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The Marketing Team at PSI/Tanzania entered 2016 thinking we needed to encourage 
healthcare providers – doctors, nurses, midwives and pharmacy staff – all over Tanzania to be 
more willing to provide access to contraception to unmarried adolescents. Working 
shoulder-to-shoulder with a handful of Human Centered Design specialists, we’ve found 
there’s an opportunity to look at our message and our messengers through a wider lens. 
 
While many adolescent girls need a trusted and accurate source of information about 
avoiding pregnancy, our message should do more than start and end with contraception. In 
Tanzania, adolescent girls will unlikely absorb information about contraception until 
they better understand their journey of development from girlhood to womanhood. 
Right now traditional ceremonies and teachings do a fine job of educating girls about aspects 
of their development. But, there are big, looming gaps in the teachings. If those gaps are 
filled, we can put contraception into a larger narrative about what it means to be and care for 
yourself as a Tanzanian woman. 
 
Furthermore, while sparking a better exchange about contraception between providers and 
unmarried adolescents continues to be a worthy goal, we recognize the need to think bigger 
about who else - in addition to medical providers - can serve as messengers of accurate, 
relevant, and timely information. There’s an opportunity to give more people - from 
government officials to parents to ADDO’s (accredited drug dispensing outlets) to 
influential community members - a greater, more informed and consistent voice about 
the benefits of some youth using contraception. Benefits that serve youth as well as the 
broader community. 
 
But, lets start from the beginning. 
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Background.  
 
In 2015 the team focused on teens. At that point, PSI/Tanzania was working with IDEO.org 
and funder/consultant Pam Scott. In January 2015, a 6-member team (Stacy Barnes, Rebecca 
Hope, Melissa Higbie and Twebese Rukandema, as well as, then translators, now team 
members, Irene Lukumay and Cathreen Bukuku) conducted two weeks of Design Research in 
the communities of Morogoro and Bagamoyo. The team found that, while there was a huge 
need for contraception among adolescents, there was little demand for it. They also found:   
 
Adolescent girls are biologically entering a new phase of life naturally leading them to be 
curious about sexual experimentation. However, many women lack agency to negotiate 
condom use with their partners. And, unmarried young women who do not yet have children 
have little societal permission to protect themselves by using other forms of contraception. 
 

Some men and boys associate women who carry condoms with sex work and 
thus look down on them (especially on adolescent girls) if they offer one before sex. 
It’s also common for men and boys to talk their female sexual partners out of condom 
use by holding trust hostage or leveraging diminished physical sensation as a reason 
not to use a condom.  
 
Societal permission for unmarried young women without children to use 
contraception is seemingly lacking. Through many conversations with peers, 
parents, providers, sexual partners and other influential stakeholders we found an 
overwhelming ‘condemnation of contraception’ for both short- and long-acting 
methods (excluding condom use by men). This perspective exists for many reasons: 
fear of hormones and infertility, inaccurate mythology, negative side effects, increase 
in HIV/AIDS, to name a few, and is outlined in greater detail in a section of this report 
titled: Reasons providers do and don’t grant access to youth. (Pages 11-14) 
 

In the absence of a formal call for Tanzanian citizens to collectively ban young unmarried 
women without children from using contraception, it may initially seem puzzling why there 
would be such strong alignment between disparate stakeholders. However, our research 
points to the insight that people in these communities, regardless of their professional 
occupation or position in society, want to share a community mindset. They want to 
project, through their actions and opinions, what the community perceives is “right.” This 
intrinsic and ultimately well-intentioned desire is likely a central reason why unmarried girls 
who don’t have children and are seeking contraception are often denied access by everyone 
in their path. Including providers. 

 
Providers are not just medical professionals. As individuals, they are also parents, 
community members and closely watched citizens of their communities. Many 
providers do not feel that their professional status gives them immunity from 



	   3 

disapproving parents or community members and fear the backlash they might 
suffer. On top of that many providers believe they could be legally punished for 
giving young unmarried women contraception. Again, this list of reasons is extensive 
and is outlined in this report on pages 11-14. 
 
It’s important to note that because of deeply ingrained and widespread disapproval of 
preventative measures and the far-reaching restrictions to contraception levied by 
providers, it’s possible girls are making the mental calculation that the best 
approach to pregnancy prevention is an ‘emergency’ method. Going to the “old 
woman with a stick” for an illegal abortion (the option they can afford and is widely 
known among their peers) may in fact appear to be the perceived safest option.  
 

Other important insights uncovered during the 2015 research relate to why many young 
women are engaging in sex. In many cases there are financial pressures and expectations 
that, for a Tanzanian girl, accompany her into puberty.  
 

Many girls have sex with boys their own age or older men for some type of 
financial gain. This can be in the form of gifts, food, money or other financially linked 
favors. Through conversations and role-playing we learned common gifts range from 
high-priced items like cell phones and clothing to seemingly basic necessities like a 
meal (often chips), school supplies and sanitary pads.  
 
