
In 2007-08, 48% of teenage women had already had a live birth and another 6% were 
pregnant with their first child by age 19. As expected, teenage childbearing increases 
directly with age.

Teenage Pregnancy

Teenage Pregnancy and Motherhood by Age
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Attitudes Towards Those Living with HIV
Young Tanzanians are relatively accepting of those living with HIV. More than 90% are 
willing to care for a family member in their home who is HIV-positive. Only about 
half, however, would buy fresh vegetables from a shopkeeper who had HIV. Overall, 
one-quarter of young women and almost one-third of young men expressed accepting 
attitudes on all four indicators, according to the THMIS.

Negotiating Safer Sex
The THMIS indicated 87% of young people believe that a woman is justified in either 
asking to use a condom or refusing sexual intercourse if she knows her husband has a 
sexually transmitted infection.

Support of Condom Education
According to the THMIS, about 60% of young adults aged I8-24 agree that children aged 
I2-I4 should be taught about using a condom to avoid HIV.  Young men are slightly more 
likely to support this education than young women (65% versus 6I%).  Young women are 
more supportive of condom education than their older counterparts who are 25-49.

There is a substantial difference of opinion between Mainland and Zanzibar, with 59% 
of women and 65% of men aged 18-49 in Mainland Tanzania supporting condom use 
education for youth, compared with only 22% of women and 33% of men in Zanzibar.

Accepting Attitudes Towards Those Living with HIV/AIDS

Percent of women and men aged 15-24  expressing accepting attitude
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HIV-Related Attitudes
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Age and Condom Use at First Sex
More than one in ten women aged I5-I9 had sex by the age of I5 and more than half of 
those aged 20-24 had sex by age I8. Men initiate sexual activity at a slightly later age, 
whereby 10% had had sex by age I5 and 43% by age I8. About one-quarter of youth who 
have ever had sex report that they used a condom the first time they had sex. Condom 
use at first sex increases dramatically with education.  About half of young people with 
secondary or more education used a condom at first sex.

Premarital Sex
More than two thirds of never-mar-
ried women aged I5-I9 have never had 
sex. One-quarter of never-married 
women aged I5-I9 had sex in the year 
before the survey. Less than one-third 
of never-married women aged 20-24 
had never had sex, and more than half 
had had sex in the year before the 
survey.

Two thirds of never-married men aged 
I5-I9 have never had sex. One-quarter of never-married men I5-I9 had sex in the year 
before the survey. Men aged 20-24 are much more sexually active: about one-quarter 
of never-married men aged 20-24 had never had sex, and more than half had had sex 
in the year before the survey.

HIV-Related Behaviours

Condom Use at First Sex by Education
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Higher-Risk Behaviours
At the time of the survey, higher-risk sex was defined as sex with a partner who is 
neither a spouse nor who lived with the respondent. This definition does not capture 
all youth who are having higher-risk sex; the definition will be changed in future surveys. 
Nonetheless, about half of sexually active women aged 15-19 are having higher-risk sex 
according to the current definition.  Almost all men aged 15-19 (95%) who were sexu-
ally active reported having higher-risk sex. Higher-risk sex is less common among 20-24 
year olds (22% for women and 71% for men), most probably because older youth are 
more likely to be married, and therefore their sexual activity would not be classified as 
higher-risk under the current definition.

Among those who had higher-risk sex about half used a condom. Older female youth 
were slightly less likely than their younger counterparts to use a condom, while older 
male youth were much more likely than younger male youth to use a condom.

Higher-Risk Sex

Higher-Risk Sex and Condom Use
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Among youth who had sexual intercourse in the 12 months before
the survey, percent who had higher-risk sex, and among those, percent who

reported using a condom at last higher risk sex

Men

Higher-risk sex in past 12 months Condom at last higher-risk sex
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Note: Higher-risk sex is sex with a nonmarital, noncohabiting partner
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Age-Mixing and Alcohol
In the year before the survey, 8% of women aged 15-19 had higher-risk sex with a man 
10 or more years older. The age-mixing sexual practice is most common in Lake Zone 
(14%) and in urban areas of mainland Tanzania (13%). Eighteen percent of young women 
with no formal education had sex with a much older sex partner compared to only 3% 
of those with secondary education and above.

In the 12 months before the survey, 4% of young women and 2% of young men  
reported that they had sexual intercourse while drunk.

Multiple Partners
Four percent of sexually active young 
women and 22% of sexually active young 
men aged 15-24 had two or more sexual 
partners in the past year.

Payment for Sex
Five percent of young men aged 15-19 
and 13% of young men aged 20-24 re-
ported that they paid for sexual inter-
course in the year before the survey. 
More than half reported that they used a condom the last time they paid for sex.

Medical Injections
Unsafe medical injections provide a venue for HIV transmission. To avoid the risk of 
HIV transmission through injections, syringes and needles should be taken from new 
unopened packages to ensure sterility.

Almost 40% of young women and 21% of young men received a medical injection in the 
year before the survey. On average, young women received 1.2 medical injections per 
year and young men received 0.7 injections. More than 95% of young people reported 
that for their last medical injection the syringe and needle were taken from a new 
unopened package.

Multiple Sexual Partners
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Among those who had intercourse in the year
before the survey,  percent of youth who had

2+ partners in the year before the survey
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HIV Testing

Knowledge of HIV Testing Site
Three-quarters of young women and 80% of young men know where to go to get an 
HIV test, according to the THMIS.

