Experience of 

physical 

violence

Physical 

violence, last 

12 months

Experience of 

sexual 

violence ever*

Sexual 

violence, last 

12 months

N 

Sex

Female 19.1% 5.8% 26.0% 11.3%      742 

Male 32.1% 8.1% 8.6% 4.0%      466 

Age

15-19 23.2% 9.6% 15.4% 7.2%      680 

20-24 25.8% 2.8% 23.7% 10.0%      528 

Education

None 15.9% 4.4% 17.1% 6.7%      149 

Primary 24.9% 8.9% 18.1% 8.3%      598 

Secondary 25.2% 5.1% 18.8% 8.7%      457 

Tertiary 50.0% 0.0% 94.4% 16.7%          4 

School attendance

Currently at school 25.6% 5.2% 21.1% 9.5% 434

Not at school 25.2% 8.1% 18.2% 8.1% 630

Marital status

Single 24.8% 7.9% 18.2% 8.2%      837 

Married/living together 20.3% 1.3% 19.2% 5.0%      232 

In relationship 26.2% 5.9% 24.8% 14.2%      127 

Divorced / widowed 21.7% 0.0% 7.2% 7.2%        10 

Province

Bururi 24.6% 6.8% 23.3% 8.8%      248 

Cankuzo 22.5% 2.9% 17.9% 9.3%        85 

Karusi 29.4% 8.9% 21.9% 10.9%      183 

Makamba 30.9% 6.5% 19.1% 9.0%      179 

Rutana 19.1% 7.7% 12.9% 6.1%      143 

Ruyigi 19.7% 4.8% 16.9% 7.3%      153 

Gitega 20.6% 7.6% 14.9% 6.5%      168 

Mwaro 19.8% 4.9% 19.8% 8.6%        49 

N 287 84 216 95

*definition of sexual violence: forced sexual intercourse
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Table 35 Perpetrators of interpersonal violence 

 

 

Young people who reported undergoing sexual violence were asked if they talked to anyone 

about what had happened. Respondents could provide multiple answers. Of the respondents 

who reported experiencing sexual violence in the last 12 months (N=95), 52.5% reported that 

they talked to someone about it. The vast majority (49.5%) talked to a friend or family 

member, 1.2% reported they talked to their partner, and none talked to a health professional 

or other professional (association). 

 

Table 36 Disclosure of sexual violence  

 

 

Beliefs related to interpersonal and gender-based violence 

Cultural norms and gendered conduct, such as the acceptance of certain types of violence 

contribute to the perpetuation of violence at the household and community levels. A 

significant percentage of respondents in the studied population justified interpersonal 

violence or GBV under certain circumstances.  

Gender-based violence 

• About a quarter of the sample fully agree or partially agree that there are times when 

a woman deserves to be beaten (F: 25.7%, M: 24.5%). Respondents with no 

15-19 20-24 15-19 20-24 15-19 20-24 15-19 20-24

Current partner/ husband/boy-/girlfriend 2.3% 4.1% 3.0% 7.1% 20.4% 35.3% 3.3% 11.2% 67

Former partner/husband/boy-/girlfriend 4.5% 8.1% 2.0% 3.1% 0.0% 0.0% 0.0% 0.0% 13

Family member 63.8% 61.3% 56.8% 40.5% 4.5% 4.7% 0.0% 6.7% 174

Friend/colleague/neighbour 2.7% 6.1% 6.2% 7.5% 63.1% 49.9% 92.7% 58.4% 139

Teacher 39.0% 29.9% 40.3% 48.5% 1.3% 4.9% 0.0% 0.0% 117

Employer/someone at work 0.0% 0.0% 0.0% 0.8% 0.0% 1.5% 0.0% 0.0% 2

Police/soldier 0.0% 1.0% 1.5% 3.1% 1.8% 2.2% 0.0% 0.0% 8

Religious leader 6.6% 9.6% 14.9% 17.8% 0.0% 0.5% 0.0% 0.0% 39

Other 4.0% 3.6% 7.9% 10.4% 20.6% 9.6% 4.0% 21.6% 51

N 81 62 83 61 84 93 17 22

N (any 

form of 

violence)

women men

Experience of physical violence ever Experience of sexual violence ever

women men

% who told 

anyone
N

Talked to someone 52.5% 50

To whom:

Friend/ family members 49.5% 46

Partner 1.2% 2

Health Professional 0.0% 95

Other professional (association) 0.0% 95
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education agreed in larger proportions than did respondents who achieved some 

primary or secondary education (respectively 34.5%, 29.4% and 19.2%). Agreements 

of respondents ranged across provinces from 17.9% in Gitega to 37.1% in Cankuzo.  

• 48.0% of women and 39.2% of men reported that a woman should tolerate violence 

to keep her family together. There were differences across education level (no 

education: 58.4%; primary achieved: 53.6%; secondary achieved: 32.8%). 

• 63.0% of women and 56.0% of men agreed that it is all right for a man to beat his wife 

if she is unfaithful. Education level showed differences as such: (no education: 

72.5%; primary achieved: 65.5%; secondary achieved: 52.8%). 

• 44.2% of women and 32.8% of men agree that a man can hit his wife if she won’t 

have sex with him. Education level showed differences as such: (no education: 

50.5%; primary achieved: 45.4%; secondary achieved: 31.6%).  

• About a third of the respondents agree that a man using violence against his wife is a 

private matter that shouldn’t be discussed outside the couple (F: 33.2%, M: 28.6%). 

There were no major differences between sex, age groups, education level, marital 

status or provinces. 

Intergenerational and interpersonal violence 

• 49.7% of women and 37.4% of men agreed that it is all right for a parent to beat a girl, 

if she gets pregnant outside marriage. Variations were found between the education 

level with respondents who have achieved no education agreeing at 51.4%, 

respondents who achieved primary level at 52.2%, and respondents who achieved 

secondary level at 36.5%. Also, agreements of respondents ranged across provinces 

from 37.9% in Cankuzo to 60.5% in Mwaro. 

• Around a quarter of all respondents agree that if someone insults a man, he should 

defend his reputation with force if he has to (F: 27.2%, M: 26.3%). There were no 

major differences between sex, age groups, education level, marital status or 

provinces. 

• Around a third of all respondents agree that if someone misuses money it is okay if 

he/she is beaten (F: 36.4%, M: 33.3%). Respondents with no education agreed at 

48.1% compared to those who reached secondary level (27.2%). There were no 

major differences between sex, age groups, marital status or provinces. 
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Table 37 Beliefs related to interpersonal and gender based violence 

There are times 

when a woman 

deserves to be 

beaten

A woman should 

tolerate violence 

to keep her family 

together.

It is alright for a 

man to beat his 

wife if she is 

unfaithful.

It’s all right for a 

parent to beat a girl 

if she gets 

pregnant outside 

marriage.

A man can hit 

his wife if she 

won’t have sex 

with him.

If someone insults a 

man, he should 

defend his 

reputation with force 

if he has to.

If someone 

misuses money 

it is ok if he/she 

is beaten.

A man using violence 

against his wife is a 

private matter that 

shouldn’t be 

discussed outside the 

couple.

N

Sex

Female 25.7% 48.0% 63.0% 49.7% 44.2% 27.2% 36.4% 33.2% 731

Male 24.5% 39.2% 56.0% 37.4% 32.8% 26.3% 33.3% 28.6% 465

Age

15-19 25.5% 44.9% 60.7% 47.4% 39.8% 26.4% 34.2% 29.2% 670

20-24 24.9% 43.9% 59.6% 41.3% 38.9% 27.3% 36.3% 33.8% 526

Education

None 34.5% 58.4% 72.5% 51.4% 50.5% 33.6% 48.1% 37.2% 145

Primary 29.4% 53.6% 65.5% 52.2% 45.4% 31.2% 40.4% 32.7% 590

Secondary 19.2% 32.8% 52.8% 36.5% 31.6% 21.2% 27.2% 28.8% 457

Tertiary 16.7% 0.0% 16.7% 0.0% 0.0% 16.7% 16.7% 16.7% 4

Marital  status

Single 24.4% 42.0% 58.0% 45.4% 39.1% 26.1% 33.6% 31.1% 827

Married/living together 29.1% 55.3% 70.5% 47.8% 37.9% 31.3% 39.8% 32.7% 232

In relationship 24.1% 45.5% 59.1% 34.1% 41.3% 24.8% 37.6% 31.2% 125

Divorced / widowed 50.6% 57.8% 92.8% 79.5% 72.3% 43.4% 57.8% 21.7% 10

Province

Bururi 26.0% 49.1% 58.6% 48.0% 41.1% 30.3% 38.9% 34.7% 246

Cankuzo 37.1% 41.7% 61.6% 37.9% 40.9% 25.4% 24.5% 29.3% 86

Karusi 28.8% 49.8% 61.9% 44.2% 38.7% 23.6% 35.2% 38.7% 180

Makamba 25.2% 36.7% 55.9% 39.3% 34.5% 24.0% 36.5% 29.9% 178

Rutana 22.8% 41.0% 57.3% 44.4% 41.1% 25.1% 32.2% 25.8% 142

Ruyigi 23.6% 44.4% 60.9% 44.1% 43.1% 31.5% 32.7% 32.4% 150

Gitega 17.9% 43.4% 67.6% 47.3% 36.4% 22.8% 37.1% 21.5% 165

Mwaro 18.5% 47.5% 65.4% 60.5% 39.7% 34.6% 37.0% 33.8% 49

N 311 553 729 546 414 320 427 376
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5 Results of the Health Professional Survey  

This survey investigates the levels of skills and knowledge of health professionals in the 

provision of youth friendly SRH services. It further assesses work satisfaction and motivation 

among health professionals, and their responsiveness to young people’s needs. All health 

professionals that were interviewed were currently working in a health facility that offered 

SRH services (inclusion criteria). 

The health professional survey was conducted in eight provinces where six belong to the 

intervention area: Bururi, Rutana, Makamba, Ruyigi, Cankuzo and Karusi and two to the 

control area Gitega and Mwaro.  

5.1 Background Characteristics of the Health Professionals  

In total 135 health professionals were interviewed in health facilities offering SRH services. 

There were 89 in the intervention area and 46 in the control area. In the intervention area 82 

Health professionals were interviewed in the health centre, 7 in a hospital. In the control area 

we interviewed 39 in a health centre, 7 in a hospital.  