Furthermore, while parents preach abstinence, some expect or encourage their 
girls to quickly become financially independent after puberty. In some cases, 
parents may even demand their daughters start contributing to the household 
income. However, practical guidance regarding how a girl might start a small business 
(on top of going to school… if she is still enrolled) or steps on how an adolescent girl 
achieves financial independence are often largely absent. This may lead to parents 
turning a blind eye to their daughters’ activities, even if they don’t know how she is 
beginning to support herself.  
 
Couple the pressure a girl may feel at home with lacking employment opportunities 
for Tanzanian women in general and it’s easy to understand why she may feel using 
her sexuality and entering into intimate relationships with men (this does not 
mean engaging in “sex work”) may be the only option she has to provide for 
herself.  
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Insights from the 2015 Design Research drove the creative process which launched with a 
Design Immersion in April 2015. Designed and led by Pam Scott with Rebecca van Dyck, the 
Immersion rallied a 32-person, multi-disciplined work party. The group was broken into five 
teams – each focused on a different design brief framed as a “How Might We…” question: 
 

HMW leverage youth culture to spark a teen-centric conversation about ASRH*? 
HWM rebrand contraception to dispel myths and change the conversation? 

HMW activate the support of men and boys? 
HMW catalyze providers to be more youth-friendly? 

HMW build on or create opportunities for girls to thrive? 
* Adolescent sexual and reproductive health. 

 
Several promising ideas were developed; however, by the Summer of 2015, the team put 
creative development on hold. While we felt that some of the ideas had potential to inspire 
more demand for contraception among sexually active adolescents, supply for contraception 
remained largely unavailable. To be clear, nearly all modern methods exist in Tanzania and 
the policy environment is very favorable toward ASRH (adolescent sexual and reproductive 
health), but a great many in the medical community remain quite reluctant to give access to 
contraception to unmarried girls and women.  
 
We realized that the next step of our journey needed to focus on inspiring the medical 
community to give adolescent girls access to all reproductive services they need – 
including contraception. In 2016, we turned our attention to healthcare professionals, 
starting with Design Research conducted in early March 2016. 
 
Over the course of two weeks, a nine-person research team (Stacy Barnes, Cathreen Bukuku, 
Melissa Higbie, Rebecca Hope, Shahada Kinyga, Irene Lukumay, Edwin Mtei, Madeleine 
Moore and Pam Scott) led research discussions in Morogoro, Bagamoyo and Dar es Salaam. 
We met with providers who ranged from doctors to clinic nurses and midwives to informal 
pharmacy staff. We also met with influential community members, like government health 
officials, nykanga consultants (traditional initiation instructors) and religious leaders, as well as 
some parents and adolescents. All in all, we met with 80 people who shared their thoughts 
and opinions on a wide range of topics to help us understand the nuance and narrative, 
culture and convictions around adolescent use of contraception in Tanzania. What follows are 
the highlights of that work.  
 
We should also note that just ahead of launching our Design Research, the Innovation Team 
(a new sub-group within PSI/Tanzania’s Marketing Team) worked with Stacy Barnes to 
reignite creative development of the 2015 concepts aimed at increasing demand for 
contraception among adolescents. Through rapid prototyping (developing and sharing 
concepts with end-users), the team engaged with almost 140 girls. The insights gleaned from 
these conversations also serve to inform aspects of this report. 
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Culture, tradition and talking about sex. 
 
PREFACE: In addition to exploring the interaction between providers and adolescents, we 
stood back from that exchange to understand the cultural issues that surround it. We found 
that some rather fundamental beliefs and practices are likely influencing how much girls are 
willing to seek out reproductive services and, when they do, the likelihood their visits to 
clinics and pharmacies will result in receiving the contraceptive services they need. 
 
 
There seems to be a pretty terrific gap in the knowledge most Tanzanian girls and 
young women have about their developing bodies. For instance, many girls admitted to 
having no concept about menarche until one day they find themselves bleeding… and 
terrified.  
 

“I did not know anything until one day I was washing dishes and saw blood.” 
Teen 

 
Parents, nykangas and even some healthcare professionals, expressed how little information 
they were willing or, in some cases, able to share with girls and a general reluctance to 
discuss anything related to reproductive health.  
 

“When my daughter found a condom and asked what it was, I couldn’t answer. I just told 
her to put it back.”  

Parent 
 
Reluctance to share information was based on this fundamental belief: 
 

“If you talk to a girl about it, you are giving her permission to go have sex.” 
 
‘It’ wasn’t just sex or contraception; ‘it’ seemed to be a blanket statement about much of a 
girl’s reproductive health.  
 
