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The Program of Action (POA) of the International Conference on Population and 

Development (ICPD) declared that adolescents have the right to sexual and 

reproductive health (SRH) information and services tailored to their age and needs. 

It provides that sexually active adolescents will require a special approach to 

family planning (FP) information, counseling and services which safeguards their 

rights to privacy, confidentiality and informed consent.

The goal of this study is to assess the ICPD 
POA’s objectives and recommended actions that 
address adolescent SRH issues through the 
promotion of responsible sexual and 
reproductive behavior and the substantial 
reduction of adolescent preg nancy. Along these 
objectives, the Philippine govern ment targets 
the following by 2022: reduce the adolescent 
birth rate (ABR) to 37–40, from 57 births per 
1000 women in 2013; reduce the proportion of 
adolescents who have begun childbearing to 
6%, from 10.1% in 2013; decrease the unmet 
need for modern FP to less than 5%, from 35% 
in 2013; and increase the contraceptive 
prevalence rate (CPR) to 65%, from 43% in 
2015.

We implemented a two-pronged approach to 
the study. We utilized STATcompiler, the online 
database of demographic and health surveys 
(DHS), to organize and consolidate data that 
are relevant to adolescent’s SRH. We tapped all 
six Philippine surveys (DHS 1993, 1998, 
2003, 2008, 2013 and 2017) to explore data 
patterns and trends. We also conducted a policy 
review focused on a subset of documents 
recently reported on by Melgar J. and 
colleagues in the 2018 article “Assessment of 
Country Policies Affecting Reproductive Health 
for Adolescents in the Philippines.” Finally, we 
integrated the data and policy reviews to 
present an informed evaluation of the current 
status of adolescent pregnancy and 
contraception in the Philippines.

Executive Summary

Executive Summary

Key findings include the following: 1) The ABR 
is high and the rate of decline is very slow 
compared to all other age groups; 2) 
Adolescents have much slower declines in the 
proportion of births that are unintended; 3) 
There is strong evidence that the rate of 
unprotected sex is a better predictor of ABRs 
than sexual activity per se; 4) Modern 
contraceptive use is continually rising, but more 
than half of sexually active adolescents are still 
non-users of modern contraceptives; 5) Policies 
on adolescents’ use of contraceptives have 
regressed from 1998 when Adolescent RH was 
included in the Department of Health’s (DOH’s) 
10-element RH Program until 2014 when the 
RH Law explicitly disallowed FP provision to 
minors in public facilities unless they had 
parental or guardian consent; 6) The DOH 
technical guidelines mainly promoted absti -
nence or are silent about contraceptives; 7) 
Religious doctrines and religious morality have 
been cited as the underlying principles in two 
policies. 

The study concludes that the Philippines did not 
meet the ICPD POA objectives of addressing 
adolescents’ SRH needs and reducing the 
adolescent birth rate significantly. This is mainly 
because government did not adopt a special 
program for sexually active adolescents, 
including information, counseling and services 
that guaranteed their right to privacy and 
confidentiality.
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Indicator Baseline Current % Change

Total fertility rate, 1993 & 2017 
(average no. of births per woman)3 4.1 2.7 -34.1%

Adolescent birth rate, 1993 & 2017
(births per 1000 women)4 50 47 -6.0%

Demand for FP satisfied by modern methods,
1993 & 2017, as percentage5 
• all women 15-49 35.8 56.1 56.7%
• married (includes live-in) women 15-49 35.4 56.9 60.7%
• all female adolescents 15-19 18.9 43.7 131.2%
• married female adolescents 15-19 19.3 46.6 141.5%
• sexually active unmarrried female adolescents 15-19 NA 13.8 NA

Live births delivered by 
skilled provider, 1993 & 2017 (%  of births)6 52.8 84.4 59.8%

Infant mortality rate, 1990 & 2017
(per 1000)7 40.5 22.2 -45.2%

Neonatal mortality rate, 1990 & 2017
(per 1000)8 19.3 13.6 -29.5%

Maternal mortality ratio, 1990 & 2015
(maternal deaths per 100 000 live births)9 152 114 -25.0%

The ICPD POA is a pivotal document that 
affirmed people-centered development and the 
centrality of reproductive health and rights in 
development strategies. Key among the goals of 
the ICPD were to reduce maternal and infant 
mortality and achieve gender equality and 
equity and women’s empowerment.

In the Philippines, implementation of the ICPD 
POA has been difficult and slow and associated 
with mixed results. For example, the infant 
mortality rate declined by 45% from 40.5 per 
1000 in 1990 to 22.2 in 2017;1 while the 
maternal mortality ratio declined by only 25% 
from 152 per 100 000 in 1990 to 114 in 
2015.2 Key challenges to the implementation of 
the program are the strong opposition to FP and 
reproductive rights by ultra-conservative 
Catholic groups; a health system that is 
fragmented and inequitable; and a general lack 
of appreciation for gender-responsive and rights-
based approaches to health and development.

Specific to adolescents, the ICPD POA declared 
that adolescents have the right to RH 
information and services tailored to their age 
and needs, including FP. Adolescents are 
defined by the WHO as persons between ages 
10 and 19. Sexually active adolescents will 
require a special approach to FP information, 
counseling and services which safeguards their 
rights to privacy, confidentiality and informed 
consent while acknowledging the rights and 
duties of parents.

Adolescent RH (ARH) was one of 10 elements 
in the RH program established by the DOH in 
1998 following the ICPD.10 In the beginning, 
the program was mainly implemented by local 
government units (LGUs), the Commission on 
Population and Development (PopCom), and 
NGOs supported by the UNFPA. Among NGOs, 
ARH services included the conduct of gender 
and sexuality education for adolescent girls and 
boys; the provision of integrated RH services 
including contraceptive services and supplies; 
the training of peer counselors; and advocacy 
for the RH Bill and ARH. The RH program of 
the DOH became the template of the RH Bill 
filed in 2001, which became law in 2012.

In 2012, the National Youth Commission 
triggered an alarm over the adolescent birth rate 
of 53 per 1000, which was reported then as 
the highest among six major economies in 
Southeast Asia.11 This was echoed in 2013 by 
PopCom and many other LGUs, especially 
cities, thereby adding to the clamor for the 
urgent passage of the RH Bill.12

During the 12 years that the bill moved through 
Congress, the specific program changed from 
“adolescent reproductive health” to “adolescent 
and youth reproductive health guidance and 
counseling” and “reproductive health education 
for … adolescents.”13 It is uncertain what or 
who the driver of the change was, but it reflects 
the significant religious-cultural resistance to 
ado les cents’ sexuality and use of contraceptives, 
particularly by the Catholic Church leadership. 

Another area of change is on parental consent 
for minors (i.e., below age 18) requesting 
contraceptives. The RH Bill was initially silent 
on the issue, implying that no consent is 
needed. Conservative legislators successfully 
pressed for a written consent requirement in 
government facilities.14 Progressive legislators 
fought for and won an exception clause for 
minors who have had a pregnancy or 
miscarriage. This exception, however, was 
struck down as unconstitutional by the Supreme 
Court in its 2014 decision.15 Government health 
facilities are now required to ask for written 
parental consent from all minors who ask for 
contraception, even from those who have 
children or have been pregnant.16

Apart from the 2013 to 2014 halt as the 
Supreme Court ruled on the constitutionality of 

Introduction
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Rationale, Aims and Objectives

The goal of the project is to monitor how the 
Philippines is implementing the objectives and 
recommended actions of the ICPD POA that 
apply to adolescents. Generally, POA 7.17 
exhorts countries to act to meet the FP needs of 
the population as soon as possible, and provide 
universal access to a full range of contraceptive 
methods by 2015. Specific to adolescents, POA 
7.44 aims to address adolescent SRH issues 
through the promotion of responsible sexual and 
reproductive behavior. POA 7.46 recommends 
that countries promote the rights of adolescents 
to RH education, information and care and 
greatly reduce the number of adolescent 
pregnancy, while POA 7.47 recommends 
programs to meet the requirements of sexually 
active adolescents for special FP information, 
counseling and services.

Parallel to these goals and recommended 
actions are the following key targets in the 
Philippine Development Plan (PDP)20 and the 
National Objectives for Health (NOH) that must 

the RH Law, it was stopped again from 2015 to 
2017 based on a new legal challenge by 
religious anti-FP groups. The Court ordered the 
Food and Drug Administration (FDA) to redo its 
process of certifying contraceptive products as 
non-abortifacients, and the DOH to stop from 
buying and distributing implants even if these 
had been approved earlier by the FDA. In late 
2017, the FDA certified 51 contraceptives 
including implants as non-abortifacients. 
Earnest implementation of the law began only 
in 2018.

The Supreme Court interventions mainly 
restricted access to contraceptive products and 
services, but not access to RH information, 
education and communication (IEC) services 
and materials. Subsequent annual reports of RH 
Law implementation from 2015 to 2017
—based on facility and DHS data—show slow 
improvement in key RH out comes, including the 
ado lescent birth rate.17 The slow improvement 
in ARH con trasts with widespread IEC and 
“demand generation acti vities” for all, including 
adoles cents. Annual RH reports are done by the 
National Implementation Team convened by the 
DOH in 2014, comprised of national 
government agencies, civil so ciety organizations 
(CSOs) and development organizations.18

be achieved by 2022:21 

• Reduce adolescent birth rate to 37–40, from 
57 per 1000 in 2013; 

• Reduce the percentage of adolescents who 
have begun childbearing to 6%, from 10.1% 
in 2013; 

• Decrease unmet need for modern FP to less 
than 5%, from 35% in 2013; and 

• Increase CPR to 65%, from 42.8% in 
2015. 