In the intervention area 71.4% were male and 28.6% were female and in the control area 

50% are male and 50% female. This difference in the sex distribution across intervention and 

control area must be kept in mind in the further presentation of results comparing the two 

areas, where the sex difference may be influencing the variations. The mean age of the 

respondents is 33.6 (32.1 – 35). The majority of this sample was married (70.4%).  

In the intervention area fewer health professionals are Catholics (50.6%) compared to the 

control area (71.7%). The majority of respondents in the intervention area completed “Niveau 

A3” education (69.7%) compared to the control area (45.7%), and the majority are nurses 

(97%). 16.9% of the respondents in the intervention area reported to have additional tasks, 

beyond providing health care and 8.7% in the control area.  
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Table 38 Background characteristics of health professional respondents 

 

 

In the intervention area the health professionals had been working on average 4.4 years in 

the health facility and in the control area 5.8 years. On average the respondents had 5.3 

years of working experience in SRH. 

Percent number Percent number Percent number

Sex 

Male 71.4 60 50 23 63.8 83

Female 28.6 24 50 23 36.2 47

Missing 5.6 5 0 0 3.7 5

Age

15-29 35.9 32 34.8 16 35.6 48

30-39 43.8 39 34.8 16 40.7 55

40-50 17.9 16 26.1 12 20.7 28

50+ 2.2 2 4.3 2 2.9 4

Marital Status

Married 70.8 63 69.6 32 70.4 95

Other 29.2 26 30.4 14 29.6 40

Religion 

Roman catholic 50.6 45 71.7 33 57.8 78

Christian protestant 32.6 29 19.6 9 28.1 38

Pentecostal/adventist/other evangelicals 14.6 13 6.5 3 11.9 16

Other 2.2 2 2.2 1 2.2 3

Education 

Niveau A3 69.7 62 45.7 21 61.5 83

Niveau A2 25.8 23 41.3 19 31.1 42

Niveau A1 1.1 1 0 0 0.7 1

Niveau Licence 2.2 2 13 6 5.9 8

Doctorat 1.1 1 0 0 0.7 1

Health Professional title

General practitioner 1.1 1 0 0 0.7 1

Nurse 97.8 87 95.7 44 97 131

Assistent nurse 0 0 2.2 1 0.7 1

Midwife 1.1 1 2.2 1 1.5 2

Type of Health Facility

Health Centre 92.1 82 84.8 39 89.6 121

Hospital 7.9 7 15.2 7 10.4 14

Provinces

Bururi 37.1 33 0 0 24.4 33

Rutana 21.3 19 0 0 14.1 19

Makamba 12.4 11 0 0 8.1 11

Ruyigi 14.6 13 0 0 9.6 13

Cankuzo 4.5 4 0 0 3 4

Karusi 10.1 9 0 0 6.7 9

Gitega 0 0 63 29 21.5 29

Mwaro 0 0 37 17 12.6 17

No 83.1 74 91.3 42 85.9 116

Yes 16.9 15 8.7 4 14.1 19

Total 100 89 100 46 100 135

Intervention Control

Community commitment beyond this job

Total



 

 

 

69 

Table 39 Mean years of professional experience 

 

5.2 SRH Services  

Health professionals were asked to list the services related to sexual and reproductive health 

that were offered in their health facility. Responses are disaggregated by zone: Intervention 

(I) and Control (C). In general, SRH service coverage seems to be high across the region.  

• Over 90% of health staff reported providing the following services: Information and 

counselling on SRH/safe sex; Testing and Counselling Services for HIV; Treatment 

for STIs/RTIs; Pregnancy Diagnosis; ANC; Childbirth/ Delivery and Postnatal Care.  

• Information and counselling on contraception was provided by 87.6% of the facilities 

in the intervention area and 84.8% in the control area. Information and counselling on 

condoms was offered by 82.1% intervention facilities and 82.9% control facilities. 

• Two-thirds of the health providers offer STI/RTI diagnosis (I: 61.8%; C: 67.4).  

• Nearly all facilities reported conducting testing and counselling services for HIV 

patient (97.8% for both areas), but only half of them are giving treatment and support 

to young people living with HIV/AIDS (I: 46.1%; C:52.2%).   

• 77.5% of the facilities from the intervention zone and 81.8% in the control zone offers 

post-abortion care services, which include spontaneous and induced abortions. 

• About two-thirds of the facilities offer services for physical and sexual violence (GBV) 

(I: 64.0%; C: 64.4%) 

 

Availability of services: guidelines, couple counselling and referral 

For each service the health facility offers, the professional was asked whether guidelines for 

this service were available, whether this service was given for couples and whether the 

service was provided to everyone (young people, adolescents, unmarried women, etc.). 

Finally, when the service was not available, health staff was asked whether they refer their 

patients to other facilities.  

Guidelines would be expected for each health service to be available. Results show that it is 

not the case on average for a quarter of the services. There were no major differences 

across areas in the availability of guidelines, except for childbirth/delivery services, where 

89% of the facilities in the intervention area had guidelines, for 67.5% in the control area. The 

unavailability of guidelines can be due to the lack of awareness of the health staff of its 

existence or due to the non-availability of such a document in the health facility. 

Mean years 

(CI)*
N

Mean years 

(CI)
N

Mean years 

(CI)
N

Years of working in the HF 4.4 (3.2 - 5.5) 89 5.8 (3.4 - 8.2) 46 4.8 (3.8 - 6.0) 135

Years of SRH services experience 4.8 (3.7 - 5.8) 89 6.2 (4.1 - 8.3) 46 5.3 (4.3 - 6.2) 135

* CI = Confidence Interval

Intervention Control Total
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Couple counselling was reported available by nearly all health professionals. 

Over 90% of health staff reported giving the respective services to everyone. 

Nearly all health professionals reported referring the patients out, in case the health care 

service is not provided by them. Only for abortion services, a third of the respondents 

reported not referring the patient to another service (I: 34.1%; C: 28.9%); Adolescents 

however were given referrals (I: 96.7%; C: 92.3%).  
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Table 40 SRH services available in health facilities 

 

guidelines 

available

Couple 

counselling 

available:

service 

Provided to 

everyone:

Referral 

provided  to 

all:

Referral for 

young 

people:

% N % % % N % N N

Intervention 92.1 89 68.3 96.3 93.9 82 100 85.7 7

Control 89.1 46 58.5 95.1 95.1 41 80 100 5

Intervention 82.1 89 55.1 89.9 98.6 69 100 100 20

Control 82.9 46 50 97.1 88.2 34 100 100 12

Intervention 97.8 89 78.2 96.6 96.6 87 100 100 2

Control 97.8 46 82.2 100 95.6 45 100 100 1

Intervention 46.1 89 85.4 100 100 41 95.8 100 48

Control 52.2 46 95.8 100 100 24 90.9 100 22

Intervention 87.6 89 85.9 97.4 94.9 78 90.9 90 11

Control 84.8 46 74.4 100 94.9 39 100 100 7

Intervention 61.8 89 87.3 98.2 98.2 55 97.1 100 34

Control 67.4 46 90.3 100 96.8 31 100 100 15

Intervention 94.4 89 91.7 97.6 97.6 84 100 100 5

Control 95.7 46 93.2 100 97.7 44 100 100 2

Intervention 97.8 89 77 95.4 96.6 87 100 100 2

Control 93.5 46 69.8 93 95.3 43 100 100 3

Intervention 98.9 89 79.5 96.6 97.7 88 100 100 1

Control 91.3 46 71.4 100 95.2 42 100 100 4

Intervention 92.1 89 89 89 98.8 82 85.7 100 7

Control 87 46 67.5 95 95 40 100 100 6

Intervention 97.8 89 74.7 94.3 96.6 87 50 100 2

Control 91.3 46 66.7 92.9 92.9 42 100 100 4

Intervention 1.1 89 100 0 0 1 34.1 96.7 88

Control 2.2 46 0 0 100 1 28.9 92.3 45

Intervention 77.5 89 75.4 0 95.7 69 35 100 20

Control 81.8 44 63.9 0 94.4 36 75 100 8

Intervention 64 89 78.9 0 98.2 57 96.9 100 32

Control 64.4 44 65.5 0 100 29 93.8 100 16

Antenatal Care

% of Health professionals reporting providing 

the respective health services:
If the service is not offered: 

% of HF who 

offer this  

service

Information & counseling on 

SRH/safe sex 

Information and counseling on 

condoms 

Testing and counseling 

services for HIV 

Care & support to young 

people living with HIV/AIDS 

Information & counseling on 

contraception, (EC) 

STI/RTI diagnosis 

Treatment for STIs/RTIs 

Pregnancy diagnosis 

Childbirth/ delivery 

Postnatal Care 

Abortion services (where they 

are legal) 

Post-abortion care 

2.5n  GBV care
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Perceived knowledge and skills for providing SRH services 

Health professionals were asked about their perceived knowledge and skills for providing 

SRH services. For each SRH service they reported to offer, they were asked about their 

perceived knowledge to provide the service to young people; their perceived skills to provide 

a physical examination to the patients, and their perceived communication skills for young 

people (15-24). Respondents were asked to rate on a 5-point Likert scale between being 

extremely confident to not being confident at all to provide the respective service. The 

percentage presented in table below combines the “very confident” and “extremely confident” 

statements that were defined as “sufficient.” 

Less than half  the respondents assessed that they have  sufficient knowledge to provide the 

respective service to adolescents and young people, with lower proportions for GBV (I: 

15.7%; C: 17.4%) and higher proportions for pregnancy diagnosis (I: 65.2%; C: 54.3%). 

Knowledge to provide information and counselling on SRH / Safe Sex to Young People was 

perceived sufficient by 34.8% of the professionals in the intervention area and 30.4% in the 

control area. Knowledge to provide information and counselling on contraception for young 

people was perceived sufficient by 44.9% of the staff in the intervention area and 39.1% in 

the control area. 

Health professionals also reported low on having sufficient skills to provide physical 

examinations: less than a third for STI/RTI diagnosis, post-abortion care and GBV; and about 

half for testing and counselling for HIV, pregnancy diagnosis, ANC, childbirth/delivery and 

PNC. 

Communication skills to provide SHR services were perceived sufficient by only about half of 

the health professionals across all services. 
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Table 41 Perceived knowledge and skills for providing SRH services to young people 

 

 

Acceptability and quality of youth friendly services 

One-third of health professionals reported to be interrupted by someone when providing 

services to young people. None of the health professionals reported that conversations or 

counselling sessions with young people can be heard by others. More than two-thirds of 

health professionals reported to have policies and procedures in place that guarantee the 

confidentiality of their patients. 