As we aimed to unpack what does and doesn’t seem culturally acceptable to discuss with 
teen girls, we found that, in Tanzania, talking about sex or reproductive health with 
adolescents is particularly taboo. When discussions do finally take place, girls and young 
women tend to learn about their bodies at key milestones – upon menses, before 
marriage and in preparation for childbirth – during traditional ceremonies that provide 
big spikes of information. We found certain topics were considered traditionally acceptable 
to discuss during these milestones; while other topics never made it into the narrative. For 
many Tanzanian communities, it’s tradition that guides what a girl learns and when.  
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At the start of menses, many girls are explicitly told not to discuss their periods with their 
mothers. It’s considered highly inappropriate for a daughter to mix her sexuality with 
her mother’s. They are never to speak of the girl’s menstruation, the girl is never again to see 
her mother naked, nor is the girl to ever again enter her parents’ bedroom (at least not 
without permission). 
 
Girls are encouraged to turn to trusted women in their communities or female family 
members for the information they need. Whether through ceremonial practices (such as 
ngoma; see Ngoma Sidebar) or more informal conversations, what tends to be emphasized 
is Personal Hygiene – specifically, how to keep yourself clean while menstruating. Menarche 
itself is also discussed but not in any detail.  
 
Tradition also suggests that, at this point, girls are told never to ‘sleep with’ a man. 
Abstinence is drilled into them with fear. Girls are told horrible things that will happen to 
them, their lovers or their male family members should they decide to be intimate with a man. 
Admittedly, this can be confusing. The word ‘sex’ is typically left unsaid, metaphors are used 
to describe body parts and a girl may pass through this training without ever realizing that 
she is actually fertile. Certainly Contraception is not discussed. 
 
Before marriage, young women are taught about Sex. What was once a terrifically taboo 
topic, takes center stage. At wedding ngomas, kitchen parties and other gatherings, young 
women (raised to be terrified of sex), are now taught every possible way to please a man. 
Positions and techniques are demonstrated in graphic detail, so much so that some venues 
have started refusing to host such events. Also discussed at this time is the topic of Fertility. 
 
Around childbirth, women are given still more information. They learn about Childbirth, 
Parenting and generally caring for their children. It’s not until a woman has had one or, 
preferably, two children that it’s considered culturally acceptable to begin discussing 
and using Family Planning.  
 
Generally speaking, the traditional Tanzanian narrative (which varies from tribe to tribe and 
village to village) of reproductive health in a young woman’s life looks something like this: 
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Even with big spikes of information, gaps remain. While the celebrated milestones do 
share knowledge, conversations currently don’t typically include Pre-Menarche (explaining 
body changes during puberty and setting expectations for menses), Menarche (truly what it is 
and what it means), Avoiding Pregnancy (beyond Abstinence through Fear) and 
Contraception. (It’s important to note that there have been so many successful campaigns 
touting the benefits of “family planning” that women in Tanzania, not surprisingly, associate 
contraception as being for women who have a family.) Clearly there’s an opportunity to bring 
timely information about menses and contraception into the traditional narrative. 
 
In addition to infusing more information into the traditional milestone celebrations, there’s 
also an opportunity to provide girls with an ongoing, consistent, confidential source of 
accurate information. Girls around the world are entering puberty earlier and getting 
married later… meaning they are now fertile and unmarried longer. This makes filling 
the gaps in their knowledge about sexual and reproductive health more critical than 
ever. 
 
Imagine if traditional ceremonies were more inclusive about what a young woman needs to 
know and when. Also imagine that, between traditional ceremonies, there was a trusted and 
consistent source of information about sexual and reproductive health. If both of those needs 
were met – more comprehensive education during traditional milestones and a trusted 
source to fill in the gaps – the narrative could look more like this: 
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NGOMA SIDEBAR. 
Ngoma is a traditional Tanzanian ceremony that marks milestones in a young woman’s life – 
most notably her coming of age when she begins to menstruate.  
 

“This is part of our culture and tradition – helping women develop.”  
                  Nyakanga, Dar es Salaam  
 
Manifestations of the celebration vary by tribe and not every girl in Tanzania is taken through 
the ceremony. For those who do, the process (referred to as “being danced”) can take days, 
even months, and concludes with a large party hosted by the girl’s parents. The cost of a 
ngoma ceremony is quite expensive and includes hiring a nykanga, a woman trained to 
properly lead a girl through this rite of passage and share with her appropriate teachings, 
now that the girl is a “woman.” Training by the nykanga varies by region but primarily focuses 
on three things: personal hygiene, showing respect and being smart.  
 
Personal hygiene. It appears the biggest emphasis of the training is hygiene – how to stay 
clean during your period, how to avoid anyone knowing you’re experiencing your period, 
how to wash your related garments in ways that keep them from public view, how to keep 
your private parts shaved, etc. You’re also told how to keep others around you clean by, for 
example, not sharing the same bar of soap and avoiding touching salt during your period. 
Training also includes traditional methods for collecting blood with rags (even though 
nowadays many girls prefer sanitary pads). Like so many things that nykangas teach, a girl’s 
cycle is explained in metaphor. Corn flour, red sand and charcoal represent vaginal mucus, 
bleeding and pubic hair. Girls are taught how to recognize the different stages of their cycles 
and care for their bodies throughout any given month.  
 