To reduce teen pregnancies and improve health 
outcomes from these pregnancies, the WHO 
recommends the following strategies: reducing 
marriage before age 18; creating understanding 
and support to reduce pregnancy before age 20; 
increasing contraception by those at risk of 
unintended pregnancies; reducing coerced sex; 
reducing unsafe abortion; and increasing the 
use of antenatal, childbirth and postnatal care 
among adolescents.22  

The RH Law as the application 
of ICPD in the Philippines is 
integrated with the Sustainable 
Development Goals (SDGs) 
through the Philippine Deve -
lop ment Framework (“Am -
bisyon Natin 2040”) of the 
National Eco nomic Develop -
ment Authority. The Frame -
work’s Agenda 10 calls for 
strengthening of the imple -
ment ation of the RH Law “to 
enable especially poor couples 
to make informed choices on 
financial and family planning.” 
The Philippine Development 
Plan 2017-2022 also affirms 
that the “country is committed 
to address maternal and 
reproductive health and 
accelerate the fulfillment of 
women’s rights.”19 

Had I known that 

young women 

could use pills, I 

would have used 

it and not gotten 

pregnant and 

with a child at 16. 

I wish they would 

let young people 

know these 

things when they 

do not want to be 

pregnant.

-AG, 17, single mother 
from a poor community 

in Malabon

Rationale, Aims and Objectves
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We utilized the DHS Program STATcompiler, an 
online database of demographic and health 
surveys (DHS), to organize and consolidate data 
that are relevant to adolescent’s SRH.23 We 
tapped all six Philippine surveys, namely DHS 
1993, 1998, 2003, 2008, 2013 and 2017. 
We made full use of the relatively large number 
and regularity of these surveys to explore data 
patterns and trends. We compared adolescents 
with all the other age groups, the baseline with 
the latest data (i.e., 1993 vs. 2017), and 
calculated the average annual percentage 
change. If available, we compared data sets of 
adolescent subgroups (e.g., one-year age 
groups). We converted data into line and bar 
charts to enhance the recognition of patterns 
and trends. Supporting observations accompany 
the charts. Numerical values and percentage 
changes are organized in tables in Annex 1. 

For the policy review, we focused on a subset of 
documents recently reported on by Melgar J. 
and colleagues in the 2018 article “Assessment 
of Country Policies Affecting Reproductive 
Health for Adolescents in the Philippines.”24  
Specifically, we reviewed the following 
documents that directly control policies and 

Methodology
programmes on ARH: the Responsible 
Parenthood and Reproductive Health Law, as 
modified by Supreme Court decisions; the 
abortion section of the Revised Penal Code; the 
President's Executive Order No. 12; 
Implementing Rules and Regulations of the RH 
Law, including changes mandated by the 
Supreme Court; the DOH’s Administrative Order 
on Adolescent Health and Development; the 
DOH’s Guidelines on the Adoption of Baseline 
Primary Health Care Guarantees for All 
Filipinos which mentions contraceptives for 
adolescents; the latest edition of the Philippine 
Clinical Standards Manual on Family Planning; 
Manual of Operations for the Adolescent 
Health and Development Program; guidelines 
for Adolescent Friendly Health Facilities; 
Adolescent Health Providers’ Training and 
Resource Materials; and the Department of 
Education’s Policy Guidelines for the 
Implementation of Comprehensive Sexuality 
Education. Finally, we integrated the data and 
policy review to present an informed evaluation 
of the current status of ARH in the Philippines 
and recommend strategies and interventions for 
accelerated progress.

Keeping these global and national quantitative 
and qualitative targets in mind, this monitoring 
report provides evidence on how well 
adolescents are protecting themselves from 
early and unintended pregnancy, and whether 
and how government policies are enabling them 
to resort to such protection. The specific 
objectives of the report are as follows:

1. Analyze the trends in ado les cent fertility, 
unintended pregnancy, sexual initiation and 

When I was 14, I got pregnant. I had an unsafe 

abortion and almost died from the complications. 

I know now that had I used contraceptives, 

I would not have gotten pregnant,  and would have 

avoided being placed in a very precarious 

situation.

- C age 19, now in a live-in relationship with one child

contraceptive use as reported in national 
demographic and health surveys.

2. Analyze the policy environ ment around 
access to contracep tive information and 
services.

3. Recommend strategies and interventions for 
addressing adolescent pregnancy in relation to 
the use of contraceptive information and 
services.
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1. Adolescent birth rates (age-specific fertility rates, 15-19) 
compared to other age groups 
in the country. It is premature 
to conclude that the teen birth 
rate is receding. The longer 
pattern presents a more accu -
rate picture. From start to end 
of a 24-year period (1993–
2017), birth rates declined by 
31% or more among adult 
women 20 to 49, and a mere 
6% among adolescents. 
Calculated as an annual ave -

Findings

Figure 1. Birth rates (age-specific fertility rates) 15–49, by age groups
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The Philippines' adolescent 
birth rate is high and has 
stagnated over the past two 
decades. It was 50 and 46 in 
1993 and 1998 (births per 
1000 women aged 15–19), 
climbed continuously until it 
reached 57 in 2013, and 
returned to 47 in 2017. (See 
Figure 1; data tables of all 
charts are in Annex 1 and use 
the same identifying number. 
Unless stated otherwise, data 
for adolescents, teens or 
teenagers refer to females aged 
15–19.) The current rate is 
higher than the average for the 
WHO's South-East Asia and 
Western Pacific regions, 
estimated in 2018 at 33 and 
14 respectively.25 

The 2017 decline is the 
largest ever for adolescents, 
but is markedly small when 

rage, the percent decline 
among adult women reached 
1.5% to 3.7% while that of 
adolescents was close to zero. 
(Bracketed figures in charts 
below show the average 
annual percent change—posi -
tive numbers for increases and 
negative ones for declines. The 
calculation method is des -
cribed in Annex 1.)

Teenagers participating in a community education session on sexual and reproductive health issues.

A. Demographic and Health Data and Trends
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Urban and rural areas

Rural areas had near constant 
birth rate declines from 1993 
to 2017 (Figure 2). In con -
trast, urban rates steadily 
increased from 1998 to 2013. 
It declined in 2017, but the 
urban rate is still above the 
lowest recorded in 1998. As a 
result, the large gap bet ween 
the two areas narrowed from 
36 births per 1000 in 1993 to 
13 in 2017. 

Moreover, the reduction 
among rural adolescents was 
nearly at the same pace as all 
other age groups in all areas 
(Figure 3). Only urban adoles -
cents registered an increasing 
trend in the 24-year period. 
From these data, it is clear 
that urban areas are critical to 
adolescent birth rate reduction.

Wealth quintiles

There are large wealth-related 
gaps in birth rates (Figure 4). 
Poorer adolescents have higher 

Education

Adolescents with the least 
education (none or primary 
only) have very high birth rates 
(Figure 5). Their 2017 rate is 
three times that of adolescents 
reaching secondary school and 
almost nine times the level of 
those with higher education.

In the last 24 years, birth rates 
increased among those with 
least education, opposite the 
downtrend in the two poorest 

quintiles. These patterns indi -
cate that education or years of 
schooling impact birth rates 
independent of women’s socio -
economic status. For example, 
women in school may have a 
stronger incentive to postpone 
childbearing or marriage. A 
reverse relation ship may also 
be at play—early pregnancy 
interrupts schooling, and raises 
the risk of stopping altogether. 

rates than wealthier ones. The 
gap has somewhat narrowed 
in the past 24 years, owing to 
declines in the poorest two 
quintiles and stagnation in the 
highest two. In 1993 for 
example, adolescents in the 
bottom quintile had 122 more 
births (per 1000) compared to 
those in the top. This gap was 
reduced to 65 in 2013 and 85 
in 2017. The larger gap in the 
last survey was caused by a 
worrisome increase among the 
poorest, opposite the decline 
in all other groups. 

Figure 2. Adolescent birth rates, by residence
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Figure 4. Adolescent birth rates by wealth quintiles
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Figure 5. Adolescent birth rates by education level attained
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Figure 3. Average annual percent change in birth rates, 1993–2017
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Another notable pattern is the 
upward trend among the 
middle and stagnant rates 
among the fourth and 
wealthiest quintiles. These 
groups had an average annual 
percent change of 1.4%, 
-0.5% and 0.3% respectively. 
It appears that adolescents 
with more resources and 
opportunities are not in their 
usual pattern of achieving 
better health progress.
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2. Unintended births (mistimed or not wanted at all) 

3. Teenagers who have begun childbearing (TBCs)

In 1993, adolescents had the 
best record of un intend ed 
births (i.e., lowest percentage; 
Figure 6). After 24 years 
however, other age groups 
achieved far greater progress 
in reducing unintended births. 
Thus by 2017, adoles cents 
have moved from best to 
middle-ranked. 

If birth rates (Figure 1) are re -
cal culated to show only unin -
tended births, the 1993 to 
2017 record appears much 
worse for adolescents (Figure 
7). Steeper drops are apparent 
in many age groups, especially 
those aged 20 to 39. Ado les -
cents reduced their unin tend ed 
births by an average of less 
than 1% per year, much lower 
than the 2% to 5% annual 
reduction achieved by other 
age groups. 

TBCs are females 15 to 19 
who are already mothers or in 
their first pregnancy during the 
sur vey. It is a cumulative 
measure of both teenage preg -
nancy (present, i.e., at the 
time of the survey) and 
mother hood (past to present). 
Unlike birth rates, TBCs are 
available in single-year groups, 
which will be the focus of this 
section.

In general, TBC rates have 
con sist  ently increased from 
1993 to 2013, and decreased 
slightly in the last survey 
(Figure 8). The pattern holds 
true for all ages, except for the 
19-year olds who recorded a 
peak rate in 2008, a slight 
decrease in 2013 and no 
change thereafter. 