Half the respondents from the health centres reported having enough time for consultations 

with young people (I: 57.3%; C: 53.8%). Two-thirds reported that they think the adolescents 

and young people appreciate the services given to them, but fewer health professionals 

working in health centres in the intervention area reported believing that the community 

supports the health care they give to young people (I: 54.9%; C: 71.8%).  

Only 70.7% of the respondents from health centres in the intervention area reported that they 

fully agree with the MoH’s goals of providing youth friendly SRH services, and even less in 

Sufficient 

knowledge to 

provide this service 

to young people

Sufficent skills to 

provide a physical 

examination to 

young people

Sufficient 

communication 

skills for young 

people

% % % N

Intervention 34.8 - 48.3 82

Control 30.4 - 32.6 41

Intervention 42.7 - 46.1 69

Control 37 - 37 34

Intervention 55.1 49.4 52.8 87

Control 41.3 47.8 56.5 45

Intervention 14.6 15.7 20.2 41

Control 23.9 21.7 26.1 24

Intervention 44.9 - 47.2 78

Control 39.1 - 39.1 39

Intervention 31.5 33.7 34.8 55

Control 15.2 23.9 34.8 31

Intervention 44.9 42.7 51.7 84

Control 34.8 39.1 43.5 44

Intervention 65.2 60.7 65.2 87

Control 54.3 58.7 54.3 43

Intervention 52.8 50.6 56.2 88

Control 45.7 41.3 50 42

Intervention 59.6 61.8 57.3 82

Control 41.3 45.7 41.3 40

Intervention 50.6 50.6 50.6 87

Control 45.7 45.7 43.5 42

Intervention 0 0 0 1

Control 0 0 0 1

Intervention 29.2 29.2 34.8 69

Control 19.6 19.6 30.4 36

Intervention 15.7 20.2 25.8 57

Control 17.4 15.2 19.6 29

Information and counselling 

on condoms 

Testing and counselling 

services for HIV 

Information and counselling 

on SRH/safe sex 

Pregnancy diagnosis 

Antenatal Care

STI/RTI diagnosis 

Treatment for STIs/RTIs 

Care and support to young 

people living with HIV/AIDS 

Information and counselling 

on contraception, incl EC 

GBV

Abortion services (where 

they are legal) 

Post-abortion care 

Childbirth/ delivery 

Postnatal Care 
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the control area (61.5%). The proportion was even lower in hospital settings (57.1% in both 

areas). 

 

Table 42 Acceptability and quality of youth friendly services 

 

5.3 Family Planning  

A set of questions were asked to assess the level of knowledge of health staff on family 

planning, the FP method offered to young people, and their counselling practices for FP. 

 

Knowledge of family planning methods 

75.3% of the health staff in the intervention area reported knowing the WHO eligibility criteria 

for the use of FP services, compared to 78.3% of the control group3. 87.6% of the 

professionals in the intervention group were able to cite at least five modern family planning 

methods, for 80.4% in the control group. Implants, IUDs, pills, male condoms and injections 

were the most citied family planning methods by the health professionals. 

 

                                                
3 In Burundi, the Ministry has elaborated their own FP guidelines based on the WHO eligibility criteria. 

Health Centre Hospital Health Centre Hospital

% % % %

% of health staff reported to be interrupted when providing health 

services to young people
31.7 28.6 28.2 28.6

% of health staff reported that conversations or counselling 

sessions were heard
0 0 0 0

% of policies or procedures in place that guarantee the 

confidentiality 
75.6 71.4 69.2 71.4

% of health staff reported to have enough time for your 

consultations with young people
57.3 85.7 53.8 57.1

% of health staff thinking that young people appreciate the health 

service 
69.5 71.4 71.8 42.9

% of community members supporting the provision of reproductive 

health services 
54.9 71.4 71.8 28.6

% of health staff agreeing with the MoH’s goals of providing 

YFSRHS to young people (fully agree) 
70.7 57.1 61.5 57.1

N 82 7 39 7

Intervention Control
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Table 43 Knowledge of FP methods amongst health professionals 

 

 

FP methods offered to adolescents 

The main family planning methods offered to adolescents are male condom (I: 76.4%; C: 

71.7%), female condom (I: 50.6%; C: 54.3%) and total abstinence (I: 44.9%; C: 34.8%). 

Those methods offered follow the reported preferences by the health professionals. In the 

control area however, more modern methods were offered and preferred by health 

professionals to adolescents, such as the pill (37% offered it to adolescents vs 18% in the 

intervention zone); injections and implants (10.9% offered it to adolescents vs respectively 

7.9% and 4.5% in the intervention zone). The results concerning male and female 

sterilisation are unexpected as such methods should usually not be preferred or offered to 

young clients, as they are not reversible. Such results translate either poor knowledge or 

understanding of health staff, or a measurement error occurring during data collection. 

Intervention Control 

% %

Health Staff knows the WHO eligibility criteria for FP 75.3 78.3

Health Staff knows at least 1 FP method 97.5 97.5

Health Staff knows at least 5 modern FP methods 87.6 80.4

Female sterilisation (tubectomy) 56.2 52.2

Male sterilisation (vasectomy) 55.1 50

IUD – coppert, intrauterine device 94.4 95.7

Injection 82 89.1

Implants 96.6 93.5

Pill 88.8 89.1

Male condom 89.9 84.8

Female condom 82 76.1

Diaphragm 24.7 10.9

Lactational amenorrhea method 44.9 34.8

Rhythm method / periodic abstinence  51.7 47.8

Withdrawal (coitus interruptus) 24.7 17.4

Emergency contraception 33.7 21.7

Total abstinence 36 28.3

Other methods 12.4 17.4

N 89 46
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Table 44 Offered and preferred FP methods for adolescents 

 

 

Family planning counselling 

Health professionals were asked if, upon providing FP counselling, they explain how to use 

the method; side effects that may occur and how to deal with side effects; what other 

methods exist; when to come for follow-up. Last, they were asked if, in case of non-

availability of wanted method, clients were referred. To all those questions, health staff 

responded positively in very high proportions in both intervention and control area. 

Appointments with the client for a follow-up at the health facility is slightly lower in the 

intervention zone and compared to other indicators (86.1% reported doing so). 

FP method 

offered  to 15 to 

18 year olds

Preferred 

method for 15 to 

18 year olds

FP method 

offered  to 15 to 

18 year olds

Preferred 

method for 15 to 

18 year olds

Female sterilisation (tubectomy) 2.2 0 6.5 8.7

Male sterilisation (vasectomy) 1.1 0 4.3 6.5

IUD 4.5 0 10.9 8.7

Injection 7.9 1.1 10.9 8.7

Implants 4.5 1.1 8.7 8.7

Pill 18 2.2 37 19.6

Male condom 76.4 62.9 71.7 63

Female condom 50.6 32.6 54.3 45.7

Diaphragm 2.2 0 2.2 4.3

Lactational amenorrhea method 1.1 0 4.3 4.3

Rhythm method / periodic abstinence 1.1 0 6.5 6.5

Withdrawal (coitus interruptus) 0 0 0 0

Emergency contraception 1.1 0 2.2 0

Total abstinence 44.9 38.2 34.8 32.6

Other method 1.1 1.1 2.2 0

None 4.5 4.5 6.5 2.2

N 89 89 46 46

Intervention Control
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Table 45 Family planning counselling, self-reported by health professionals 

 

5.4 Training in SRH 

Health professionals were asked about the training received in SRH services. 40% of all 

respondents reported to have received training on youth friendly health services in the last 12 

month or before, with notable differences between female health staff (21.3%) and male 

health staff (50.6%); 48.5% reported to have received training on FP counselling and 

contraception (again with differences across sex) and 32.3% reported on Supply Chain 

Management training. For all these trainings, the proportions of professionals reporting such 

training were much higher in the intervention area. The difference in responses from men 

and women is likely to be due to the distribution of men and women in the sample, and in the 

health facilities in general. 

 

Table 46 Trainings received  

 

Health 

Centre

%

Hospital

%

Health 

Centre

%

Hospital

%

If you offer a FP method to a person or a couple do you

explain to the client how to use the method/ how the

method is used?

97.5 85.7 100 71.4

Do you tell the client about side effects or problems she 

may have with the method?
94.9 85.7 94.6 71.4

Do you tell the client what to do if she experiences side

effects? 
94.9 85.7 94.6 71.4

Do you tell the client about other methods of family

planning that he/ she could use?
92.4 85.7 100 71.4

Do you make an appointment with the client to come

back for follow up?
86.1 85.7 97.3 57.1

In case the specific method the client wants to adopt is

not available or you experience stock out, do you refer

him/her to another facility/provider? 

96.3 85.71 97.3 100

N 79 7 37 7

Intervention area Control area

Youth Friendly 

Health Services

FP counselling 

and 

contraception

Supply Chain 

Management
 N

Sex

Men 50.6 55.4 36.2 83

Women 21.3 36.2 25.5 47

Type of Health Facility

Health Centre 40.5 49.6 32.2 121

Hospital 35.7 28.5 21.4 14

Intervention area 49.4 55 38.2 89

Control area 21.8 32.6 17.4 46

Total 40 48.5 32.3 135
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The health professionals were asked which SRH topic they would like to strengthen through 

training. Health professionals cited most often Care and Support for Young People Living 

with HIV/AIDS (I:82%; C:87%), followed by Information and Counselling on SRH and Safe 

Sex (I:79.8%; C:82.6%) and Information and Counselling on Contraception, including 

Emergency Contraception (I: 79.8%; C: 80.4%),Testing and Counselling Services for HIV 

(I:76.4%; C:80.4%), STI/RTI diagnosis (I:71.9%; C:82.6%), and GBV (I:71.9%; C: 78.3%).  

 

Table 47 Additional training interests 

 

 

5.5 Work Satisfaction  

Health professionals were invited to talk about their overall work satisfaction. All the staff 

(100%) in the intervention area reported high job satisfaction. 24% declared that there were 

rarely or never exhausted by the workload; while 40.2% declared that they sometimes were, 

and 35.4% felt they were “often” or “very often” exhausted, because of their workload. 

Despite the high workload, they report having sufficient time for their patients. Half of them 

reported that their work environment is supportive of their daily routine and more health 

professionals in the intervention area reported having the necessary support to give youth 

friendly health services (86.6%) compared to the control group (69.2%). Health professionals 

in the intervention area have more often the feeling that their work performance is 

appreciated by their co-workers (96.3%) compared to the control area (59%). Health 

professionals reported receiving feedback once a week more often, with higher frequency of 

feedback sessions in the intervention area compared to the control area.  