Showing respect. Nykangas greatly emphasize the importance of showing respect to your 
parents and to one’s self. A girl is made vigilant about how she dresses and appears in public 
– always careful to come across as a woman and no longer a girl. Now considered adults, 
menstruating girls often struggle to show respect to their parents because, in the girls’ minds, 
they are now equally adult. This tension appears to be especially directed towards their 
mothers. 
 
Being smart. This directive is code for avoiding pregnancy. Sex, how a girl gets pregnant 
and contraception are not typically discussed; instead, visual metaphors (a pot with a wooden 
spoon, mortar and pestle) are used to talk around the issue and make points about proper 
behavior. The concept of abstinence is fiercely preached in terrifying messages laced with 
fear. Girls are told that “sleeping with” (the word “sex” is avoided) a man will harm the girls’ 
fathers or give their lovers’ diseases or make their bellies big. The concept of contraception is 
not discussed. Even after this guidance, some girls do not understand they are now fertile. 
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Provider orientation to adolescent sexual and reproductive health. 
 
PREFACE: While the focus of our research was adolescent reproductive health, it should be 
noted that the focus of the medical community is much, much broader than that. The medical 
providers who spoke with us are on the front lines of caring for their communities. On a daily 
basis, they are addressing issues as pressing and varied as a cholera outbreak, work-related 
injuries, patients living with HIV or drug addiction or suffering from malaria. Even the most 
ardent advocates for youth access to contraception see a very limited number (maybe 6-10 
girls per month) of adolescent patients seeking reproductive services. The truth is that, if we 
don’t drive more sexually active adolescents to seek professional care, the medical 
community can do very little to address the teen pregnancy. Nor will providers have 
tremendous reason to give the issue or training to address it great emphasis. 
 
 
Generally speaking, healthcare professionals lack accurate and current information 
about adolescent sexual and reproductive health (ASRH). Very few providers we met had 
training specifically on serving the sexual and reproductive health needs of adolescents. This 
doesn’t mean that youth-specific technical training doesn’t exist. From what we gather, there 
is a Ministry of Health ASRH training program that was likely implemented among public 
sector providers. Our research focused on private clinics where we found ASRH training isn’t 
widely distributed, understood or, in some cases, believed. With little trusted information 
that teases out the reproductive health standards for youth from those of the general 
population, healthcare providers fill in the blanks to decide what’s best for their 
adolescent patients. Influences that help fill in the gaps include: 
 

Personal Bias  
“After puberty, all girls deserve to have family planning.” 

Doctor, Dar es Salaam 
 

“The government says we can give it to youth but we want to tell them this is wrong.”  
Pharmacists 

 
Societal Pressures  
“Boys go to school and are taught to take care of the family. Girls are given out for 
marriage.” 

Nurse, Bagamoyo 
 
Local Traditions  
“Some communities equate talking about menstruation to witchcraft.”  

Nurse, Morogoro 
 
Myths and Rumors  
“Contraception causes infertility. It will make your endometrium atrophy.” 

Provider, Bagamoyo 
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Cultural Norms  
“When girls start their periods, they are ‘danced.’ They are treated like women.”  

Pharmacist, Morogoro 
 
Religious Practices 
“I tell them ‘Pray to your lord and you will get pregnant.’”  

Nurse, Morogoro 
 
Interpretations of the Law  
“The government does not allow me to sell any type of medication to someone under 18 
without their parents.”  

Pharmacists 
 
“If the government said I had to give it then I will.” 

Provider 
 

And, most importantly, On-the-Job Experience. 
 

“In school you hear the subject (ASRH) once. Seeing cases is more experiential.” 
Nurse, Dar es Salaam 

 
“We educate youth based on our experience. Not on our training.” 

Nurse, Bagamoyo 
 

“I did not learn it (ASRH) at school. I did my own efforts to learn from my fellows.” 
Doctor, Dar es Salaam 

 
All of these influences shape how medical providers treat their adolescent patients. So, too, 
do past policies. Some past policies suggested developing bodies of adolescents make 
youth inappropriate candidates for many modern forms of contraception, including 
injectables, “sticks” and IUDs. While this contradicts today’s most modern standards, these 
dated practices still influence many provider opinions. Furthermore, given the high value 
placed on fertility, providers are extremely hesitant to take risks. So they stay with what was 
previously held to be true and exercise what feels most safe for girls. 
 
Without a consistent, trusted, up-to-date source of information about adolescent 
reproductive health, medical providers do their very best to avoid causing harm to 
youth. We believe that providers have the very best of intentions, even if the care they’re 
providing may not be up to current standards or even in line with guidelines provided by 
Tanzania’s own Ministry of Health. 
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Reasons providers do and don’t grant access to youth. 
 
We tasked ourselves with making a master list of the reasons most given by providers for 
either denying a girl access to contraception or granting it. We call these Gates (reasons to 
deny) and Keys (reasons to grant).  
 