Younger adolescents (17 and 
below) started low but reached 
higher rates of increase. 
Sixteen-year old teens had by 
far the highest average annual 
percentage increase at 5.8%. 
Next were those aged 15 and 
17 at 2.9% and 2.0% 
respectively. Older adolescents 
started high and still produced 

Figure 6. Percentage of births mistimed or not wanted at all, by age groups
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Figure 7. Number of unintended births per 1000 women, by age groups
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Figure 8. Teenagers who have begun childbearing, by single-year groups
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noticeable annual increases, 
averaging 0.9% and 0.7% for 
18 and 19-year old teens 
respectively.

Demographic and Health Data and Trends
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In all survey years, the great 
majority of female adolescents 
have not yet had sex (Figure 
9). However, this proportion is 
decreasing. The percentage of 
adolescents who ever had sex 
rose continuously from 1993 
to 2013, and fell slightly in 
2017. The same pattern holds 
true if we limit the count to 
those who had sex within the 
last year—fewest in 1993 
(7%), peak in 2008 to 2013 
(13%), and a slight dip in 
2017 (11%). 

However, the evident trend of 
rising sexual activity did not 
produce a matching pattern of 
increasing birth rates (Figure 

† As used in this paper, unprotected sex 
is sexual intercourse without the use 
of a modern contraceptive method.

‡ In the 2017 DHS, non-pregnant 
respondents were asked: “Are you or 
your partner currently doing 
something or using any method to 
delay or avoid getting pregnant?” 
Later, regardless of pregnancy status, 
all respondents who ever had sex 
were asked: “When was the last time 
you had sexual intercourse?” From 
these questions, we can expect that a 
calculated ‘modern contraception 
gap’ (MCG) will include sexually 
active pregnant women. Thus, the 
MCG figure will probably be slightly 
higher than rate of women having 

unprotected sex. We calculated MCG 
by subtracting the percentage of all 
female adolescents currently using 
any modern contraceptive from the 
percentage of all female adolescents 
who had sex within the last four 
weeks.

§ An expert reviewer correctly alerted 
us about the different methodology 
used in calculating birth rates and 
sexual activity. She also pointed to 
the rate of TBCs (teenagers who have 
begun childbearing) as the more 
appropriate measure to use in relation 
to sexual activity because the latter, if 
unprotected, can lead to early 
childbearing, and the TBC rate “is 
also an individual-level variable like 

sexual activity.” However, authors of 
this paper were concerned that the 
TBC rate includes a large number of 
past pregnancies and live births (i.e., 
teen mothers) which may have 
occurred years prior to the recent 
unprotected sex being analyzed (last 4 
weeks). For example, in the 2017 
survey, 7.0% were teen mothers, more 
than four times the 1.6% currently 
pregnant teens. To balance all these 
concerns, we decided to continue 
using the annual birth rates and limit 
ourselves to making observations 
about the con sistency and direction of 
trends.    

10). As discussed earlier, 
annual adolescent birth rates 
remained high but essentially 
unchanged in the last 24 
years. Sexual activity rates and 
annual birth rates are derived 
using different methods, which 
means figures cannot be mixed 
in calculations. The divergent 
trends are, however, too 
noticeable and important to 
ignore.

Rates of unprotected sex  may 
be a better predictor of birth 
rates.† DHS data do not have 
such an indicator, but 
respondents were asked about 
their current use of a method 
to prevent pregnancy, and 
about the timing of their most 
recent sex. The difference 
between the two, which we 
call modern contraception gap 
(MCG) in this paper,‡ will be 
used here as a proxy measure 
of unprotected sex.§  In Figure 
10, the fluctuating but 
essentially flat movement of 
the MCG is very similar to the 
trend of adolescent birth rates. 
The substantial similarity, we 
believe, provides strong 
evidence that unprotected sex 
is a better predictor of 
adolescent birth rates  than 
sexual activity per se.

4. Adolescents’ sexual activity

Figure 9. Adolescents' sexual activity, females 15–19
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Figure 10. Adolescents' sexual activity, contraception and birth rates
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Ado les cents' current use of 
modern contra cep tives rose 
from less than 1% in 1993 to 
almost 3% in 2017 (Figure 
12). The pro por tion of sexually 
active adoles cents also 
increased in the same period. 

Use of modern contraception 
Pills ranked consistently on top 
as the most favored modern 
method. Injectables, condoms 
and IUDs were important 
second choices. Added 
together, these three methods 
approximately equaled pill 

users in the last four surveys. 
In 2017, implants made a 
notable entry to the important 
group of second choice 
methods.

5. Contraceptive knowledge and practices

Figure 11. Agreed or knew that condoms provide HIV protection, women 15-19
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From 1993 to 2013, 
traditional method use equaled 
modern method use (Figure 
12), with a difference of less 
than a third of a percentage 
point. Traditional method use 
suddenly dropped in 2017 to 
just one-fourth of modern 
method use. The change is 
important, but it is too early to 
call it a trend.

Use of traditional contraception
Among traditional methods, 
adolescents relied mainly on 
withdrawal. It is such an 
important practice that in all 
the surveys, withdrawal ranked 
number one or two among all 
methods, traditional or 
modern. In three surveys 
(2003–2013), withdrawal 
out ranked pills as the top 
method of choice.

Figure 12. Current use of contraception by female adolescents 15–19 compared to sex in the 
last four weeks
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Current contraceptive use

Adolescents have responded 
with the lowest ideal number 
of children in all the surveys 
(Figure 13). Similar to other 
age groups, the number they 
want have gone down 
continuously over the last 24 
years. In the 2017 survey, 
adolescents recorded a 
noticeably steeper decline 
compared to all the other 

Ideal number of children
groups. As a result, it is fair to 
describe adolescents now as 
wanting just two children; 
those aged 35 and above as 
wanting three; and the rest 
wanting two or three.

Figure 13. Women's ideal number of children, by age groups
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Knowledge of modern contraception
Nearly all married (formal or 
cohabiting) adolescents know 
of at least one modern method 
of contraception. The pro por -
tion was lowest in 1993 at 
89%, and reached close to 
100% from 1998 onwards. 

However, one should be 
cautious about these extremely 
high figures. First, only a small 
minority of adolescents were 
married or living in union— 
only 7–10% in all six surveys. 
Knowledge data for 90% or 
more of teenagers are therefore 
unavailable. Second, the level 

of knowledge measured was 
very basic. Respondents were 
only asked if they have heard 
of each FP method in a list. 

More plausible knowledge 
rates can be inferred from the 
proportion of all women who 
agreed or knew that people 
can protect them selves from 
HIV by using condoms. A basic 
knowledge about condoms 
should include its protective 
func tion against preg nancies 
and sexually trans mitted 
infections (STIs). In the four 
surveys with data (2003–

2017), correct answers by 
adolescents increased from 
41% to 53% (Figure 11). 
However, adolescents still 
lagged behind all the other age 
groups by 14 to 18 percentage 
points in 2017.

Demographic and Health Data and Trends
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Figure 14. Demand for FP satisfied by modern methods, by age groups

Surveys determine through a 
set of questions if women want 
to space their future 
childbearing by two years or 
more, or stop them altogether. 
This is the demand for FP. It 
should ideally be satisfied by 

Demand for FP satisfied by modern methods
modern methods at or near 
100% (i.e., equivalent to zero 
unmet need for modern 
contraception). 

Except for adolescents and 
those aged 45 to 49, all age 
groups started in 1993 with 
demand satisfied at around 
30% to 40%, progressed con -
tinuously, and ended in 2017 
with near 60% levels (Figure 
14). The achieve ments are still 
far from ideal, but there is 
continuing albeit slow prog -
ress. In contrast, those aged 
45 to 49 ended with a worse 
level than when it started 24 
years ago. 

Adolescents had a very dif -
ferent pattern. Their demand 

satisfied percentage was 
substantially lower than the 
rest in 1993; hardly any 
progress occurred up to 2008; 
then rapid advances took place 
from 2008 to 2017. The 
relatively fast progress since 
2008 is consistent with the 
decline in sexual activity 
coupled with a constant 
increase in modern contra -
ceptive use that occurred in 
that period (Figure 12). 
However, one must recognize 
that adolescents are essentially 
playing catch up. They need to 
match the levels achieved by 
other age groups, and those 
percentages are still very far 
from ideal. 

In the 2017 survey, 
respondents were asked if they 
agree that minors 15-17 who 
want to use contraception 
should seek written parental 
permission. A large majority 
agreed (71% average; see 

Attitudes towards contraceptive use by minors

Figure 15). Only those with no 
education differed from the 
ave rage (54%). All the usual 
dis aggregation—by age, resi -
dence, wealth and education
—produced no substantial 
response variation. However, 

Figure 15. Percentage who agree that minors who want contraception should seek written parental permission

6. Adolescents’ Abortion and Miscarriage
Induced abortion is severely 
restricted in the country (i.e., 
there is no explicit provision in 
law that allows its use), hence 
the scarcity of data. In a 2004 
study, 46% of abortion 
attempts occurred in women 
younger than 25.  The survey 

recorded age-related reasons: 
avoiding school disruptions; 
problems with partners; and 
being too young to have a 
baby. All women interviewed
—adolescents included—cited 
economic reasons and being 
unmarried or too young as the 

most important reasons for 
having an abortion. 

There are no estimates of 
miscarriage rates among 
adolescents in the Philippines.
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the survey did not differentiate 
minors by relevant categories 
(e.g., have had a pregnancy, 
cohabiting, etc.) but asked 
only about minors in general.
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The Philippines follows a government system 
with separation of powers among three branches
—the executive, legislative and judicial.26 The 
system creates a hierarchy of policies or orders 
emanating from these three. 

The legislative branch creates laws. However, 
the judiciary's Supreme Court can declare all or 
parts of laws as unconstitutional, voiding or 
modifying them accordingly. The executive 
branch (President and department heads) 
frequently issues orders and implementing rules 
and regulations (IRRs) to carry out laws. These 
issuances have various names—such as 
presidential executive orders, IRRs, 
administrative orders and department orders
—but are essentially of the same nature: a 
command and guide to implement the law. 
Finally, other government agencies and officials 
lower than department heads also issue 
guidance documents. For the purpose of this 
study, we focused on technical guidelines that 
con solidate current knowledge, stan dard 
procedures and prac tices, and the like. 
Examples include clinical practice guidelines, 
job aids, curriculum, and manuals of 
operations.