Health professionals in the intervention area are less satisfied with their salary (<50%) 

compared to the control (61.6%). 

Intervention Control

% %

Care and support to young people living with HIV/AIDS 82.0 87.0

Information and counseling on SRH and safe sex 79.8 82.6

Information and counseling on contraception, incl. EC 79.8 80.4

Testing and counseling services for HIV 76.4 80.4

STI/RTI diagnosis 71.9 82.6

GBV 71.9 78.3

Treatment for STIs/RTIs 66.3 84.8

Post-abortion care 61.8 78.3

Delivery 59.6 78.3

PNC 59.6 78.3

ANC 53.9 73.9

Pregnancy diagnosis 44.9 58.7

Information and counseling on condoms 41.6 65.2

Abortion services 33.7 39.1

N 89 46
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Table 48 Work satisfaction 

 

5.6 Beliefs and Perceptions of Health Professionals around SRH 

Perceptions and beliefs around SRH 

The same questions about beliefs and perceptions around SHR were asked of the young 

people as were asked of the health professionals.  

In our sample, 98.5% of health professionals reported that contraceptive methods are useful 

for birth spacing and avoiding pregnancies, 89.6% said that they are safe, the quality being 

controlled by the health authority, 96.3% that if side effects occur, they can be managed by a 

Health Centre Hospital Health Centre Hospital

% % % %

Staff with high job satisfaction 100 100 97.4 100

% of staff who state lacking skills to perform 

their task

(very) often 7.3 0 5.2 0

Sometimes 18.3 14.3 17.9 0

rarely / never 74.4 85.7 76.9 100

Staff feeling exhausted because of workload

(very) often 35.4 28.6 36.8 28.6

Sometimes 40.2 42.9 17.9 0

rarely / never 24.4 28.6 34.3 28.6

Frequencey of times when workload affects 

attention given to clients

(very) often 6.1 0 10.6 14.3

Sometimes 23.2 14.3 17.9 0

rarely / never 70.8 85.7 60.5 71.4

% of staff who state that their work 

environment is supportive of service delivery 

(Very) Supportive 50 14.3 43.6 28.6

% of staff who state that their work 

environment is supportive of YFHS delivery 

Yes 86.6 71.4 69.2 71.4

% of staff stating that their co-workers 

appreciate their performance

Yes, often 96.3 85.7 59 57.1

% of staff receiving advice on difficult cases 

from supervisor

Once a month 42.3 60 44.4 80

Once a week 40.8 20 37 20

Sometimes 14.1 20 18.5 0

Never 2.8 0 0 0

% of staff receiving advice on difficult cases 

from supervisor

Yes 98.8 100 94.9 57.1

% of staff satisfied with their salary

Very/ rather satisfied     50 71.4 61.6 14.3

N 82 7 38 7

Intervention area Control Area
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health provider, and 91.1% said that health professionals can be trusted in the community on 

what they say about birth control methods. There were no differences across sex, age 

groups, or Intervention/ control areas for those results. 

7.4% of respondents reported believing that children are a gift of God, so one should not use 

contraception, and an even smaller proportion reported that the use of contraceptives is a 

sin. 

Furthermore, 22.2% of respondents reported that contraceptives can decrease sexual 

satisfaction, and in similar proportions, that the use of contraceptive encourages infidelity. 

Again, there were no significant differences across the sex, age groups, or Intervention/ 

control areas for those indicators. 

Table 49 Perceptions and beliefs of health professionals around SRH 

 

 

Beliefs around pregnancy of unmarried women 

Better understanding perceptions of pregnancy of unmarried women in the community by 

health staff could help in understanding if and how unmarried women who become pregnant 

access maternal health services and family planning and are ultimately received by the 

service providers.  Respondents were asked a series of 7 questions related to community 

and individual perception of pregnancy outside of marriage and rate their agreement on a 

scale of 1 (complete agreement) to 5 (complete disagreement). The following 7 statements 

represents whether the health professionals fully or partially agreed. 

Half of the respondents agreed that women who get pregnant outside of marriage are 

considered ‘loose’ (“femmes libres”) and lose respect in the community (49.6%). 11.1% 

agree that if a girl gets pregnant, it is her own fault if she is shunned. There were variations 

across sex, age groups and Intervention/ control area to the same question. 

Half of respondents (54.1%) agreed that getting a girl pregnant outside of marriage is 

embarrassing for the boy/man’s family, but only about 9.6% agreed that if a woman in their 

family gets pregnant outside of marriage, they would want the pregnancy to remain a secret.   

33.3% respondents agree that unmarried women who are poor and have sex in exchange for 

food deserve the same respect as anyone else. About 90.4% of respondents agree that men 

who have children outside of marriage should support them in the same way as children born 

within marriage. 

Contraceptive 

methods are 

useful for birth 

spacing and to 

avoid 

pregnancies

Contraceptive 

methods are 

safe, the quality 

is controlled by 

the health 

authority

If side effect 

occur, they 

can be 

managed by a 

health provider

Children are a 

gift of God, so 

one should not 

use 

contraception

The use of 

contraceptives 

is a sin.

Contraceptives 

can decrease 

your sexual 

satisfaction

The use of 

contraceptive 

encourages 

infidelity.

People can trust 

what health 

professionals in 

this community 

say about birth 

control methods

N

Sex

male 97.6 88 96.4 6 2.4 24.1 16.9 88 83

female 100 95.7 97.9 8.5 6.4 17 21.3 97.9 47

Age

20-29 100 90.9 100 0 0 27.3 27.3 100 11

30-39 98.6 89.2 94.6 10.8 5.4 23 20.3 93.2 74

40-50 97.3 86.5 97.3 5.4 5.4 18.9 13.5 81.1 37

50+ 100 100 100 0 0 23.1 23.1 100 13

Intervention area 100 89.9 96.6 7.9 3.4 25.8 21.3 89.9 89

Control area 95.7 89.1 95.7 6.5 6.5 15.2 15.2 93.5 46

Total  98.5 89.6 96.3 7.4 4.4 22.2 19.3 91.1 135
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Table 50 Beliefs around pregnancy of unmarried women amongst health professionals 

 

Women who get 

pregnant without 

being married are 

considered as 

"loose woman" and 

lose respect in this 

community.

If a woman in my 

family gets 

pregnant without 

being married I 

would want her 

pregnancy to 

remain a secret.

Getting a girl 

pregnant outside 

marriage is 

embarrassing for 

the boy/man's 

family

Married women 

should not 

disclose if they get 

raped -- especially 

when they have 

children or if the 

husband/partner is 

still alive

If an unmarried 

girl gets 

pregnant it's her 

own fault if she 

is shunned.

Unmarried women 

who are poor and 

have sex in 

exchange of food 

deserve the same 

respect as anyone 

else.

Men who have 

children outside of 

marriage should 

support them  in  

the same way as 

children born within 

marriage.

N

Sex

Male 43.4 9.6 50.6 2.4 10.8 36.1 91.6 83

Female 59.6 10.6 57.4 4.3 12.8 29.8 87.2 47

Age

20-29 27.3 27.3 45.5 9.1 9.1 54.5 90.9 11

30-39 47.3 10.8 54.1 2.7 10.8 29.7 91.9 74

40-50 51.4 5.4 54.1 5.4 10.8 37.8 89.2 37

50+ 76.9 0 61.5 0 15.4 23.1 84.6 13

Intervention area 47.2 11.2 53.9 4.5 10.1 29.2 89.9 89

Control Area 54.3 6.5 54.3 2.2 13 41.3 91.3 46

Total 49.6 9.6 54.1 3.7 11.1 33.3 90.4 135
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6 Results of the Community Health Workers 

Survey 

The Community Health Workers (CHW) survey was carried out aimed at providing insight 

into their roles and responsibilities, with regard to SRH and how best to target future/possible 

interventions. The specific themes that are addressed in this section are: 

• Characteristics and profiles of Community Health Workers 

• SRH knowledge and skills 

• Level and quality of SRH service provision 

• Family Planning commodity distribution at community level 

 

The study was carried out in the same 8 provinces. In total, 114 CHWs were interviewed, 79 

in the intervention areas, and 35 in control areas.   

 

6.1 Background Characteristics of the Community Health 

Workers  

In the intervention area, a majority of CHWs were men (M: 66.2%; F: 33.8%), whereas in the 

control area, a majority of the CHWs were women (M: 28.6%; F: 71.4%). The difference in 

the two groups in terms of sex must be kept in mind throughout the results and it may have 

an influence on their status in the community and thus the response patterns. The majority of 

the sampled CHWs were married (91.3%) and above the age of 30.  

Most of the CHWs are of Catholic faith (I: 62%; C: 85.7%) and had primary school education 

(I: 68.4%; C: 80%). In the intervention area half of CHWs are also acting as peer educators.  
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Table 51 Background characteristics of Community Health Workers 

 

 

Most CHWs mentioned having an economic activity, with the broad majority working in 

agriculture (I: 75.9%; C: 91.4%). The mean years of work experience as a CHW totaled 7.3 

(6.3 - 8.3). In both areas, a majority of CHWs had been elected to their function by their 

community (I: 75.9%; C: 91.4%). 

% N % N

Sex

Women 33.8 25 71.4 25

Men 66.2 49 28.6 10

Missing 6.3 5 0 0

Age

20-29 11.4 9 5.7 2

30-39 32.9 26 17.1 6

40-49 27.8 22 42.9 15

50+ 27.8 22 34.3 12

Religion 

Catholic 62 49 85.7 30

Protestant 17.7 14 8.6 3

Other 20.3 16 5.7 2

Marital status 

Married 91.1 72 91.4 32

Other* 8.9 7 8.6 3

Education level

No education 19 15 11.4 4

Primary 68.4 54 80 28

Secondary and higher 12.7 10 8.6 3

CHW title/role

No other title 27.8 22 25.7 9

Peer educator 46.8 37 25.7 9

Other 25.4 20 48.6 17

Intervention Control

* includes: living with a partner but unmarried, in a relationship, widow, 

divorced and single.
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Table 52 Background of CHW activity 

 

 

From the community to the provincial level, the relationship with stakeholders engaged in 

community health was rated as very positive by the CHWs. Notably the lowest appreciation 

was given to the relationship with young people within the community. The collaboration was 

rated as positive in 69.6% of cases in the intervention group, to 55.6% in the control group. 