But, it’s not all that straightforward. Some providers are particularly diligent in their inquiry 
into why girls need contraception. They deter girls by asking a myriad of personal questions – 
“How old are you?” “Why are you having sex?” “Who are you having sex with?” “Are you in 
school?” They confront girls with challenging barriers. “Bring in your partner/boyfriend.” “Get 
an HIV test.” “Get your parents’ permission.” And, lecture girls about how contraception will 
ruin their lives. 
 

“Before you take hormones, we need to do a lot of investigations. It will take a lot of time.” 
Provider, Dar es Salaam 

 
“When a teen who is under 18yo comes in and asks for contraception I will ask her, ‘How 
old are you?’ ‘Why do want it (contraception)?’ I tell her, ‘If you have contraception, you 
won’t be able to study for exams because you will only want to be with a man.’ I will only 
give it to her after she finishes school, only if her parents agree and only if the man 
assures me that he is going to marry her. Then it is plausible.” 

Nurse, Dar es Salaam 
 
With the best intentions for the girls (and, in some cases, to avoid potential risks to their own 
reputations), some providers make it nearly impossible for a girl to get the contraceptive 
services she needs. 
 
GATES 
Common reasons providers use to justify not granting access to contraception include: 
 
Age. When girls go to clinics for contraception, typically the first question providers ask is, 
“How old are you?” Age is one of the most common reasons that providers will not grant 
access to contraception. Providers use their own judgment to determine whether a girl is 
simply too young to be having sex or too underdeveloped to use many modern methods. In 
addition, many believed that 18 years old is the legal age when girls can access 
contracpetion. When we read some providers the Ministry of Health’s standard that, “All men 
and women including young people (10-24 years of age)…are eligible to access complete 
family planning,” most thoroughly rejected the notion of a 10yo using contraceptive products 
and services. 
 

“At 15, it’s too young to use family planning. I cannot do anything for her.” 
Nurse, Dakawa (outside of Dar es Salaam) 
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Risks to adolescent girls. Providers play it safe, often believing they're protecting a girl’s 
fertility by not exposing her to perceived dangers or long-lasting side effects of 
contraception.  
 

“(Family planning) can destroy something (ovaries). She can be made sterile and 
cannot have a baby.” 

Doctor, Morogoro 
 
Risk to their reputations. In addition to worrying about their patients, providers also worry 
about the risks they believe they may incur (and may have experienced) if they offer 
contraception to teens. 
 

“(If you provide access to a girl…) Parents can be very, very harsh.” 
Nurse, Morogoro 

 
The Ministry of Health (MOH) Guidelines. Even some senior health officials we met didn’t 
understand that there were Ministry of Health guidelines and standards that go far to state an 
adolescent girl’s right to contraception. These guidelines are simply not well known. 
 

“What do you mean...?!?!?! It is illegal to give someone under 18 contraception.”  
Ministry of Health Official, Dar es Salaam 

 
In School. There’s a strong bias against giving schoolgirls contraception. The prevailing logic 
seems to be that, if a schoolgirl begins using contraception, she’ll be more free to “be with a 
man,” will forget her studies and will eventually flunk out or drop out of school. Interestingly, 
we didn’t hear the reverse logic – that giving a schoolgirl contraception might help her avoid 
early pregnancy which is, of course, one of the main reasons girls drop out of school.  
 
Reason for having sex. As noted, some providers confront girls with personal questions. 
Asking girls why they are having sex is a common inquiry. In rare cases, a provider may think 
the reason is good enough (that they plan to get married, for example) he/she may provide. 
But this decision is left to the provider’s judgment.  
 
Abstinence only. Some providers believe that their job is to counsel girls on abstinence and 
provide no other reproductive services. Some do this in the face of the MOH guidelines. 
 

“This (MOH policy) is not correct. What we need is more information about abstinence.” 
Provider 

Religion. While we didn’t hear about religious-based barriers quite as much as we might 
have anticipated, there are some providers who lean on their spiritual and moral beliefs to 
refuse access to contraception. 
 

“It’s not proper for a young girl to buy condoms.” 
Pharmacy Staff, Morogoro 
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“My concern is that, according to religion, they don’t like these methods. They like natural 
methods.”  

Provider, Bagamoyo  
  

 
COMMON KEYS 
Common reasons providers name for allowing access to contraception to youth include: 
 
Current knowledge. When providers feel they have the knowledge to specifically and 
accurately treat adolescents, they are more inclined to grant access to a broad variety of 
modern methods. 
 
Rights of youth. When providers know and understand the rights of youth, they are more apt 
to follow the MOH standards. 
 

“I tell other providers that girls have a right to access.” 
Nurse, Morogoro 

 
“All men and women, including young people (10-24 years of age), irrespective of their 
parity and marital status, are eligible to access accurate and complete family planning 
information, education and services.”  

MOH National Family Planning Guidelines and Standards, 2013 
 

“All individuals have a right to receive services from family planning programs, regardless 
of their socio-economic situation, religion, political belief, ethnic origin, age, marital 
status, geographic location or other characteristics which may place individuals in certain 
groups. This right means a right of access through various healthcare providers as well as 
service delivery systems.”  