Applying the legal hierarchy to the ARH 
policies, we organized this review from top to 
bottom. We started with laws, including rulings 
by the Supreme Court as appropriate; then we 
moved on to implementing orders issued by the 
Presidential or department heads; and lastly we 
looked at technical guidelines issued by the 
health and education departments. 

B. Laws and Policies on Adolescents' Access 
to Contraceptive Information and Services

A teen mother with her child, after getting an injectable contraceptive in an NGO-led “Family Planning Fair.” 
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1. Responsible Parenthood and Reproductive Health Law, as 
modified by the 2014 Supreme Court decision 

The RH Law is grounded on the principles of 
human rights, including the right to equality and 
nondiscrimination; the right to health including 
RH; the right to education and information; and 
the right to choose and decide in accordance 
with one's religious convictions, ethics, cultural 
beliefs, and the demands of responsible 
parenthood.27 These rights include reproductive 
health rights, defined as “the rights of 
individuals and couples, to decide freely and 
responsibly whether or not to have children; the 
number, spacing and timing of their children; to 
make other decisions concerning reproduction, 
free of discrimination, coercion and violence; to 
have the information and means to do so; and 
to attain the highest standard of sexual health 
and reproductive health.”28 “Humane, non -
judgmental and compassionate” post-abortion 
care29 is included in a package of 12 RH care 
interventions that include FP, maternal health 
care, prevention and management of STIs, and 
others.30 The law mandates the State to 
guarantee “universal access to medically-safe, 
non-abortifacient, effective, legal, afford able, 
and quality” RH care services, methods and 
supplies. The State must provide “information 
and access, without bias” to all FP methods, 
including “natural” and modern, “which have 
been proven medically safe, legal, non-
abortifacient, and effective in accordance with 
scientific and evidence-based medical research 
standards such as those registered and 
approved by the FDA.”31 

Key provisions generally applicable to all age 
groups include the hiring of skilled birth 
professionals to administer emergency obstetric 
medicines; upgrading of facilities and personnel; 
access to all methods of FP; and mobilization of 
social health insurance (PhilHealth) to pay for 
life-threatening RH conditions. Generally appli -
cable restrictions include the prohibition of 
induced abortion and access to abortifacients in 
compliance with the Revised Penal Code; and 
the prohibition on government hospitals to 
“purchase or acquire by any means emergency 
contraceptive pills, postcoital pills, aborti fa -
cients … and their other forms or equivalent.”32

Specific to adolescents,  the law includes 
“adolescent and youth reproductive health 
guidance and counseling” and ARH education in 
the list of “RH care elements.” It also mandates 
“age- and development appropriate” RH edu -

cation to be taught by “trained teachers in all 
schools and alternative learning systems” and 
that RH be “integrated in subjects such as: 
values formation; self-protection against discri -
mi nation, sexual abuse, gender-based violence 
and teen pregnancy; physical, social and 
emotional changes in adolescents; women's 
rights and children's rights; responsible teenage 
behavior; gender and development; and 
responsible parenthood.”33 

There is no mention of ARH services in the RH 
package. Moreover, the Supreme Court struck 
down as unconstitutional34 a provision that 
allowed minors to access contraceptive services 
in government facilities without parental 
consent if they had ever been pregnant, as 
quoted below (emphasis supplied):

All accredited public health facilities shall 
provide a full range of modern family planning 
methods, which shall also include medical 
consultations, supplies and necessary and 
reasonable procedures for poor and 
marginalized couples having infertility issues 
who desire to have children ….

No person shall be denied information and 
access to family planning services, whether 
natural or artificial: Provided, That minors will 
not be allowed access to modern methods of 
family planning without written consent from 
their parents or guardian/s except when the 
minor is already a parent or has had a 
miscarriage.

The Revised IRR following the 2014 Court 
decision states that all adolescent minors 
seeking contraceptive services in public health 
facilities must have written parental or guardian 
consent.35 

The Supreme Court also struck down as 
unconstitutional the penalty on health providers 
who refuse to perform RH procedures on minors 
who lack parental consent.36 In its original form, 
the RH Law declared the following in its section 
on Prohibited Acts (emphasis supplied):

In the case of minors, the written consent of 
parents or legal guardian … shall be required 
only in elective surgical procedures and in 
no case shall consent be required in emergency 
or serious cases

Complying with the Court's ruling, the Revised 
IRR removed the above clause. The RH Law is 
now effectively silent on the treatment of 
providers in relation to their parental consent 
practices.37 
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2. Abortion section of the Revised Penal Code
The Revised Penal Code of 1930 defines the 
crimes of infanticide and abortion separately. 
Abortion is criminalized under several 
categories, namely: intentional abortion; 
unintentional abort ion; abortion practiced by the 
woman or her parents; abortion practiced by a 
physician or midwife; and dispensing of 
“abortives” by a pharmacist. There is no ground 
under which abortion is explicitly allowed. 

Penalties for voluntary abortion 
(i.e., with woman’s consent) 
range from prison terms of 
around one to six months for a 
pharmacist; two to six years 
for the woman who had an 
abortion; and four to six years 
for doctors or midwives 
performing the abortion.38 

3. Presidential Executive Order No. 12
The current Philippine President issued in 
January 2017 Executive Order No. 12 (EO12) 
aimed at attaining and sustaining “zero unmet 
need for modern family planning” for all poor 
households by 2018 and for all Filipinos 
thereafter.39 EO12 is based on the rights to FP 
and RH services; the government's 10-point 
socio-economic agenda which includes enabling 
poor couples to make FP and financial planning 
choices; and the Philippines' commitment to the 
2030 SDG goal of ensuring universal access to 
SRH care services and rights.

EO12 orders the DOH, PopCom and the 
Department of Interior and Local Government to 
implement comprehensive strategies to achieve 
universal access to RH services and integrate 
them with local development and investment 
plans. It orders PhilHealth to create a package 

with maximum benefits for FP 
services. 

Specific to adolescents, EO12 
orders the Department of 
Education (DepEd) to imple -
ment “gender-sensitive and 
rights-based” Compre hensive 
Sexuality Education (CSE); the 
National Youth Commission to 
integrate ARH in youth 
develop ment agenda and 
strategies; and PopCom to 
assist couples and women to 
achieve their desired fertility 
and reduce the incidence of 
teen pregnancy.

4. Implementing Rules and Regulations of the RH Law, including 
changes mandated by the 2014 Supreme Court decision

The IRR gives specific guidance on the content 
of ARH services, parts of which were modified 
after the 2014 Supreme Court decision. The 
IRR clearly states that adolescents must be 
provided with information and guidance on FP,40 
but minors must get paren tal consent to access 
“health products” and “procedures” for FP in 
government facilities.41 Consent for minors 
abused by their parents may come from persons 
or institutions designated by the courts or by 
other laws and regulations. Parental consent is 
automatically waived in emergencies.

To implement age- and development-
appropriate RH education in public and private 
schools, DepEd is ordered to develop the 
curriculum and teaching materials, and to train 
public and private educators to ensure these 
outcomes for learners: awareness of children’s 
rights; scientifically accurate and evidence-
based knowledge of the reproductive system; 
and the capacity to make intelligent decisions 

and lead healthy lives. Public and private 
schools are to be made into “venues for 
development” that provide supportive environ -
ment and services. Specifical ly, there must be 
counseling and psycho-social support services; 
information on the prevention of risky behaviors, 
including addiction; informa tion on prevention, 
diagnosis and management of STIs; and 
information and referral to service providers on 
all RH concerns.42

The IRR orders the DOH to coordinate with 
local governments and integrate RH care services
—including a full range of FP services, maternal 
health care, and emergency obstetric and 
neonatal care—into Service Delivery Networks 
from the primary to hospital levels. Specific to 
adolescents, it provides for “adolescent health 
and reproductive/fertility awareness” at the 
barangay or health outpost level and 
“adolescent counseling” in other primary care 
facilities.43

The RH Law's IRR 

clearly states that 

adolescents must 

be provided with 

information and 

guidance on FP, 

but minors must 

get paren tal 

consent to access 

“health products” 

and “procedures” 

for FP in 

government 

facilities.

Laws and Policies on Adolescents' Access to Contraceptive Information and Services
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5. DOH’s 2013 Administrative Order (AO) on Adolescent 
Health and Development 

The National Policy and 
Strategic Framework on 
Adolescent Health and 
Development44 was issued in 
March 2013—a period after 
the RH Law was passed but 
before the Supreme Court 
ruled on its constitutionality. It 
updated the DOH policy on 
Adolescent and Youth Health 
which defined 10 elements of 
the DOH’s RH Program,45 and 
rephrased ARH to “services for 
adolescent and youth.46 The 
2013 AO focused on 
adolescents 10 to 19 and 
aimed to achieve several 
health outcomes including 
healthy development and 
nutrition, SRH, and reduction 
of substance abuse, injuries, 
violence and other causes of 
adolescent mortality and mor -
bidity. It also recognized the 
risks of early sex and aimed to 
delay sexual initiation.47 The 
2013 AO’s strategic frame -
work focused on achieving the 
key behavioral objectives for 
adolescents, which are to 
increase utilization of services, 

adopt healthy behaviors, avoid risky behaviors 
and participate in community development.48

The 2013 AO is based on the rights of children, 
including the right to nondiscrimination, respect 
for privacy and confidentiality, information, “life-
saving” interventions and participation. It 
provided for enabling strategies, such as access 
to quality and adolescent-friendly health 
services, a health insurance package for 
adolescents, the training of providers and 
resource mobilization. It assigned functions to 
many other government agencies, including the 
PhilHealth, DepEd, the National Statistics Office 
and the Commission on Human Rights, with the 
DOH and its central agencies as the lead. FP is 
assigned to local governments, specifically the 
role to design, fund, implement and monitor 
adolescent health and development programs, 
including the purchase and distribution of FP 
goods and supplies.49

The framework was revised by a 2017 Manual 
of Operations (MOP) which now covers the 
entire health system, expands the number of 
indicators, and describes many ways and 
strategies of establishing, running and 
implementing adolescent health programs.50 
However, the approach to adolescent “family 
planning” remains the same.