6.2 Sensitisation and Provision of Health Services  

CHWs sensitisation activities  

The respondents were asked to rate their activity level, their target population and what type 

of health promotion they are engaged in. 

A third of the respondents conduct household visits once a week (I: 37.9%; C: 31.4%), 

whereas the majority make household visits once a month or less. The majority of CHWs 

meet community members between 24 and 49 years of age. Only a third of the CHWs in the 

intervention area also engage with young people between 10 to 24 years of age.  

Intervention Control

% %

Do you practice another profession beside 

your role as a CHW?

Formal employment 6.3 2.8

Agriculture 75.9 91.4

Trade/ commerce 5.1 2.8

No other employment 6.3 0

Other 6.3 2.8

Number of years working as a CHW

0-5 38 34.3

6-10 26.6 8.6

10+ 35.4 57.1

Recruitment of CHWs

I was elected by the community 75.9 91.4

I was assigned by the local authorities 11.4 5.7

I was selected by an NGO 2.5 2.9

Other 10.1 0

Quality of relationship of CHW with other 

actors*

The community (in general) 94.9 94.4

Young people in the community (15-24) 69.6 55.6

Other CHWs 100 100

Association of CHWs 92.4 100

COSA (Comité de Santé) 94.8 83.3

Health Facility (FOSA) 97.4 100

CPPS (Dépôt central) 90.4 88.6

N 79 35

* Percentage of relationships rated as positive
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Suggestions of health topics to be discussed at community level meetings are first made by 

the CHWs themselves (I: 77.2%; C: 68.6%), followed by the Health Facility (I: 29.1%; C: 

33.3%). Community members, NGOs, village authorities and CPPS seem to have little or no 

role in suggesting topics included in community sensitisation. 

 

Table 53 Visits and sensitisation activities 

 

The CHWs were asked to list (spontaneously) the topics about which they sensitise their 

communities. The CHWs in the intervention area sensitise their communities more on SRH 

Intervention Control

% %

Frequency of household visits

Once a week 37.9 31.4

Once a month 36.7 31.4

Every 3 months 12.66 28.6

Every 6 months or less 8.9 8.6

Most frequently met population groups*

Men (24 - 49) 88.6 82.8

Women (24 - 49) 93.7 100

Young men (10-24) 73.4 57.1

Young women (10-24) 73.4 65.7

Children (0-9 ) 6.3 2.8

People > 49  44.3 62.8

Facilitation of sensitization meetings in 

the community

Yes 100 100

Frequency of community sensitization 

meetings in last month

0 3.8 0

1 22.8 5.7

2 27.8 40

3 16.5 28.6

4+ 29.1 25.7

Who suggests topics of community 

sensitization sessions

The CHW 77.2 68.6

Community members 2.5 0

Village chief/authority 6.3 2.8

CHW association 19 11.1

COSA 17.7 2.8

Health Facility (FOSA) 29.1 33.3

CPPS (Dépôt central) 3.8 0

NGO 1.3 0

N 79 35

* Mutliple answer possible
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topics in general, as well as on specific topics compared to the control area (I:82.3%; C: 

68.6%). More specifically, they reported sensitising on family planning and contraception at 

high levels (I: 87.3%; C: 85.7), and HIV/AIDS and other STIs (I: 78.5%; C: 85.7%). 

Sensitisation on child health was surprisingly very low (I: 3.8%; C: 8.6%). 

 

Table 54 Sensitisation topics  

 

 

Provision of SRH services: target population, guidelines and referral 

The CHWs were asked what kind of SRH services they are providing: to whom they provide 

the respective service and whether they have written guidelines; having IEC materials to 

distribute and whether they refer young people to other health facilities.  

The large majority of CHWs stated offering information on all SRH topics listed in the table 

below, including GBV and post-abortion care. In terms of medicine distribution and products, 

community-based distribution of contraceptives has not yet started (only condoms and pills 

will be distributed to current users--no uptake). 

Across all SRH services people younger than 15 years of age receive the least attention by 

CHWs compared to older age groups. CHWs in the intervention area target young people 

slightly more than the control area.  

The availability of written guidelines for CHWs varied across services. CHWs in the 

intervention area had fewer IEC materials available compared to the control area. Referrals 

of adolescents younger than 18 years of age took place slightly more in the intervention area 

compared to the control area.  

 

Intervention Control

% %

SRH in general 82.3 68.6

Family planning / contraception 87.3 85.7

Condoms 50.6 45.7

Emergency contraception 29.1 25.7

Maternal and child health 40.5 45.7

HIV/AIDS and other STIs 78.5 85.7

GBV 29.1 22.9

Post-abortion care 16.5 5.7

Child health 3.8 8.6

Nutrition 38.0 34.3

Vaccination 38.0 28.6

Malaria 46.8 62.9

TB 45.6 74.3

Pneumonia 55.7 62.9

Diarrhoea 24.1 28.6

N 79 35



 

 

 

87 

Table 55 SRH services provided by CHW 

 

 

SRH service Location

Sensitization 

/information

Distribution of 

medicine/ 

products

Adolescents 

<15years

Adolescents 

<18 years

Young people 

<24  years

Unmarried 

people

Ever received 

written guidelines 

or training material

Availability 

of IEC 

material

% CHWs who 

refer youth for 

this service (<18)

N *

Intervention 100 35.4 40 67.7 93.8 69.2 61.5 33.8 90.8 65

Control 100 41.7 12.5 58.3 91.7 58.3 79.2 45.8 62.5 24

Intervention 98.6 39.1 33.3 71 92.8 62.3 60.9 31.9 81.2 69

Control 100 46.7 6.7 53.3 86.7 37.7 73.3 46.7 70 30

Intervention 100 85 40 77.5 97.5 80 60 40 90 40

Control 100 75 18.8 75 100 87.5 68.8 43.8 68.8 16

Intervention 100 8.7 56.5 100 95.7 82.6 56.5 21.7 91.3 23

Control 88.9 11.1 22.2 88.9 100 77.8 66.7 55.6 77.8 9

Intervention 100 3.1 34.4 75 78.1 56.3 59.4 25 75 32

Control 100 0 12.5 68.8 93.8 68.8 56.3 37.5 62.5 16

Intervention 100 50 48.4 90.3 98.4 75.8 62.9 33.9 90.3 62

Control 100 43.3 60 86.7 93.3 80 73.3 43.3 83.3 30

Intervention 100 17.4 60.9 95.7 100 87 43.5 30.4 95.7 23

Control 75 25 37.5 50 87.5 75 50 62.5 75 8

Post-Abortion Care Intervention 92.3 0 23.1 38.5 76.9 61.5 46.2 38.5 100 13

Control 100 0 0 50 100 50 50 50 50 2

* N = Number of CHWs reporting offering sensitisation sessions

Type of service offered by 

CHW:

Percentage of CHWs offering SRH services to: Material availability and referrals

SRH

FP/ contracpetion

Emergency contraception

MCH

HIV/AIDS

GBV

Condoms
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Perceived confidence level for providing SRH services to young people 

The CHWs were asked for different SRH topics about their confidence level to sensitise 

young people, to refer them to the next health facility and to communicate with them about 

SRH issues. The table reports figures on CHWs who reported to be “very or extremely 

confident”.  

Only a small proportion reported to feel “very to extremely confident” to sensitise young 

people on different SRH topics. 70% of CHWs in the intervention area felt confident to 

distribute condoms compared to 56.3% in the control area. The confidence level for Family 

Planning was in general low (I:36.8%; C:30%).   

About two-thirds of CHWs in the intervention area felt confident to refer young people to 

another health facility. Confidence levels to communicate with young people were also rather 

low. The CHWs felt most comfortable to communicate with young people in the area of 

condom distribution (I:60%; C:62.5%).  

 

Table 56 CHW perceived level of confidence to sensitise young people on SRH 

 

 

CHWs were asked whether young people and their community accept the fact they offer 

SRH information/ services to young people. Over 80% of CHWs in the intervention area 

reported that according to them young people appreciate their services (I: 82.3%; C: 76%) 

and 81% said that their community supports it (C: 62.9%). 

 

SRH Services Location 

Level of 

confidence to 

sensitise young 

people

Level of 

confidence  to 

refer young 

people

Level of 

confidence  to 

communicate with 

young people

 N*

Intervention 36.9 66.2 48.4 65

Control 20.8 45.8 33.3 24

Intervention 36.8 63.8 47.8 69

Control 30 53.3 40 30

Intervention 70 80 60 40

Control 56.3 62.5 62.5 16

Intervention 34.8 52.2 39.1 23

Control 0 33.3 12.5 9

Intervention 43.8 59.4 50 32

Control 37.5 50 37.5 16

Intervention 41.9 59.7 54.8 62

Control 48.3 56.7 43.3 30

Intervention 30.4 65.2 47.8 23

Control 50 87.5 87.5 8

Intervention 38.5 69.2 69.2 13

Control 50 50 50 2

* N=Number of CHWs who reported doing sensitisation sessions on the respective SRH service

GBV

Post-Abortion Care

Sexual and Reproductive Health 

Family Planning 

Condom distribution 

Emergency Contraception 

Maternal and Child Health 

HIV/AIDS/STIs
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6.3 Training of CHWs in SRH  

Respondents were asked about what kind of SRH training they have received in the past. 

Nearly all CHWs reported to have received some type of training on SRH in general 

(I:88.6%; C:82.9%). There are no marked differences between the CHWs in the intervention 

and control area.  

 

Table 57 Health topics covered in previous training  

 

 

In general, only a minority of CHWs reported having received some training on delivering 

youth friendly health services. In addition, access and quality of training in this area varied 

greatly according to the sex and location of the CHW. In the last twelve months a higher 

proportion of CHWs recently accessed these trainings in intervention areas (34.2% versus 

2.9%). The majority of respondents mentioned they could apply what they had learned during 

trainings in their work (“theory into practice”). Over 90% of CHWs were trained on the referral 

of young people to health facilities, compared to 74.3% in the control area.   

Intervention Control

% %

SRH in general 88.6 82.9

Family planning / contraception 83.5 88.6

Condoms 69.6 82.9

Emergency contraception 54.4 48.6

Maternal and child health 65.8 68.6

HIV/AIDS and other STIs 92.4 97.1

GBV 56.9 54.3

Post-abortion care 30.4 17.1

Child health 53.1 68.6

Nutrition 64.6 80

Vaccination 75.9 80

Malaria 72.2 80

TB 75.9 85.7

Pneumonia 41.8 60

Diarrhoea 59.5 77.1

N 79 35
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Table 58 Training of CHWs on youth friendly services 

 

 

In terms of supply chain management training, 90.2% of respondents have never received 

training.  