MOH National Family Planning Procedure Manual, 2011 
 
With an adult. When youth come to a clinic with a parent or auntie or some other adult, they 
are more likely to leave with the contraception they ask for. 
 
Community support. When providers believe that the community trusts them to do what’s 
best for adolescent patients, they are more likely to grant access to contraception. 
 
Girls know what to ask for. Interestingly, when a girl asks for a specific kind of contraception 
and seems to know what it is she’s asking for, providers are more inclined to give it to her. 
 

“If you don’t know what you want, I won’t give it to you.” 
Pharmacy Staff, Dar es Salaam 

 
“They ask for P2 by name.” 
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Pharmacist, Dar es Salaam 
Previous use. Providers suggest they may be more willing to give girls access to services if 
they have already used contraception. This may imply to providers that the girl has already 
received permission from someone else, perhaps a parent or another health provider, taking 
the pressure off of the current provider’s decision.  
 
For you or someone else? We heard from several providers (most commonly at the 
pharmacy or drug shop level) that when girls purchase contraception “for sisters, mothers or 
friends.” Providers seem more willing to sell contraception to girls if they believe is it going to 
an older (married) family member or friend. Some girls lie about this to access contraception.  
 
Married, mother or previously conceived. Nearly all providers, even those who are 
staunchly opposed to adolescent use of contraception, admit that there are exceptions to the 
rule. If a girl is married, she is more likely to gain access. If she is already a mother or is known 
to have previously conceived, she is also more likely. And, if there’s reason to suspect she is 
having sex against her will, she may also gain access. 

 
“At this age (10-14), a young lady is very attractive and may experience sexual assault (a 
reason to provide contraception).” 

Assistant Medical Officer, Morogoro 
 
Empathy. Last but not least is empathy, the ability of providers to imagine themselves in the 
shoes of the girls they serve. Empathy offers an incredibly compelling reason for providers to 
give girls what they ask for and need. In fact, we prototyped a training session that involved 
role-play between a provider and a 15yo patient named ‘Sara.’ This brief exercise conjured 
up an incredible amount of sympathy for the experience of girls seeking contraception. 
Providers took turns playing the role of Sara and, in doing so, noted that: 
 

“Sara was in fear before the provider.” 
“Sara was intimidated by male and old providers.” 
“Sara felt judged for her sex at 15yo.” 
“Sara did not get what she wanted.” 

Providers, Dar es Salaam 
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Provider spectrum. 
 
Surveying the landscape of providers we met, we see that they map along a spectrum from 
being adamantly opposed to adolescents’ access to contraception to being champions for it. 
We came to classify providers in four different buckets depending on their likelihood to grant 
access to all forms of contraceptive products and services to adolescent girls.   
 

 
 
 
Traits all providers tended to have in common – despite where they mapped on the 
spectrum – were:  
 
Very best intentions for all of their patients, including sexually active adolescent girls. Even 
providers who were denying girls contraceptive services were doing so out of concern. 
  
Concern for health outcomes. Providers are driven to be of service to their communities and 
want to see positive outcomes from their work. 
 

“It’s incredible seeing the impact of your work. When a client comes back and thanks 
you for helping them it feels good. “  

Provider 
 

“I like to give service to the community.” 
Doctor, Dar es Salaam 

 
As much as some believe in contraceptive methods, they struggle to feel contraception is of 
Tanzania or of its people. They appreciate Tanzanian culture and tradition but feel 
contraception is imposed and “from the outside.” 
 
They work along side other medical professionals who may hold very different points of 
view… and not even know it. From our conversations, it was clear that the issue of youth 
access to contraception isn’t one that’s much talked about, even among clinic co-workers. 
For example, after an interview with a Health Manager in Morogoro, we asked to speak to 
one of her colleagues. She said she’d bring us someone who was also a big advocate of girls’ 
access. The other provider turned out to be staunchly opposed. 
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And, here’s where and how they tend to differ: 
 

 
 
Given that Advocates in Attitude and Advocates in Action have the most positive affinity for 
girls and are more open to youth having access to contraception, we believe those two 
categories of providers represent the lowest hanging fruit and the best possible chance of 
delivering positive health outcomes that result in fewer unintended teen pregnancies. The 
majority of providers we spoke to are, to some degree or another, Advocates in Attitude. 
These providers need additional support, evidence and permission to give girls more 
complete access to contraception. Even Advocates in Action need our encouragement and 
support to break down societal barriers to the work they’re doing. 
 

“We need to educate the community so they trust what we are saying.” 
Nurse, Morogoro 

 
We also think that, if we can spark change and create momentum towards more providers 
granting access to contraception to youth, Passives will develop more interest in the issue 
and might eventually become part of the solution. There’s even a chance that, given enough 
compelling reason, Detractors may bend and start to see the benefit of granting more 
adolescent girls access to contraception. Currently the norm is not to provide contraception 
to adolescents, but if we can shift that norm, there may be a tipping point at which Passives 
and Detractors change their practice.  
 