6. The DOH’s Guidelines on the Adoption of Baseline 
Primary Health Care Guarantees for All Filipinos 

These Guidelines (AO 2017-
0012) define a set of primary 
health care interventions based 
on the life stages that would 
be “guaranteed” as health 
entitlements and matched with 
financing mechanisms.51 The 
life stages are pregnancy, 
childhood (from 0 to 19, 
including adolescence), early 
adulthood (20-59) and late 
adulthood (over 60). Health 
interventions are classified into 
three categories: population-
level interventions; primary 
care services for well 
individuals; and primary care 
services for sick individuals. 

The first will be funded by the DOH and local 
governments; the last two by PhilHealth.

For adolescents 10 to 19, the AO guarantees 
RH education as a population intervention. As 
services for well individuals, the AO guarantees 
SRH screening, education and counseling 
services, including the provision of condoms, 
pills, modern NFP, DMPA and IUD—as long as 
the consent requirement is met.

This AO, however, is now modified by the 
Universal Health Care Law  passed in February 
2019 which adds more details to the meaning 
of population and individual services.52 As the 
Implementing Rules and Regulations are still 
being drafted, the package of guaranteed 
service, including for adolescents, could change.

“Adolescents need 

to be recognized by 

the members of 

their family 

environment as 

active rights holders 

who have the 

capacity to become 

full and responsible 

citizens, given the 

proper guidance 

and direction.”

-CRC* as quoted in DOH's 
MOP

* CRC General Comment No. 4: Adolescent 
Health and Development in the Context of the 
Convention on the Rights of the Child
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7. Philippine Clinical Standards Manual on Family Planning (2014) 
The Standards Manual includes a section on 
“Special Populations” which includes 
adolescents.53  It explains the safety of 
contraceptives for young people, that 
adolescents often do not have the medical 
conditions that limit the use of certain 
contraceptives in older clients. It explains the 
specific conditions and circumstances of 
adolescents that affect method suitability, such 
as the risk of some groups to HIV and other 
STIs; their low pain threshold which results in 
high discontinuation rates; the unpredictability 
of sexual intercourse which makes daily 
regimens inappropriate; and teens in 
relationships who may prefer more effective or 
longer-acting methods. The Standards Manual 
recommends short-acting contraceptives such 
as condoms, combined pills, progesterone-only 
pills and injectables, and fertility-awareness-
based methods; and long-acting ones like 
implants and IUDs.54

Female or male sterilization is not 
recommended, unless the client is fully 
counseled. Following appropriate and proper 
counseling, sterilization can be performed on 
older adolescents after the client provides 
informed consent. In addition to client’s 
consent, the Standards Manual now states that 
spousal consent is required in compliance with 
the 2014 Supreme Court decision.55 According 
to the manual:  

Involving the client’s spouse in counseling is 
helpful, as spousal consent is now being 
required by service providers. However, FP 
service providers should ensure that the 
decision to undergo sterilization is voluntarily 
made (not pressured or forced) by the client.

The Standards Manual recommends the use of 
emergency contraceptive methods, such as 
levonorgestrel and Yuzpe methods, for all 
women-victims of violence.56 

8. Manual of Operations (MOP) for the Adolescent Health and 
Development Program (AHDP) 

The 2017 MOP modifies the strategic 
framework of the 2013 AHDP from behavior 
change to a health system approach.57 The 
framework aligns the program with three 
aspects of health care: 1) the three basic 
strategies of health promotion, prevention and 
medical treatment; 2) the building blocks of the 
health system such as governance, human 
resources, and organization of health care 
delivery; and 3) the social determinants of 
health. The MOP also provides detailed steps 
and options, including how to develop a 
program, how to manage a program, what 
training courses and tools for health providers 
are available, how to make facilities adolescent-
friendly, how to establish a service delivery 
network, how to monitor and evaluate these 
programs, and more. The resulting program 
monitoring indicators are detailed and complex.

The following are the distinctive features of the 
MOP:

• It upholds the rights of the child and recog -
nizes their evolving capacity.58 

Adolescents need to be recognized by the 
members of their family environment as active 
rights holders who have the capacity to become 
full and responsible citizens, given the proper 
guidance and direction. Before parents give 
their consent, adolescents need to have a 

chance to express their views freely and their 
views should be given due weight, in 
accordance with Article 12 of the [Rights of the 
Child] Convention. However, if the adolescent 
is of sufficient maturity, informed consent shall 
be obtained from the adolescent her/himself, 
while informing the parents if that is in the best 
interest of the child.” 

Rights are complemented by “adolescent 
responsibilities.” These include their respon -
sibilities to respect other children and their 
parents, to learn, to help others, and to care for 
the environment.

• It responds to the issue of parental consent 
for adolescents by exploring the option of 
proxy consent by the Department of Social 
Welfare and Development (DSWD) and 
educating parents. 

It cites the law on the “Special Protection of 
Children Against Abuse, Exploitation and 
Discrimination” that mandates the DSWD to 
“assume legal guardianship if there is suspicion 
of abuse or any pressing needs in regards with 
the health conditions of adolescents, e.g., 
access to HIV-testing.”59  It also emphasizes 
that parents be educated about adolescence, 
the health risks they face, preventive services, 
and the laws governing these services. It states 
that parents need to be clarified that:

Laws and Policies on Adolescents' Access to Contraceptive Information and Services
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… giving consent dœs not mean giving their 
blessing for their adolescent to have sex, but 
merely protecting them from sexually 
transmitted infections and unintended 
pregnancy. Giving consent is recognizing that 
adolescence is a risk-taking stage but those 
risks can be minimized by effective parenting

• It includes “ensuring privacy” and 
“strengthening confidential ity” as among the 
key strategies of the AHDP and respects the 
provider’s own judgment about allowing or 
not allowing privacy.

Can adolescents see health workers without 
parents, family, partners, or friends? The MOP 
frames this key concern as follows:

Many adolescents want their parents, family 
members or friends to be present when they 
meet with a health worker, and health centres 
need to respect their wishes. However, health 
care providers also need to understand that in 
some cases, the parents or family member 
accompanying the adolescents may be an 
abuser, may have the potential for violence, or 
may reveal confidential information to a violent 
member of the house.

• It recommends that consent issues be left to 
the provider:

Health care providers need to work with staff to 
develop policies about when to allow family 
and friends to accompany adolescents at 

different stages of the consultation. These 
policies should balance the need to protect 
adolescents’ privacy with the need to respect 
adolescents’ preference for having a family 
member or friend present during the 
consultation.

Protecting adolescents’ privacy may require that 
providers understand the potential risks, use 
their judgment about what information to 
discuss in front of family members, and find 
creative strategies to obtain consent and to 
distract family members who may actively try 
to prevent adolescents from consulting a health 
worker in private. Provide leaflets or reading 
materials to the accompanying adults and 
explain to them that health care providers 
should meet the adolescents privately.

• It leaves to local governments the prerogative 
to design, manage and fund the adolescent 
health program based on their own 
prerogatives.60

LGUs, specifically the Rural Health Units, City 
Health Offices, and Provincial Health Offices, 
are responsible for designing, funding, 
implementing, and monitoring local Adolescent 
Health and Development programs suited for 
adolescents in their area, in partnership with 
youth, government agencies, civil society, and 
the private sector, under the technical guidance 
of the DOH.

A nurse explaining contraceptive pills to teenagers visiting one of many display booths at an NGO-led, open-air family planning exhibit.
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9. Adolescent Friendly Health Facilities (AFHF), 2014  and 2017 

A country-adapted AFHF concept was first 
described in the Competency Training on 
Adolescent Health for Health Service Workers 
Reference Material in 201461 It is a core 
package of services that complied with four 
standards patterned after the WHO’s Global 
Adolescent Health Facility Standards. Core 
services include these three: essential health 
services, maternal health care, and 
management of STIs and HIV. The standards 
are as follows:

1. “Adolescents in the catchment area of the 
facility are aware about the health services it 
provides and find the health facility easy to 
reach and obtain services from it.”

2. “The services provided by health facilities to 
adolescents are in line with the accepted 
package of health services and are provided on 
site or through referral linkages by well-trained 
staff effectively.”

3. “The health services are provided in ways 
that respect the rights of adolescents and their 
privacy and confidentiality. Adolescents find 
surroundings and procedures of the health 
facility appealing and acceptable.”

4. “An enabling environment exists in the 
community for adolescents to seek and utilize 
the health services that they need and for the 
health care providers to provide the needed 
services.”

In the 2017 MOP, 38 interventions are 
enumerated under the same three categories: 

essential health services; care 
during pregnancy, delivery and 
post-partum; and diagnosis 
and management of STIs.62 
“FP counseling” is included in 
prenatal care, and “FP 
services” are part of post-
partum care (if there is 
parental consent). “Pregnancy 
prevention” is included in 
essential health care, but there 
is no description of what the 
interventions are.

The MOP has no standard 
model for a facility or its 
equipment and supplies. Local 
governments will decide on the 
type of facility.63  These can be 
primary health care centers 
with spaces or rooms; a 
separate ASRH building; com -
munity-based multi func tion 
halls providing health infor -
mation and linked to a facility; 
school-based health clinic or 
teen center; pharmacies selling 
condoms; outreach spaces in 
places where adolescents hang 
out; or hospitals where 
adolescents are referred or 
where there are rooms or 
spaces for adolescents. 