6.4 Family Planning  

CHWs were asked several questions about family planning methods, their counselling style 

and their opinions and attitudes towards young people. To ensure a correct assessment of 

their knowledge level, respondents had to cite all methods known without any probing/help 

from the interviewer.  

 

Knowledge of CHWs on FP methods 

In general, knowledge on FP methods is high in Burundi, but knowledge is even higher in the 

control districts (can cite at least 5 modern methods: I: 87.3%; C: 100%). In settings, the 

male condom and injections were commonly the most that were cited. The diaphragm and 

emergency contraception were cited the least. In terms of knowledge of traditional methods, 

periodic and total abstinence were the most cited methods, however in lower proportions 

compared the most to cite modern methods. 

N

Training 

received

Training 

received

<12m >12m

Sex

men 32.2 11.9 34.6 88.5 91.5 59

women 10 0 60 100 80 50

Intervention area 34.2 5.1 38.7 93.5 91.1 79

Control area 2.9 8.6 0 75 74.3 35

Training on 

Referring 

young people

Training on Youth Friendly Health Services

Perceived 

quality of 

training

“Theory into 

practice”
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Table 59 Knowledge of CHWs on FP methods 

 

 

FP methods recommended by CHWs to adolescents 

CHWs were asked about which contraceptive method they would recommend to adolescents 

aged 15 to 19, if asked. Although it seems that a majority CHWs of the intervention area 

mentioned that they would suggest at least one type of modern method to adolescents (I: 

94.9%; C: 97.2%), when asked which method they would advise, 50.6% of the respondents 

in the intervention group answered male condoms, 36.7% total abstinence, 32.9% female 

condoms and 20.3% implants. The same methods were suggested in the control group, 

though injections were mentioned by 25.7% of the CHWs. 

Intervention Control     

% %

Can cite at least 1 modern method 100 100

Can cite at least 5 modern methods 87.3 100

Knowledge of modern methods 

Female sterilisation (tubectomy) 26.6 31.4

Male sterilisation (vasectomy) 17.7 37.1

IUD 88.6 97.1

Injection 87.3 88.6

Implants 92.4 100

Pill 94.9 91.4

Male condom 96.2 100

Female condom 83.5 82.9

Diaphragm 13.9 5.7

Emergency contraception 3.8 5.7

Knowledge of traditional methods

Rhythm method / periodic  abstinence  19 20

Lactational amenorrhea method 10.1 2.9

Withdrawal (coitus interruptus) 7.6 0

Total abstinence 38 42.9

Other traditional method 0 2.9

N 79 35
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Table 60 FP methods recommended by CHWs to adolescents 

 

 

Of the 71 (out of 114) CHWs who distribute FP commodities in their communities, the 

majority only distribute male condoms (I: 97.6%; C: 94.7%), and female condoms (I: 45.2%; 

C: 100%).  

6.5 Beliefs and Perceptions of CHWs around SRH  

 

Perceptions and beliefs of CHWs around FP 

The same questions that were asked of young people about beliefs and perceptions around 

SRH, also were asked of CHWs. The results capture the respondents who stated they 

‘agreed’ to ‘fully agreed’ with the statements. 

A majority of Community Health Workers (98.2%) reported that contraceptive methods are 

useful for birth spacing and for avoiding pregnancies. 90.8% agreed that the quality of FP 

products is guaranteed by the government. 95.4% were in agreement that if side effects 

occur, they can be managed by a health provider. 94.5% agreed that health professionals 

can be trusted in what they say about FP methods. There were no notable differences across 

sex, age groups, and whether respondents were from intervention or control zones.  

In the area of faith and the use of contraceptives, only 5.5% of respondents reported 

believing that because children are a gift of God, one should not use contraception. And less 

than 10% agreed that the use of contraceptives is a sin.  

Intervention Control

% %

At least 1  method proposed 94.9 97.2

At least 1 modern method proposed 83.5 80.2

No methods proposed 2.5 2.9

Female sterilisation (tubectomy) 0 0

Male sterilisation (vasectomy) 0 2.9

IUD 6.3 5.7

Injection 13.9 25.7

Implants 20.3 22.9

Pill 11.4 17.1

Male condom 50.6 40

Female condom 32.9 25.7

Diaphragm 0 0

Emergency contraception 0 0

Rhythm method / periodic  abstinence  1.3 2.9

Lactational amenorrhea method 0 0

Withdrawal (coitus interruptus) 0 0

Total abstinence 36.7 34.3

Other traditional method 0 0

N 79 35
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In terms of contraceptive use and sexuality, 13.8% of the sample agreed contraceptives can 

decrease sexual satisfaction. Finally, 18.3% of CHWs agreed that the use of contraceptives 

encourages infidelity. On that last question, there was a notable difference in age groups, 

with the respondents above 40 years old tending to agree in higher proportion with the 

statement compared to the under 40. 
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Table 61 Perceptions and beliefs of CHWs around FP 

 

Contraceptive 

methods are 

useful for birth 

spacing and to 

avoid pregnancies

Contraceptive 

methods are safe, 

the quality is 

controlled by the 

health authority

If side effects 

occur, they can 

be managed by 

a health 

provider

Children are a 

gift of God, so 

one should not 

use 

contraception

The use of 

contraceptives 

is a sin

Contraceptives 

can decrease 

sexual 

satisfaction

The use of 

contraceptives 

encourages 

infidelity

People can trust 

what health 

professionals in 

this community 

say about birth 

control methods

N

Sex

male 98.3 88.1 94.9 5.1 6.8 13.6 13.6 94.9 59

female 98 94 96 6 12 14 24 94 50

Age

20-29 100 100 90.9 9.1 9.1 9.1 9.1 100 11

30-39 96.9 93.8 96.9 9.4 12.5 12.5 9.4 96.9 32

40-49 97.3 86.5 97.3 5.4 5.4 10.8 27 91.9 37

50+ 100 91.2 94.1 0 8.8 23.5 26.5 94.1 34

Intervention area 97.1 91.4 94.3 2.9 5.7 14.3 25.7 88.6 35

Control area 98.7 91.1 96.2 6.3 10.1 15.2 17.7 97.5 79

Total (%) 98.2 91.2 95.6 5.3 8.8 14.9 20.2 94.7 114
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Beliefs around pregnancy of unmarried women 

The questions around perceptions of pregnancy among young unmarried women were also 

asked of CHWs.   

More than half the respondents agreed that women who get pregnant outside of marriage 

are viewed negatively and lose respect in the community (68.4%). The proportion of 

respondents agreeing with this statement increases across age groups, and was slightly 

higher in the intervention zone as well. 22.8% of CHWs agreed that if an unmarried girl gets 

pregnant, it is her own fault if she is shunned from the community. However, only 7.9% 

responded that if a woman in their family gets pregnant without being married, they would 

want her pregnancy to remain a secret. 

Another 72.8% agreed that ‘getting a girl pregnant outside of marriage is embarrassing for 

the boy/man’s family’. However, 91.2% of the respondents have stated that men who have 

children outside of marriage should support them the same way as children born within 

marriage. 

Finally, 2.6% of the CHWs agreed that married women should not disclose if they get raped -

- especially when they have children or if the husband/partner is still alive. No woman CHW 

agreed to this last statement, and no one agreed to the statement in the intervention area. 

And 21.1% of respondents agree that poor unmarried women who have sex in exchange of 

food deserve the same respect as anyone else.  
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Table 62 Beliefs of CHWs around pregnancy of unmarried women 

 

Women who get 

pregnant without 

being married are 

considered as 

"loose" women and 

lose respect in this 

community

If a woman in my 

family gets 

pregnant without 

being married I 

would want her 

pregnancy to 

remain a secret.

Getting a girl 

pregnant outside 

marriage is 

embarrassing for 

the boy/man's 

family

Married women 

should not disclose if 

they get raped -- 

especially when they 

have children or if 

the husband/partner 

is still alive

If an 

unmarried girl 

gets pregnant 

it's her own 

fault if she is 

shunned/ 

excluded

Unmarried women 

who are poor and 

have sex in 

exchange of food 

deserve the same 

respect as anyone 

else

Men who have 

children outside of 

marriage should 

support them   the 

same way as 

children born 

within marriage

N

Sex

Male 71.2 6.8 76.3 5.1 22 18.6 88.1 59

Female 62 10 66 0 22 26 94 50

Age

20-29 45.5 36.4 63.6 0 0 9.1 90.9 11

30-39 65.6 6.3 75 3.1 25 34.4 87.5 32

40-49 70.3 2.7 73 0 24.3 13.5 89.2 37

50+ 76.5 5.9 73.5 5.9 26.5 20.6 97.1 34

Intervention area 77.1 0 77.1 0 25.7 22.9 91.4 35

Control area 64.6 11.4 70.9 3.8 21.5 20.3 91.1 79

Total (%) 68.4 7.9 72.8 2.6 22.8 21.1 91.2 114
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7 Discussion 

This section summarizes some of the key findings from the survey and compares the results 

with other relevant sources such as the Burundi DHS 2010 and the Survey conducted by the 

Reproductive Health National Programme (PNSR) on “Scale and causes of contraception 

discontinuation and detereminants of family planning services utilisation” validated November 

2014. This discussion includes a presentation of the study’s limitations. 

 

Young people’s socioeconomic situation in Burundi 

The majority of the sample aged 15-24 years was single (73.9%) and lived with their 

parent(s) or a relative. Proportions of young adults 20-24 years old being married in the 

survey (F: 27.6%; M: 6.9%) were slightly lower than the findings from the DHS (F: 36.9%; M: 

17.1%). A potential reason for this difference may be that young people marry at later stages 

in 2014 compared to previous years, partly due to an improvement in the access to 

education. More than half of the sample reported being currently at school. 

The vast majority had some level of education; though 25% of the women aged 20-24 

reported having no education. Compared to the DHS, our sample seems to be better off 

regarding education, as in the DHS, 21.1% of the 15-19 year-old females reported having no 

education, and 41.9% of the 20-24 year-old (urban and rural together). This may indeed be 

an effect of the improvements in access to education that the country has been implementing 

in the last decade. However, in our sample, between 20-26% of the young respondents 

declared the reason they stopped their education was because they could not afford the 

fees. 