So, how do we create more Advocates in Action? First, lets understand what advocates (both 
in attitude and action) have in common. 
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The advocate difference. 
 
When we drilled down deeper into Advocates in Attitude and Advocates in Action, we found 
that they shared two key traits: Openness and Empathy. 
 
Most definitely, advocates are more open to evolving their practice and expanding their 
knowledge – especially if it means providing better care to adolescent girls.  
 

“Come to us with training. Come see us in our environment to have the best impact.” 
Doctor, Dar es Salaam 

 
“Teach us how to better approach the youth… do role-play with us.” 

Nurse, Dar es Salaam 
 

“You have to invest in providers. Give us tools – like posters and information – that make it 
easier for us to provide services and easier for us to talk to the youth.” 

Nurse, Dar es Salaam 
 
Advocates also have very well developed empathy for adolescent girls in their 
communities. This sentiment goes beyond having girls’ best interests at heart or working 
towards better health outcomes. Advocates understand, in very human terms, the needs of 
girls and struggles that many face. Even without the role-play exercise mentioned previously, 
advocates aim to connect with girls in meaningful ways. 
 

“Nurses and doctors need to work extra hard to make people happy. It’s not medicine 
that most require. It’s compassion.” 

Nurse, Morogoro 
 

“You must put yourself in her shoes. You just don’t know what she is going through.” 
Health Manager, Morogoro 

 
“It’s important to sit with youth, be close to them and think what if she was your child… 
She needs help.” 

Nurse, Bagamoyo 
 
Empathy makes them want for these girls – want them to have bright futures, to live self-
directed lives or, at the very least, not be burdened by motherhood before they are ready. 
 

“What implications will this (pregnancy) have on her whole life? On her family?” 
Provider 

 
“If a woman at 16yo has a child, she is just a child having a child.” 

Provider, Dakawa (outside of Dar es Salaam) 
 
Taken a step further, we unpacked what Advocates in Action have that no one else does. 
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The unique difference of Advocates in Action. 
 
The following attributes work in concert and, in that regard, are only common to Advocates in 
Action. We believe critical to creating more Advocates in Action – providers who say they are 
for youth access to reproductive services and deliver on that belief – is to develop and 
nurture the following traits more broadly within the provider community. 
 
Current knowledge. Simply put, Advocates in Action have the confidence that comes from 
knowing the most current practices related to adolescent reproductive health.  
 

“I had training to help girls. I have the guidelines. I can explain all the methods.” 
Nurse, Morogoro 

 
Support. In some cases, they have a trusted resource for current and accurate ASRH 
information. 
 

“I had to call PSI to ask if it was okay to give a 15yo girl an IUD. They said, ‘yes.’ So now I 
know.” 

Nurse, Bagamoyo 
 
Permission. They understand their rights and the rights of girls who come asking for 
reproductive services. 
 

“I have the right to provide these services and youth have the right to be here.” 
Nurse, Dakawa (outside of Dar es Salaam) 

 
Perspective. They make educated decisions, weighing the risks to determine what is best for 
their patients. They understand that early pregnancy is far more likely to harm a sexually-
active adolescent girl than modern methods of contraception. 
 

“Contraception saves lives. Fewer girls are dying from abortion.” 
Nurse, Morogoro 

 
“Yes, methods have problems but much fewer than early pregnancy.” 

Nurse, Bagamoyo 
 
Personal stories. For them, the issue of teen pregnancy is personal. Many can tell of close-to-
home stories (often tragic) that made tangible, deeply personal and unforgettable the 
importance giving adolescent girls access to contraception.  
 

“Since my neighbor’s daughter had her abortion, I put up a poster to say, ‘Avoid Teen 
Pregnancy.’” 

Provider, Bagamoyo 
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Influencing positive outcomes. 
 
When we look at the opportunity to a) improve the interaction between a sexually active 
adolescent girl and a medical provider and b) increase the likelihood that the provider will 
grant access to contraception, we realize that their exchange – the 5 to 20 minutes when the 
girl is in the presence of the provider – is just one moment in a series of many moments likely 
to impact the outcome of their discussion. While the time they spend together is 
incredibly important, what also must be considered are the many influences 
surrounding their interaction and support (or not) the likelihood that a provider will 
give the girl what she wants and needs.  
 
Instead of just focusing on the provider-girl interaction, we also want to support what else 
most likely influences the visit’s outcome. These influences include what happens before the 
exchange at the clinic (1), what happens during the exchange (2), what happens after the 
exchange (3), as well as, public opinion on the exchange (4) and the likelihood that a girl will 
show up at a clinic in the first place (5, 6). 
 