10. Adolescent Health Providers’ Training and Resource Materials

Several training courses and tools for health 
service providers are described in the MOP. 
This study found the following:

• Adolescent Job Aid Manual (2009)64  

• Competency Training on Adolescent Health 
for Health Service Providers (2014), which 
has six parts: Adolescent friendly health 
services and the risk behaviors of 
adolescents; General health concerns; Mental 
health and psychological concerns; Sexual 
and reproductive health concerns; 
Maintaining a healthy lifestyle; and 
Adolescents in emergencies65  

• Adolescent Health Education and Practical 
Training (ADEPT) for Health Care Service 
Providers (2016), an e-toolkit that contains 

five modules on these topics: adolescent- 
friendly health services; HEADSSS (home, 
education, activities, drugs, sexuality, suicide 
and safety); adolescent pregnancy—initial 
evaluation, counseling and management; 
adolescent sexuality, STI and HIV; and 
alcohol, tobacco and other drugs66 

• Healthy Young Ones (2016), a flip-tarp on 
seven topics: Sexual health; Sexual 
orientation and gender identity; Puberty; 
Repro ductive system; STIs; HIV and AIDS; 
and Safety and wellbeing67

• Sourcebook on Behavioral Change 
Communication (BCC) Strategies for 
Preventing Adolescent Pregnancy (2012)68  
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The Adolescent Job Aid 
Manual (AJA) provides 
information on pregnancy 
prevention only when a minor 
client suspects she is pregnant 
and is proven negative. AJA 
then advices abstinence until 
they reach the proper age to 
start a family. If still sexually 
active, adolescents are advised 
to revert back to abstinence to 
prevent STIs and pregnancy. 
Only when they choose to 
remain sexually active are 
adolescents advised to use 
fertility-awareness-based me -
thods, oral contra ceptives or 
condoms.69  This approach is 
very different from the WHO’s 
original AJA which includes 
the topic “I do not want to be 
pregnant” and substantially 
covers screening for preg nan -
cy, the whole range of contra -
ceptive methods from absti -
nence and non-penetrative sex 

to long-acting methods, medical indications and 
contra-indications, side effects, and correct and 
consistent use.70  The WHO’s AJA emphasizes 
the need for sexually active adolescents to be 
counseled “regarding future contraception and 
safer sex.”71  The Philippine’s AJA does not 
differentiate sexual intercourse from sexual 
activity and identifies “sexual promiscuity” as 
the first of 13 “troubling signs in adolescents,” 
which includes drug and alcohol use, truancy in 
school and excessive daydreaming.

The Competency Training and ADEPT address 
the issues of teen pregnancy but do not counsel 
contraceptives proactively. They do so only after 
a pregnancy is suspected. 

Healthy Young Ones does not discuss 
contraceptives, only unintended pregnancy and 
its consequences. However, contraception is 
mentioned in its key messages:72

To avoid unplanned pregnancy, people need to 
have access to good information about how 
babies are made and how to prevent pregnancy. 
To prevent unplanned pregnancy, partners need 
to remain abstinent or use a reliable method of 
contraception. 

The “Sourcebook on Behavioral Change Communication (BCC) Strategies for 
Preventing Adolescent Pregnancy” or Sourcebook is a comprehensive resource 
guide that aims to prevent “too early and unintended pregnancy.” 

It was written for adolescent 
program managers, service 
providers, youth leaders, and 
media and communication 
practitioners. According to the 
authors, its recommendations 
are based on Fishbein and 
Capella’s Integrative Model of 
Behavior Prediction, which 
postulates that behavior results 
from people’s intentions, skills 
and abilities, and environ -
mental factors. 

Its core contents are in three 
sections with key messages 
and strategies for three 
different adolescent audiences: 
delaying sexual initiation for 
adolescents who have not yet 
had sex; promoting abstinence 
from sex and protected sex for 
those who have begun to have 
sex; and avoiding multiple sex 
partners and commercial sex 

for those engaged in such activities. While the 
Sourcebook states that healthy and positive 
sexual behaviors include delaying sexual 
initiation, abstinence and using contraception, 
the desired behavior it promotes is delaying 
sexual initiation. Values are key to practicing 
this behavior, according to the Sourcebook.73

Values are important in delaying sexual 
initiation since they serve as the controlling 
variables that keep adolescents from engaging 
into sexual initiation. Values set the focus of 
adolescents towards their aspirations and 
motivate them to decide responsibly. They also 
mitigate the influence of sexual drive among 
adolescents by letting them prioritize their 
aspirations over short-lived gratifications.

Adolescents should realize the need to balance 
life with spirituality. As part of their values 
formation, a deep spirituality is a strong 
controlling variable that keeps adolescents from 
delinquent behaviors including sexual 
promiscuity.  

Parents are urged to collaborate with leaders of 
religious and civic organizations who can 
deepen the spirituality of adolescents and “lead 
them in setting their priorities and visions 
straight; preventing promiscuous and delinquent 
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behaviors; instilling respect to others; and other 
formation of values, attitudes, and behaviors 
that keep them from the intention to engage in 
sexual initiation.”74

To maintain this close relationship with religious 
organizations, IEC outputs must be careful not 
to “promote promiscuity and obscenely hurt 
religious feelings and cultural sensitivities.”75 

According to the Sourcebook, sexuality edu -
cation must clarify that human sexuality is not 
the same as sexual behaviors, particularly for 
adolescents who usually refer to sexuality as 
“sex” or the “sexual act.” This is supposedly 
impor tant to avoid the misconception that 
sexuality topics are promoting the sexual act.76  
In this connection, public discussions on 
protected sex (i.e., using condoms and 
contraception) are to be avoided because they 
can be misinterpreted as promoting 
promiscuity:

... [W]hen information on protected sex are 
given in a ‘shotgun’ or ‘generic’ approach by 
which even those not intending to engage in 
sex are covered, the message may be 
interpreted wrongly. It may send a wrong 
message among adolescents that sex is okay as 
long as it is protected. This is the reason why 
symposiums, forums, or other activities that 
aim to raise the knowledge and appreciation of 
the adolescents is not recommended for 
promoting protected sex. You need to dissect 
your target audience and seek out to the 
sexually active to fit in your strategies. 

Counseling is the preferred option for sexually 
active adolescents, and includes referral of 
sexual deviations and behaviors to psychiatrists 
and other professionals. Sexual deviations are 
defined as “sexual disorders characterized by 
recurrent intense sexual urges, sexually arousing 
fantasies, or behavior involving use of a 
nonhuman object, the suffering or humiliation of 
oneself or one’s partner, or children or other 
non-consenting partners.”77 

With the Sourcebook’s preference for delaying 
sexual initiation and maintaining abstinence, 
promoting condom and contraception for 
sexually active adolescents is considered as a 
“last resort” in preventing pregnancy.  It is 
intended for adolescents who are “‘helpless’ to 
control their sexual urges” that they need to use 
condoms.78 

Part of a large slum community in Metro Manila

Laws and Policies on Adolescents' Access to Contraceptive Information and Services
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11. The DepEd’s “Policy Guidelines for the Implementation of 
Comprehensive Sexuality Education (CSE)”

The DepEd’s CSE Order  was issued in mid-
2018 to integrate CSE in the national education 
system.79 The Order covers public and private 
elementary schools, junior and senior high 
schools, learning centers for Special Education 
and Alternative Learning Systems, laboratory 
schools of state universities and colleges, local 
universities and colleges where applicable, 
Indigenous Learning Systems, and the 
Madrasah Education Program.

The Order defines CSE as a process of teaching 
and learning about sexuality that is “scientific, 

age- and development-appropriate, culturally- 
and gender-responsive, and rights-based.” It 
teaches life-skills that will help learners to 
“develop critical thinking,” “enhance self-
esteem,” and “develop respectful intrapersonal 
and interpersonal relationships.” It aims to 
ensure adolescents’ access to adequate and 
appropriate information and health care 
education; address RH concerns and risky 
behaviors; develop values that can assist them 
to make responsible decisions for a “satisfying, 
productive, and quality” future life.

The CSE framework entails the 
teaching-learning of seven core 
topics, namely: human body 
and development; personhood 
and values; healthy 
relationships; sexuality and 
sexual behaviors; SRH; 
personal safety; and gender, 
culture and human rights. The 
subtopics under SRH include 
the “consequences of early 
pregnancy and STIs and HIV” 
but not contraception or 
pregnancy prevention. The 
core topics are linked with 
core values, including respect 
for self and others, positive 
sexuality and independence. It 
is also linked with core life-
skills, including accessing 
authoritative information, 
responsible decision-making 
and self-management. 

CSE is currently being 
integrated in the subjects 
Science, Health, Values, Social 
Studies and Personality 
Development. It remains to be 
seen how DepEd will actualize 
adolescents’ right to 
contraceptive information.

Teenagers from poor urban communities closely reading simple SRH materials from NGOs.
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C. Summary of Findings
1. The adolescent birth rate (ABR) is high and 
the rate of decline is very slow compared to all 
other age groups. The recent decline (2017) is 
noticeable, but only matches the rate recorded 
in all other groups. 

2. Faster ABR declines occurred in rural areas 
and in the two poorest quintiles. Contrary to 
common expectations, higher levels of wealth, 
education or urbanization did not result in 
accelerated ABR reduction.

3. Adolescents had much slower declines in the 
proportion of births that are unintended. From 
bottom-ranked in 1993, adolescents are now 
middle-ranked when compared to other age 
groups.

4. Younger adolescents (17 and below) started 
low but reached higher rates of increase in 
percentage who have begun childbearing.

5. Annual birth rates did not rise in step with 
the increase in sexual activity. There is strong 
evidence that the level of unprotected sex is a 
better predictor of adolescent birth rates than 
sexual activity per se. 

6. There is evidence that adolescents have 
lower basic knowledge about modern 
contraceptives such as condoms compared to 
all other age groups.