One young person in two of our sample declared having a mobile phone, which is higher 

than that reported in the DHS for the overall population (13% in the rural area). Also, the 

proportion of households with a radio seem to have increased between 2010 (48.7% for the 

rural area) and 2014 (about 62% in our sample). In fact, 57.7% of the young women and 

72.7% of the young men in our sample reported listening to the radio at least once a week, 

similar to that reported in the DHS. 

Mostly single, the majority of the adolescents and young people interviewed are still 

dependent on their parents or caregivers for household and health care expenditures. The 

widespread perception of wealth was rated equal within the community. 

The places that young people visit differ whether they are currently at school or not, 

excepting religious services that are visited at least once a week by nearly 90% of the 

sample, regardless of their school attendance. Young people currently in school visit in large 

proportions a sports club (68%), whereas young people not in school participate in larger 

proportions in neighbourhood/community services (44.6%). Youth centres are visited by only 

14.4% of the adolescents and 7.9% of the young adults. Thus, the most relevant places to 

reach young people not in school are at the churches, community services and on the radio. 
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Sexuality education, information and knowledge 

Based on survey findings, about half of the surveyed young people have received sexuality 

education (only a third in the last 12 months), mainly through the school, leaving a large 

proportion of young people with no formal sexuality education. Despite some sexuality 

education, sexuality knowledge, however, was quite low and inconsistent. Young people 

have particularly low knowledge on women’s fertility patterns, and a slightly better knowledge 

of HIV related issues. Results highlight the relevance of investing in sexuality education, in 

terms of increasing its coverage, but also its quality for both in and out of school young 

people. In addition to the lack of quality information, the uneasiness among health providers 

to talk about sexuality with young people is also a contributing factor to this information gap. 

The fact that a significant number of young people report listening to the radio suggests a 

valuable channel for information and education communication. The fact that knowledge is 

higher on HIV related issues may reflect the efforts conducted by actors in the fight against 

HIV and Aids in the last decades. Also, often in Burundi, the church requires that an HIV test 

is done by the couple before they are married, thusly, young people receive information and 

counselling on HIV and Aids. 

 

Sexual debut and activity  

Amongst young people aged 15-24, about a quarter reported that they already had had 

sexual intercourse, of which the majority were married. Close to half of the young 

respondents that were in a relationship but not living with their partner, were sexually active. 

The DHS data reports that only 12.1% of the single population (all ages) had already had 

sex. As the DHS survey used a legal “single” definition (i.e not legally married), people in a 

relationship but not living under the same roof are included in the small percentage. Thus, 

the proportion of sexually active young people in our sample is much higher than was found 

in the DHS survey. This again may be the factor of improved access to education, where 

young women are marrying at a later stage, leaving them in a transition period where they 

are sexually active, but not yet married. 

In the adolescent group, 12.4% of the respondents have already had sexual intercourse. This 

percentage was the same found in the DHS. Survey data showed that on average, women 

have their first sexual intercourse at the median age of 19.2, while the median age for men 

was 18.9 years. DHS data reports a median age for women aged 20-24 years of 19.8. The 

median age for this age group amongst men was not reported in the DHS (numbers too low), 

but was in general slightly higher than that for women. 

 

Knowledge and use of modern contraception 

In Burundi, knowledge of modern contraceptive methods is relatively high, with over 93% of 

the sexually active young people being able to name at least one modern method of FP. 

Knowledge was slightly lower amongst the sexually non-active young people. That is 

explained by the fact that the main source of information on contraception is available at the 

health facilities. DHS data shows that 97% of women aged 15-49, and 98.1% of the men 

know at least one modern method. The PNSR report indicates that 95.7% of the respondents 
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(women 15-49 years) reported that they had heard of a method to space or limit births. 

Despite this knowledge, the use of contraception reported by surveyed young people was 

quite low, with 36.5% of women for any method and 21.3% for a modern method (including 

condoms), although the DHS data was lower with just 11.7% of women 20-24, users of 

modern contraceptives. The PNSR study showed great variations across provinces, with the 

provinces in our sample rating the lowest rates from 20.7% in Bururi to 30.8% in Gitega and 

55.8% in Ruyigi, compared to the Northern provinces for the utilization of modern 

contraceptive for women 15-49 years. The difference between the DHS and this survey 

signals a possible improvement in the intake of FP methods by younger women.  

Furthermore, the results show that about half of the young sexually active people are 

potential users of family planning methods, yet at the moment they are not current users, 

which means that although they are currently not using any method, they have nothing 

against a future use. Most of those potential users are found in the group of single young 

people or those in relationships, but not yet living with their partner. These non-users are at 

risk of unwanted pregnancies and/or STIs, especially with the low-reported use of a condom 

at last sex (one in four young men and less than 10% of the young women) and their 

reported use of less reliable natural methods such as the menstrual cycle day count.  

 

Perceived attitudes and beliefs around SRH 

Results related to stigmatising attitudes around pregnancy outside of marriage show that 

young people tend to have more conservative views than the providers who were  

interviewed through the survey (health professionals and community health workers), or that 

young people perceive their community as more conservative than it is. For example, 

proportions of young people responding that an unmarried woman who is pregnant is 

considered “loose” and loses respect in the community were higher when compared to the 

opinions of health professionals and CHWs. This may reflect a generational gap in 

perceptions, but it may also be that younger people experience stigmatising attitudes about 

this theme more strongly, when it concerns their age group, and are thus more likely to report 

it. Yet, young people also assessed more strongly the perception that, if a girl gets pregnant 

it is her own fault, if she is shunned in comparison to the adults. 

 

Similarly, more young people reported strong religious values against family planning 

compared to adults. In fact more than a third of the young people thought children are a gift 

of God and one should not use contraception, and that contraception is a sin. Less than 10% 

of the health professionals or the CHW had such views. Perceptions on decreased sexual 

satisfaction and increased infidelity related to contraceptives were higher in young people as 

compared to adult respondents. Because about half of the young people interviewed thought 

that the use of contraception encouraged infidelity may be put in the perspective of their 

perceived capacities to negotiate protection during sexual intercourse, rated negatively by a 

third of the respondents. The differential between young people and adults may be related to 

a gap in understandings about sexuality: where young people may more easily convey the 

beliefs and norms from their communities, where as health professionals may be more liberal 

due to training and sensitisation, as well as through meeting young people living in such 

situations in their daily work. 
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Confidence of health professionals to interact with young people about SRH 

The survey conducted with the health professionals showed that despite the fact that most 

professionals provide services in the field of SRH and have guidelines for those services, 

they report relatively low confidence in their knowledge and skills to provide services to 

young people. Similarly, community health workers have reported low confidence in having 

sufficient knowledge to sensitise young people on SRH and in knowing how to communicate 

with them about benefits and risks linked to the services. Furthermore, other indicators 

showed that only half of the health professionals declared having enough time for 

consultations with young people; that over half declared that they thought the community 

members supported the provision of SRH services to young people; and finally that about 

30% declared that they did not agree with the MoH’s goals of providing SRH services to 

young people. Those last figures also indicate that there may be barriers for health staff 

providing quality SRH services to young people, especially if they feel that the community is 

unsupportive of their work. 

 

FP counselling 

The results across the three surveys have shown some discrepancies in family planning 

service provision among health professionals, community health workers and young people. 

The vast majority of health professionals reported that they conduct informed decision 

making with their clients -- about side effects or problems that may occur with the method, 

and what to do in case they occur. However, just above half of young people who reported 

using injections (the most-used method) stated they had received sufficient information to 

make an informed choice, and about 70% of those using implants. The figures in the DHS 

2010 however were much lower (for women aged 15-49 years): 35.3% current users of 

modern methods stated that they were informed about side-effects or other problems related 

to the method used; 34.9% were informed about what to do in case side-effects occurred; 

and 67.9% were informed by a health professional about other FP methods that could be 

used. The PNSR study revealed that amongst women aged 15 to 49, 30% of the women who 

reported ever discontinuing a contraception method explained it was due to the occurrence 

of side effects. The PNSR study also included interviews with health services providers who 

have reported as the top three causes of discontinuation: (1) rumours around side effects; (2) 

religious believes; and (3) occurrence of side effects. 

The discrepancy between the reporting of health professionals and the young users needs to 

be further investigated through qualitative methods to understand if health professionals are 

in fact not fully explaining side-effects  due to a lack of time or a lack of knowledge, or if they 

are providing this information, but it is not well understood by young people. 

 

Adolescent pregnancy 

In our sub-sample of adolescent girls (N=407), 6.1% reported they had a pregnancy in the 

last 12 months. The proportions of adolescent girls who already had a pregnancy was higher 

in the group of married young women, and the proportions were higher in the more rural and 

remote provinces such as Cankuzo, Ruyigi and Karusi, hinting that women in more remote 
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areas may become sexually active earlier (and thus get married) or may be married at a 

younger age (and thus become pregnant). 

According to the draft adolescent health strategy (2014) and based on the DHS 2010, 11% of 

the adolescents have already started their fecund life (7% already have a child and 3% were 

currently pregnant with their first child). The strategy refers to studies that have shown that 

sexual debut can be as early as 10-14 years old and utilization of contraceptive methods is 

very small: 1.3% amongst the 15-19 year-olds. 

 

Physical and sexual violence  

Reporting experience of physical and sexual violence (ever and in the last 12 months) by 

young people is of serious concern – especially young women. A quarter of the female 

respondents reported being a survivor of sexual violence, and most of those were committed 

by a person known to the survivor (friend/colleague/ neighbour or by their current partner).  

The DHS in 2010 did not collect information on sexual violence. The adolescent health 

strategy states that gender-based violence is a reality in Burundi and concerns adolescents 

and young persons in its various forms (sexual, physical, psychosocial and economic). 

According to the strategy, the most frequent form of GBV is sexual violence and concerns 

girls and young women mainly. 

 

The levels of reported gender-based violence can be put in perspective by the apparent low 

self-efficacy perception in negotiating sexual intercourse of women. A third of the women felt 

they did not have the power/self-efficacy to negotiate their wishes with regards to sexual 

intercourse, including using protection against pregnancy and STIs. In addition, assessing 

attitudes of young people related to interpersonal and gender-based violence, the survey has 

revealed high levels of tolerance for GBV, even by young women themselves. 44.2% of the 

young women (and 32.8% of the men) agreed that a man can hit his wife if she won’t have 

sex with him; this attitude is similar amongst married young people (37.9%). Also, a third of 

the women have assessed that a woman should consider it a private matter if she is beaten 

by her husband or partner, and it should not be discussed outside the couple. The difference 

in proportion between responses of young women and young men should be interpreted with 

caution, as a desirability bias may be emerging, with young men being less likely to report 

their approval of gender-based violence. Similarly, the DHS in 2010 asked women if it is 

justified for the husband to beat his wife, if she refuses to have sexual intercourse with him. 