 
 
1. BEFORE 
To create more Advocates in Action, there needs to be accurate, current, technically-sound 
information about ASRH more broadly distributed to medical providers in Tanzania. We 
believe it’s not only imperative to advance provider knowledge but also boost their 
confidence. For certain a handful of the providers (especially those in the public sector) we 
met had had adolescent-specific training. Our hunch is there’s an opportunity to update the 
content, to deliver it in a human-centered way (like the role-play that inspired empathy) and 
to spread these teachings more broadly; however, before we reinvent the wheel, PSI plans to 
thoroughly investigate what training and related materials are currently available. 
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2. DURING 
One of the most consistent reasons providers refuse to give girls contraception is the fear 
that the most effective methods will harm a girl’s developing body and, therefore, her future 
fertility. Well-meaning providers play it safe by preaching abstinence or, perhaps, the use of 
condoms. Furthermore, the current narrative around contraception – that it is often obtained 
at ‘family planning’ clinics, that it’s called ‘family planning’ and comes from labels like ‘Familia’ 
– suggests that contraception is not designed for unmarried girls who are not planning a 
family. We believe one way to change the dynamic is to create, promote and offer a youth-
specific brand of contraceptive products and services. In doing so, we hope to offer 
providers more reason to feel confident giving girls contraception. And, we hope it will give 
girls more permission to ask for products specifically suited to their needs. 
 
3. AFTER 
Until fully serving the reproductive health needs of adolescents has become more routine 
within the medical community and public opinion of it has become more positive (or at least 
has been neutralized), emerging Advocates in Action will need consistent and ongoing 
support of their ASRH practice. This can take shape in many forms – provider-to-provider 
mentoring, advice hotlines, continuing education programs, etc. However ongoing support is 
delivered, it’s important to continue to give providers who support access to youth the 
permission, encouragement, confidence and knowledge to continue their practice. 
 
4. WIDESPREAD SUPPORT 
While we need to directly support Advocates in Action, we also need to create more 
widespread support for adolescents’ access among the broader population. There’s an 
opportunity to make more widely known (even within the government) the Ministry of 
Health’s policies and standards. There’s an opportunity to celebrate providers who are 
serving youth or spotlight women and communities benefiting from contraception. There’s 
an opportunity to position contraception as part of Tanzanian culture by merging long-held 
traditions with modern methods. The point is that adolescent use of contraception needs a 
widespread reframe – a reframe that gives emerging Advocates in Action a sense of security 
that comes from growing community support, especially among parents, individuals in 
positions of authority and other people who providers are likely to respect.  
 
5. COMMUNITY DISTRIBUTION 
If we just think of “providers” as doctors, nurses and midwives working in clinics, we are 
potentially leaving talent on the table. There’s a much larger network of individuals – 
pharmacists, ADDOs (accredited drug dispensing outlets) and even CHWs (community 
health workers) – who are spread throughout Tanzanian communities and are currently 
underleveraged in their ability to support adolescent girls. Some, like pharmacy staff, are 
actually able to provide a few methods of contraception. But all represent community touch 
points that, with proper training, could disseminate accurate info to girls and drive referrals to 
clinics. 
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6. TRADITIONAL MILESTONES 
We know that there are already traditional ceremonies and ceremony leaders who teach girls 
information about reproductive health. Still, there’s an opportunity to supplement these 
traditional teachings with more in-depth information about pre-menarche, menarche and 
contraception. We also know that there are often years in between these ceremonies, leaving 
girls particularly vulnerable in how they navigate being a woman and manage their sexual 
wellbeing. Therefore, there’s also an opportunity to be more supportive of girls throughout 
their journey from girlhood to womanhood. In both cases – the traditional ceremonies and 
the ongoing support of girls – these avenues can be leveraged to drive clinic referrals. 
 
Opportunities noted at Phases 2 (During), 4 (Widespread Support), 5 (Distribution) and 
6 (Tradition) will be the focus of our efforts during the Design Immersion held the week 
of March 28th.  
 

 
 
In Closing 
 
It likely goes without saying that curbing unintended teen pregnancy by increasing access to 
contraception among unmarried youth is no small task; however, we feel confident that there 
is good intention coming from medical professionals as well as the community at large. If we 
can tap into goodwill towards girls, help people feel more confident about doing their 
part, demonstrate the benefit of community support for youth access to contraception 
and generally make contraception feel more youth-appropriate and Tanzanian, we’ve 
got a shot – a shot at changing the lives and livelihoods of so many girls in Tanzania. 
When we gather on March 28th, this will be our charge and our challenge. 
 
 

 
 
So there you have it – the highlights from the learnings gleaned during the early March 2016 
Design Research. On Monday, March 28th, all Immersion participants will be tested on this 
information. (Don’t worry. The test will be more fun than it sounds.) Just to make sure you’ve 
been paying attention, one of the question on the test will be “What is this project’s secret 
color?” The answer is “Purple!” :-)  
 
If you have any questions about the content of this report, please reach out to any of the 
following people. Thanks for reading. See you soon! 
 
Stacy Barnes  Melissa Higbie Madeline Moore  Pam Scott 
sbarnes0984@gmail.com mhigbie@psi.or.tz   mmoore@psi.or.tz  pam@thecuriouscompany.com 