7. Withdrawal is an important method of choice 
among adolescents, ranking first or second, 
with pills the only other method that comes 
close.

8. Modern contraceptive use is continually 
rising, but more than half of those who had sex 
in the last four weeks are still non-users of 
modern methods. Compared to almost all other 
age groups, adolescents have much lower rates 
of FP demand satisfied by modern methods. 

9. Policies on adolescents’ use of contraceptives 
have regressed from 1998 when ARH was 
included as one of the 10 elements of the 
DOH’s RH Program until 2014 when the RH 
Law explicitly disallowed FP provision to minors 
in public facilities unless they had parental or 
guardian consent. This specific restriction is 
compounded by the general restriction on the 
purchase of emergency contraceptives by public 
hospitals and by the criminalization of abortion 
without any explicit exception.

10. The RH Law ignores the customary access 
of adoles cents to modern contraceptives 
(including pills, condoms, injectables, IUD and 
implant) documented by the NDHS since 1993 
with no requirement of parental or guardian 
consent.

11. Except for the Standards on Family 
Planning, DOH technical guidelines promoted 
mainly abstinence (AJA, BCC Sourcebook) or 
were silent about contraceptives (Adoles cent 
Health and Development Policy, Adolescent 
Friendly Health Facility Standards, the Manual 
of Procedures, ADEPT, and Healthy Young 
Ones).

12. Religious doctrines and morality have been 
cited as the underlying principles in two policies
—the requirement for parental consent in the 
Law and its IRR; and the core message of 
abstinence by the BCC Sourcebook.
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Situation and trends

The adolescent birth rate is 
high and essentially 
unchanged since 1993. The 
current rate of 47 per 1000 
translates to over 235,000 
births yearly among young 
women 15 to 19.80 High and 
unremitting rates of adolescent 
pregnancy have profound 
health and social impact 
ranging from maternal and 
child mortality to inter -
generational cycles of ill-health 
and poverty.81 

Some trends highlighted in this 
study run counter to common 
expectations that fertility 
declines are associated with 
urbanization, higher education 
and greater wealth or 
resources. Philippine trends 
show a different pattern: 
adolescent birth rates are 
decreasing in rural areas and 
increasing in urban areas; 
decreasing in the two poorest 
quintiles while stagnant in the 
two wealthiest and increasing 
in the middle; and stagnant in 
women with secondary or even 
tertiary education. These 
patterns suggest that country 
programmes to reduce teen 
pregnancies—which are 
usually easier to implement in 
schools, densely populated 
regions, areas with better 
communication facilities, and 
higher resource settings—are 
missing or ineffective.

A small minority of adolescents 
are sexually active, and rates 
have increased over the years. 
However, evidence from this 
study show that adolescent 
birth rates correspond more to 
the levels of unprotected sex 
rather than to the increasing 
rates of sexual activity. 
Adolescents’ use of modern 
contraception—including pills, 

Discussion
injectables, IUDs, condoms and implants
—started low and increased slowly. As a result, 
less than half of sexually active adolescents 
currently use modern contraception. Compared 
to Filipino adults, FP demand satisfied by 
modern methods is substantially lower in 
adolescents. 

WHO recommendations

As stated earlier, WHO recommends several 
actions to prevent early pregnancies and 
improve RH outcomes from these pregnancies: 
reducing under-18 marriages; creating support 
to reduce pregnancy before age 20; increasing 
contraceptive use by adolescents at risk of 
unintended pregnancy; reducing coerced sex; 
and reducing unsafe abortion.82 

Among these recommendations, the most 
relevant to the Philippines in teen pregnancy 
prevention is increasing contraceptive use. 
Other actions may only produce limited impact. 
For example, the median age of marriage is 
already 22, and the median age at first birth is 
already 23. Sexual violence occurs in the 
country, but there is no data on unusually high 
levels of coerced sex in adolescents. Finally, the 
reduction of unsafe abortion improves 
reproductive health outcomes rather than 
prevents early pregnancy. 

Barriers to contraceptive information 

The RH Law requires “age- and development-
appropriate” RH education covering a range of 
subjects relevant to adolescent reproductive 
development rights, values and self-protection. 
It does not set any limit or boundaries on 
information. The Supreme Court ruling of 2014 
underscored the absence of restriction in 
information in contrast to the requirement for 
adult authorization in the case of services:

The Family and Parental Consent ... There must 
be a differentiation between access to 
information about family planning services, on 
one hand, and access to the reproductive health 
procedures and modern family planning 
methods themselves, on the other. Insofar as 
access to information is concerned, the Court 
finds no constitutional objection to the 
acquisition of information by the minor referred 
to under the exception in the second paragraph 
of Section 7 that would enable her to take 
proper care of her own body and that of her 
unborn child. After all, Section 12, Article II of 
the Constitution mandates the State to protect 
both the life of the mother as that of the 
unborn child. Considering that information to 
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enable a person to make informed decisions is 
essential in the protection and maintenance of 
ones' health, access to such information with 
respect to reproductive health must be allowed. 
In this situation, the fear that parents might be 
deprived of their parental control is unfounded 
because they are not prohibited to exercise 
parental guidance and control over their minor 
child and assist her in deciding whether to 
accept or reject the information received. 

This study’s review of the DOH tools developed 
to guide communication and counseling of 
adolescents reveals two tendencies: avoidance 
of contraception as a subject matter, such as in 
ADEPT and Healthy Young Ones; and 
moralizing against sexual activity, as in the BCC 
Sourcebook. The avoidance approach and the 
emphasis on virginity or abstinence for all
—without considering the different needs of 
sexually active adolescents—echo the Catholic 
Church’s “sex education approach.” Catholic 
teachings focus on “modesty, purity, chastity, 
and morality;” and allow only parents to discuss 
the subject matter privately and at home, not in 
“mixed classrooms of boys and girls at 
impressionable ages.”83 

The same belief system has also affected the 
DepEd and delayed its development of “age- 
and development-appropriate” curriculum and 
integration of the same in the formal and 
alternative learning systems. DepEd’s sexuality 
education policy came out only in 2018, four 
years after the Supreme Court ruling on the RH 
Law. Moreover, the policy fails to mention 
contraception or pregnancy prevention explicitly 
among the core subtopics of RH.84 

The avoidance of frank and nonjudgmental 
discussions on sex and contraception by health 
and education professionals, despite the 
absence of legal restrictions, drives adolescents 
to seek information from inaccurate and 
irresponsible sources. Moralizing against sexual 
activity and promoting virginity and abstinence 
as the single “moral option” stigmatizes sexually 
active adolescents and pushes them away from 
the services that they most need. Both 
avoidance and moralizing are ineffective 
approaches. The global evidence on sexuality 
education states that it delays sexual initiation, 
reduces the frequency of sex and the number of 
sexual partners, and encourages sexually active 
adolescents to use condoms and contraception 
and avoid risk-taking.85 Meanwhile, the 
evidence on abstinence show that these types of 
programs did not delay sexual initiation, did not 
increase the return to abstinence among 
sexually active young people and did not 

decrease the number of sexual partners.86 In the 
US, the more abstinence was strongly 
emphasized in state laws and policies, the 
higher the levels reached by teenage 
pregnancies and births.87 As to who is in the 
best position to conduct RH or sexuality 
education, studies say that parents prefer 
professional health workers and teachers to 
teach their children.88 

Having a full grasp of the evidence, the 
challenge for policymakers and health educators 
is to unlearn their own qualms and biases 
against sexually active adolescents and promote 
their wellbeing, protection and rights, including 
around the use of contraceptives.

Barriers to contraceptive 
services

The explicit prohibition on 
minors’ access to contraceptive 
services unless they had 
parental or guardian consent 
first appeared in the final 
version of the RH Law in 
2012. This prohibition was 
mitigated by the exception for 
adolescents who had been 
pregnant or had a miscarriage.
89 However, these exceptions 
were struck down as 
“unconstitutional” by the 
Supreme Court decision of 
2014, which stated:

“It is precisely in such situations 
when a minor parent needs the 
comfort, care, advice, and 
guidance of her own parents. 
The State cannot replace her 
natural mother and father when 
it comes to providing her needs 
and comfort. To say that their 
consent is no longer relevant is 
clearly anti-family. It dœs not 
promote unity in the family. It is 
an affront to the constitutional 
mandate to protect and 
strengthen the family as an 
inviolable social institution. 

More alarmingly, it disregards 
and disobeys the constitutional 
mandate that “the natural and 
primary right and duty of 
parents in the rearing of the 
youth for civic efficiency and the 
development of moral character 
shall receive the support of the 
Government.”
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Prior to the 2014 explicit prohibition in the RH 
Law, the names and content of adolescent 
prog rams have undergone incremental shifts. It 
started as the Adolescent RH component of the 
RH Program established by the DOH in 1998, 
became the Adolescent and Youth Health 
Policy in 2000, and on to the Adolescent 
Health and Development Program in 2013 
which became the template for the Manual of 
Operations in 2017. The 2000 Adolescent and 
Youth framework included the contraceptive 
concerns of young adults; while the 2013 
Adolescent Health and Development framework 
included other ado lescent concerns such as 
nutrition, oral health, substance abuse, 
accidents, mental health and others. The 
broader frameworks fostered more inclusivity 
and less controversy, but also led to the 
exclusion of contraception as an important 
service for adolescents, until after they had 
become pregnant.