41.1% of the adolescents girls agreed and 45.7% of the young women aged 20-24 agreed. 

Young men agreed with the statement in lower proportions: 29% for the 15-19 years old and 

20.5% for the 20-24 years old. 

Those figures reveal a certain tolerance for interpersonal and gender-based violence that is 

assimilated by young women themselves. Such tolerance is of public health concerns, as 

women may be less likely to seek care after an assault. This is problematic in case of sexual 

violence where women may need care for assault-related wounds, to prevent an unwanted 

pregnancy and to prevent STIs including HIV. Seeking health care services for a health issue 

that may be considered as private matter may prove problematic, and thus highlight the 

necessity to ensure privacy and confidentiality in SRH services. 
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7.1 Limitations 

This study has been conducted to collect baseline data in the intervention areas of the ‘Next 

Generation’ programme, and in two control areas. Data collected by this survey is therefore 

not representative on the national level. The selection of the intervention areas took place 

based on programmatic considerations, entailing a certain bias towards the selection criteria 

of the programme. Within the identified areas, data collection was organized in a way to 

ensure greatest possible representation and to minimize potential biases.  

The questionnaires contained slightly more questions than were analysed for this report. 

Some topics of interest were included in the instruments to obtain in an exploratory way 

potentially relevant data for the ‘Next Generation’ consortium, and to collect baseline data for 

activities that had only started. Accordingly, not all of these questions yielded sufficiently 

robust results. Themes such as detailed information on discontinuation of family planning, or 

on activities of health professionals and community health workers, were often not 

applicable, resulting in low numbers of observations. Only in the endline assessment can we 

expect a relevant increase in observations, which we will then analyse and compare to the 

baseline data. In this report, only results of broader relevance are included.  

Several measures to improve quality and to limit measurement and sampling error were 

applied, which are summarized below. The results presented in this report have to be 

interpreted with careful consideration of these aspects. 

We decided to use electronic tablets for data collection with the intention to reduce errors 

during data collection and data entry. Electronic data collection has many advantages for 

data management and quality, such as automated probability checks and skip pattern. Data 

is directly entered electronically by trained interviewers, checked locally by a supervisor, and 

uploaded on a daily basis to a central server, where a member of the core team re-assesses 

the quality of the data. In principle, this allows for immediate quality checks of each record by 

an independent person, and for a control of consistency and plausibility of the data. Despite 

difficult logistics in the field, data was uploaded and counter-checked as often as possible. 

Through quality control measures invalid records were detected, which could be eliminated. 

These difficulties in the field resulted in a limited reliability when comparing the quality control 

interviews with the original dataset. In about 10% of the cases considerable inconsistencies 

were found, suggesting that there are some limitations to the quality of the dataset remaining 

after exclusion of data with known irregularities.  

Other errors during the data collection process must be considered in addition. As sexuality 

is a sensitive issue, the wording and translation of behavioural questions may lead to a 

wrong understanding of some of the questions. This can be addressed by a high quality 

survey instrument and sufficient training. Yet, as in any study on human behaviour, we 

cannot exclude a certain degree of misclassification error. For example, a person may be 

asked when he or she has started to become sexually active, or when he or she had sexual 

intercourse for the first time. An exact definition, wording, and translation of such questions, 

are key for reliable and valid answers. Even though we used standard questions derived 

from the DHS instruments, language and cultural specificities must be considered that are 

unique to the setting. Respondents might interpret differently whether a one-off sexual 

contact at an early age should be reported. In this study, twenty-five percent of sexually 
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active young people report their sexual debut to be earlier than at 15 years of age. Where 

sexuality is concerned, respondents might tend to give answers based on social desirability 

rather than on actual experience. If some young people would not want to report any sexual 

activity or the use of contraceptives, an underestimation of both sexual activity and use of 

contraceptives would be the consequence. In the case of contraceptive use, reporting bias 

might lead as well to an overestimation of the use of contraceptives if condoms, which are 

promoted for HIV prevention, are overreported in order to meet the expectations of INGO-

driven information campaigns.  

Misclassification can affect the results in several ways. Overall, the prevalence of certain 

behaviours may be misrepresented, leading to an under or overestimation of the occurrence 

of a certain type of observations. When two groups are compared, we need to additionally 

consider whether misclassification is at random between the two groups. In our case, 

random misclassification can be expected when comparing, for example, intervention and 

control areas. However, when social categories are compared, such as married and 

unmarried persons, we would expect an underreporting of sexual activity and the use of 

family planning methods among the group of the unmarried only. In this particular cultural 

setting, where moral norms are very strict for some groups in the population, differential 

misclassification can be expected, which must be considered as a limitation of this study.  

Reporting error may be a problem in the interviews with health professionals and community 

health workers as well. We would have expected answers conform to the official working 

rules and regulations. However, many health workers expressed deficits in knowledge and 

skills, which suggests that answers are reflecting their working reality. It has been suggested 

that partly, health workers may have an interest in additional training with all its benefits, 

leading to an underreporting of their knowledge and skills as an alternative explanation. In 

Burundi, in addition, health workers were not consequently sampled at random, but partly 

represent a convenience sample. 

The design of the study and the sampling strategy is another important source of potential 

bias, which can affect the representativity of the findings for the population the study aims to 

cover. As a balance between resources and compromises to quality needs were sought, we 

adopted the sampling strategy of the DHS and used a stratified cluster-sampling approach. 

Instead of household enumeration, a segmentation approach was used. This type of 

sampling may lead to greater correlation of responses within a cluster as compared to 

individuals living outside the sampled area. However, when design effects were compared 

between this study and a similar study conducted in Rwanda, where household enumeration 

and random selection were used, design effects were in a similar range. More generally in 

this study a certain clustering is expected as each cluster is assigned to one main health 

centre. Differences in service provision will similarly impact upon respondents living in the 

same catchment area, overlaying individual differences. This can be addressed through 

using adequate statistical survey techniques, but at the cost of some efficiency of the survey.  

We present the design effects for some key variables in ANNEX A. 

 

  



 

 

 

104

8 Conclusions 

SRH education and knowledge 

Half of the sample of young people aged 15 to 24 years interviewed reported having received 

some sexuality education. Such education is mainly received at schools. However, testing on 

basic knowledge on sexuality, reproduction and HIV has shown that the knowledge is 

inconsistent and globally low. Knoweldge around HIV and Aids seems better and this is 

mostly due to the combined past efforts in the fight against HIV. Whereas knowledge around 

fertility periods (low percentage of young people who responded correctly that a woman can 

become pregnant the first time she has sex) and on contraceptive means (low percentage of 

young people who responded correctly that the pill doesn’t protect from HIV) remained low. 

Also, results have shown that the self-rated self-efficacy to negotiate use of protection during 

sex or abstinence with a partner was rather low. This hints towards potential discrepancies 

between knowledge and practice. 

 

Youth friendly services 

The survey conducted amongst health professionals working in SRH services has shown 

that the self-rated capacities of providers to offer SRH services to young people was rather 

low. Only a third of the providers declared that they had sufficient knowledge to provide 

quality services to young people; their communication skills were also poorly self-rated; and 

about half of the providers thought they didn’t have enough time to provide quality services to 

young people. Close to a third of the providers did not agree with the government objective to 

provide youth friendly services. 

 

Family planning 

Despite a good knowledge of modern family planning methods amongst young people, the 

utilisation of modern contraception is low. The low utilisation of FP may be linked to the 

perceptions and beliefs around family planning that is not well-accepted, especially amongst 

young people. 

 

Gender inequalities and gender-based violence 

The surveys have shown widespread tolerant perceptions vis-à-vis gender inequalities and 

associated violence, as well as reported physical and sexual violence events. Gender 

inequality jeopardises autonomous decisions of women on their sexual and reproductive 

health, as has been reflected in the community survey (reported self-efficacy). Though the 

response to sexual violence is multi-dimensional and needs to include health services, 

psychosocial support and juridical services, preventive measures are to be rooted in the 

community in order to reduce the tolerance of gender inequalities leading to gender-based 

violence.  
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Annex A: Design effects for some key variables 

Result SE
95% CI, 

low

95% CI, 

upper
N

N(weighted

)
DEFF DEFT

No education 0.103 0.012 0.080 0.126 1214 1214 1.83 1.35

Currently at school 0.576 0.027 0.524 0.629 1213 1213 3.58 1.89

Married 0.148 0.014 0.120 0.176 1212 1212 1.98 1.41

Owns mobile phone 0.551 0.027 0.499 0.604 1213 1213 3.51 1.87

Has a radio 0.621 0.020 0.582 0.660 1213 1213 2.03 1.42

Uses internet 0.022 0.006 0.010 0.035 1196 1196 2.19 1.48

Poorer than other households 0.231 0.018 0.195 0.266 1208 1208 2.20 1.48

Has children 0.145 0.013 0.120 0.170 1214 1214 1.58 1.26

Adolescent pregnancy 0.061 0.013 0.036 0.087 407 407 1.22 1.11

Last pregnancy unplanned 0.444 0.039 0.368 0.520 263 263 1.60 1.26

Has received sexuality education, last 12 

months
0.313 0.019 0.276 0.350 1206 1206 1.95 1.40

Is sexually active 0.289 0.017 0.255 0.324 1212 1212 1.80 1.34

Has ever used SRH services 0.190 0.015 0.161 0.219 1213 1213 1.73 1.31

Has ever used any method of family 

planning
0.360 0.026 0.309 0.412 372 372 1.10 1.05

Has ever used a modern contraceptive 0.191 0.021 0.150 0.233 372 372 1.07 1.03

Has ever used a condom 0.090 0.022 0.048 0.133 372 372 2.09 1.45

Currently using long acting contraceptives 0.051 0.012 0.028 0.074 372 372 1.04 1.02

Currently using short acting contraceptives 0.140 0.020 0.101 0.179 372 372 1.22 1.11

Used modern contraceptive at last sex 0.184 0.020 0.146 0.223 372 372 0.95 0.98

Physical violence, last 12 months 0.067 0.009 0.050 0.084 1208 1208 1.46 1.21

Rape, last 12 months 0.113 0.013 0.088 0.138 744 744 1.24 1.11
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