The shifting policy frames are reflected in the 
subsequent technical and implementing 
guidelines. The Philippine Adolescent Job Aid of 
2009 departed significantly from the WHO 
version, treated “sexual promiscuity” as a major 

problem, and advised that all adolescents 
practice abstinence, even those who have 
become sexually active.90 This policy is echoed 
in the communication and counseling messages 
of the 2012 BCC Sourcebook. Contraceptive 
counseling and services are also minimized in 
the 2017 MOP and its updated guidelines for 
health service providers. Its Adolescent Friendly 
Health Package of Services has 38 interven -
tions, with the prevention of adolescent preg -
nancy as one of 17 essential health services, 
and FP counseling and provision of FP services 
and commodities (with parental consent) done 
only during prenatal and postnatal care, 
respectively.91 The MOP allows a wide-variety of 
decentralized and localized adolescent health 
facilities and only requires incremental 
compliance92 with Ado lescent Friendly Health 
Standards. For example, a Level 2 facility 
requires compliance with Standard 2 which 
states that facilities must provide services “in 
line with the accepted package of health 
services.” However, it is unclear what “accepted 
package” means, or if it is the same as a full, 
adolescent-friendly package. 

A teen mom with her child, after getting a contraceptive implant at a "Family Planning Fair."
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Only the FP Standards Manual discusses 
adolescent contraception substantively. How -
ever, it frames the discussion with the qualifying 
statements that young people should delay 
sexual activity until they are ready to start a 
family93 and that spousal consent is required for 
female and male sterilization.94 The adolescent 
section of the Standards Manual is not included 
in the MOP.

Another issue affecting the range of 
contraceptive services for adolescents is the 
scope of adolescents’ right to privacy. The 
Convention on the Rights of the Child (CRC) 
declares that “no child shall be subjected to 
arbitrary or unlawful interference with his or her 
privacy” and that he or she has the “right to be 
protected against such interference.”95 However, 
CRC also upholds “the responsibilities, rights 
and duties” of parents or guardians to “provide 
appropriate direction and guidance” in the 
child’s exercise of these rights.96 In the 
Philippines, the potential conflict between 
adolescents’ and parents’ rights is illustrated by 
the fact that while there is “no law on informed 
consent, privacy, and confidentiality in regard to 
medical issues,” the Philippine Medical 
Association Code of Ethics asserts that 
“informed consent in case of a minor should be 
given by the parents or guardian or members of 
the immediate family who are of legal age.”97 In 
these cases, both the AJA and MOP leave the 
decision to the providers.

In cases of conflict, such as with regard to 
contraceptive service provision, the 2009 and 
2017 guidance leaves the judgment to the 
individual provider. AJA advises providers to 
“draw upon your experience and the support of 
caring and knowledgeable people to find the 
best way to balance your legal obligations with 
your ethical obligations.” The MOP recommends 
the “use of their judgment about what 
information to discuss in front of family 
members, and find creative strategies to obtain 
consent and to distract family members who 
may actively try to prevent adolescents from 
consulting a health worker in private.”98 

Analysis of policies show that policymakers 
restricted access to contraceptive information 
and services through their single-minded focus 
on abstinence and the reluctance to respond to 
adolescents who are sexually-active. These 
predate the restrictions in the RH Law. We 
cannot ascertain the motivation behind these 
restrictive policies. However, we note the 

similarity to a 2003 study on “operational 
barriers to Adolescent Reproductive Health” that 
cites the dominant influence of religious beliefs 
and cultural biases.99 Religious, especially 
Catholic, doctrines dominate adolescent SRH 
policies despite the Philippine Constitution's 
declaration that “the separation of Church and 
state shall be inviolable” and that “no law shall 
be made respecting an establishment of religion 
or the free exercise thereof.”100 

The 2003 study described the pervasive value 
on “virginity” and people’s belief that since the 
Catholic Church is not in favor of sex before 
marriage, “there is no point in providing 
reproductive health services to adolescents 
because by definition they are not sexually 
active.” Catholic values influence policymakers 
to make marital status the determining factor on 
contraceptive access for adolescents, not their 
age or need. The 2003 study also described 
prevalent misconceptions and biases against 
contraceptives, such as the view that the 
condom is “an object of illicit sexual behavior” 
used only by sex workers, and that 
contraceptive use by girls is associated with 
promiscuity and cause infertility and cancer. 

Parental authorization for minors is not 
absolute. The revised IRR of the law identifies 
conditions that allow contraceptive provision. 
The IRR states that the parental consent rule 
applies only to public facilities, and not to NGO 
and private facilities. It also clarifies that in 
cases of minors abused and exploited by their 
parents, the power of consent is transferred to 
persons or institutions authorized by court order 
or relevant protective laws and regulations. 

Discussion

A teen mom with her child, after getting a contraceptive implant at a "Family Planning Fair."

“No child shall 

be subjected to 

arbitrary or 

unlawful 

interference 

with his or her 

privacy  …”

- Covention on the 
Rights of the Child

Finally, the RH Law and its 
IRR do not penalize providers 
who skip the parental consent 
procedure. The remaining 
penalty clause is aimed at 
those who “refuse to perform 
legal and medically-safe 
reproductive health procedures 
… due to lack of spousal or 
parental consent in emergency 
and serious cases.”101 

Clarification of the above legal 
provisions and reiteration that 
adolescents age 18 and older 
have no restriction can readily 
be added to current policies to 
make them compliant with the 
law. 



30

 Data and Policy Trends in Adolescent Pregnancy and Contraception in the Philippines

Conclusion
The Philippines as of 2019 did not meet the 
ICPD POA objectives of addressing adolescents’ 
SRH needs and reducing the adolescent birth 
rate significantly. This is mainly because 
government did not adopt a special program for 
sexually active adolescents, including 

information, counseling and services that 
guaranteed their right to privacy and 
confidentiality. Instead, the approach focused 
on abstinence-only information and the 
provision of health services that did not include 
contraception.

Recommendations
All stakeholders (CSOs, Government policy -
makers)

1. Conduct broad public information, using 
various communication media, on teen 
pregnancy and its health and social impact and 
the important role of effective pregnancy 
prevention for adolescents, including the use of 
modern contraceptives.

2. Conduct broad public information on the 
provisions of the RH Law to all stakeholders— 
adolescents, parents, teachers, health 
providers, policymakers—to include clarification 
of the restrictions and openings around 
contraceptive use of adolescent minors.

3. Support the development of nonprofit NGOs 
and government facilities with strong capacities 
to provide ARH information and services, 
especially those that are considered culturally 
sensitive, such as contraception. 

4. For CSOs, develop information materials and 
activities especially for key policy-makers on 
teen pregnancy and its health and social impact 
and the important role of effective pregnancy 
prevention for adolescents, including the use of 
modern contraceptives.

5. Advocate to the DOH and DepEd to ensure 
that their policies and guidelines provide full 
information on contraception following the 
Supreme Court’s ruling on the topic; and that 
their polices and guidance on services allow for 
the full extent allowed by law including referrals 
to NGOs and private facilities as necessary.

6. Develop, document and disseminate 
information on effective adolescent health 
programs where adolescents have full rights of 
access, including privacy and confidentiality, 
with the support of broad-minded adults in the 
community.

7. Conduct values clarification and training in 
ethics and adolescent’s rights, including 
contraception, among health and education 
policymakers and implementers of adolescent 
sexual and reproductive health programs.

8. Develop youth leaders who can effectively 
communicate the rationale, ethics and ways 
that contraceptive information and services can 
be integrated in adolescent health programs 

9. Develop a network of influential adults
—parents, teachers, health service providers, 
policymakers, media practitioners, religious and 
community leaders—who will join youth leaders 
in advocating for rights-based adolescent health 
policies and programs, including contraception. 
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Annex 1: Data Tables
Unless specified otherwise, years refer to survey years of the 
(National) Demographic and Health Surveys done by the 
Department of Health and ICF/Macro International. We used 
their online database for all figures (https://statcompiler.com/
en/), except for derived figures ex plain ed here (e.g., percent 
change) or within individual tables.  Percent change is 
calculated using the earliest and latest years available (in 
almost all cases, 1993 and 2017). AAP (average annual 

percentage) change is calculated using a simple linear 
change assumption: average (mean) annual percent change 
between adjacent periods were calculated (i.e., 1993 to 
1998, 1998 to 2003, and so on), and the results were 
averaged to get a single figure for the entire period (in almost 
all cases, from 1993 to 2017). Unless stated otherwise, 
adolescents refer to females 15-19.

Table 1. Birth rates (age-specific fertility rates) 15-49, by age groups Table 2. Adolescent birth rates, by residence

Table 4. Adolescent birth rates by wealth quintilesTable 3. Average annual percent change in birth rates, 1993-2017

Table 5. Adolescent birth rates by education attained Table 6. Percentage of births mistimed or not wanted at all

Annex 1: Data Tables
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Table 7. Number of unintended births per 1000 women by age groups Table 8. Teenagers who have begun childbearing, by single-year group

Table 9. Adolescents' sexual activity Table 10. Adolescents' sexual activity, contraception and birth rate

Table 11. Agreed or knew that condoms provide HIV protection Table 12. Adolescents' current use of contraception compared to sex in the last four weeks
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Table 13. Ideal number of children by age groups Table 14. Demand for FP satisfied by modern methods, by age groups

Table 15. Percentage who agree that minors who want contraception should seek written 
parental permission (2017 survey only)

Annex 1: Data Tables
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ARROW is a regional and non-profit women’s 
NGO based in Kuala Lumpur, Malaysia, and 
has consultative status with the Economic and 
Social Council of the United Nations. Since it 
was established in 1993, it has been working 
to advance women’s health, affirmative 
sexuality and rights, and to empower women 
through information and knowledge, evidence 
generation, advocacy, capacity building, 
partnership building and organisational 
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Likhaan Center for Women's Health is a non-
profit Philippine NGO that began working on 
women's health, especially sexual and 
reproductive health, in 1995. Likhaan currently 
provides SRH services—such as contraception, 
maternal and newborn care, cervical cancer 
screening and STI screening and treatment
—through its network of eight primary care level 
clinics. Likhaan also actively enggages in 
evidence-based IEC and advocacy work. It is 
currently the NGO representative to the 
Secretariat of the National Implementation 
Team for the RH Law, and one of the lead 
organizations of the Reproductive Health 
Adovcacy Network.   
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