Recent HlV Testing
In the year before the survey (among sexually active youth), one in four young women 
and one in five young men had been tested for HIV and received their results.  Testing 
is much more common in urban than rural areas (28% vs. I8% for men and 30% vs. 22% 
for women). Prior testing increases with education, with almost half of young women 
with secondary or higher education having been tested in the year before the survey. 
HIV testing among youth has increased dramatically in recent years.  Among young 
women aged 15-24, recent HIV testing has increased more than three-fold; recent 
testing has more than doubled among young men aged 15-24. Still, less than 20% of all 
youth had been tested for HIV in the year before the survey.

Trends in Recent HIV Testing: Youth
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HlV Testing During Antenatal Care (ANC)
Among young women who gave birth 
in the two years before the survey, 40% 
received HIV counselling during ante-
natal care. However, only 29% were 
counselled, offered and accepted an 
HIV test, and received the results.

Still, this marks a huge improvement 
since 2003-04 when only 23% of young 
women were counselled about HIV 
during ANC and only 5% were coun-
selled, offered and accepted an HIV 
test, and received the results.

Sexually Transmitted lnfections
Untreated sexually transmitted infections (STIs) may increase the risk of contracting 
and transmitting HIV.  Six percent of young women and 9% of young men aged 20-24 
reported that they had an STI or STI symptom in the year before the survey.

STIs and STI Symptoms
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HlV Testing and Sexually Transmitted Infections HIV and Male Circumcision

Trends in HIV Testing During ANC
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Nationally, the THMIS indicated that three-fifths of young men aged I5-24 are cir-
cumcised. Men who have been circumcised are less likely to be HIV-positive than 
those who are not circumcised (4% and 6%, respectively, among men aged 15-49).

HIV prevalence is significantly higher among those who are not circumcised in the 
20-24 age group.

HIV Prevalence by Male Circumcision
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The number of orphans 
and vulnerable children 
(OVC) in mainland Tan-
zania was estimated to be 
about I,400,000 in 2008. 
An orphan is defined as a 
child who has had one or 
both parents die. 

Almost	 one-third of Tanzanian house-
holds have a foster and/or orphan child. 
About one-quarter of children aged  
10-17 are classified as OVC. Traditional 
ways of caring for OVC are being eroded 
by the impact of HIV/AIDS, urbanisation, 
poverty, and the increased number of 
OVC. 

Youth as OVC
Those who have very sick parents, or live 
in a household where an adult has been 
very sick or died in the 12 months before 
the survey, were classified as OVC. It is 
assumed that OVC are disadvantaged 
when compared to non-OVC. Howev-
er, school attendance among OVC and 
non-OVC aged I0-I4 are more or less 
the same (87% and 89%, respectively). 
However, non-OVC are more likely to 
possess the three basic material needs 
(shoes, two sets of clothes, and a blanket) than OVC.

THMIS data showed that OVC girls are slightly more likely to initiate sex before the 
age of I5, while OVC boys initiate sex later than non-OVC boys.

Orphans and Vulnerable Children
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OVC and Non-OVC:
Possession of Basic Material Needs
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Orphans and Vulnerable Children

External Support for OVC by Age
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Less than one in ten orphans’ households receive any type of free external support. 
School-related assistance such as uniforms, books, and/or education fees is the most 
commonly received type of support.

Photo credit:  MOHSW

Page 22 Page 23

THMIS youth 102110.indd   22-23 10/22/10   3:10:33 PM



Policy and Programme Implications Policy and Programme Implications

The findings from the 2007-08 THMIS provide information that can inform policy and pro-
grammes that target youth HIV and AIDS efforts, particularly in high-prevalence popula-
tions and geographic regions. Possible implications from the survey include the following:

1.	 There is evidence of an association between education and HIV protection. This im-
plies that interventions to keep youth, especially young girls, in school may have ben-
efits in terms of preventing HIV. Reduction of HIV among youth would be greater if 
schools provided safe and protective environments, especially for young girls.

2.	 Teen pregnancy is associated with school drop-out, as well as poor health outcomes 
for young mothers and their babies. Youth-friendly reproductive health and HIV/AIDS 
interventions to reach in- and out-of-school youth with relevant information, life 
skills, and services that will protect them against STIs, HIV, and unwanted pregnancy 
should be implemented. Condom use should be encouraged and condom education 
should emphasize dual protection, especially among unmarried, sexually active youth. 
Promotion of family planning may also have direct and indirect benefits in terms of 
reducing HIV transmission, including PMTCT.

3.	 There is low comprehensive knowledge, especially among young women in high HIV 
prevalence regions. Programmes should focus on comprehensive HIV prevention in-
terventions with targeted messages based on drivers of the epidemic. For example, if 
the issue is cross-generational sex between young women and older men, then pro-
grammes should target this particular behaviour. However, it is important to note that 
knowledge alone is not sufficient. Interventions that address individual factors that 
influence people’s behaviours, such as risk perception and self efficacy, are critical.

4.	 Large numbers of males and females have had sex before age 15. This argues for early, 
comprehensive education on HIV prevention, pregnancy prevention, and other repro-
ductive health issues. Because a majority of youth attend primary school, this setting 
presents an opportunity to reach nearly all youth with age-appropriate comprehen-
sive HIV education that can help to protect them as they move into sexual maturity.

5.	 It is notable that abstinence is still widely practiced by both male and female youth. 
The norms, behaviours, and activities that promote abstinence should be reinforced. 
More research needs to be conducted to determine how Tanzanian youth who ab-
stain are able to do so.

6.	 Most vulnerable children (including OVC) and their families have multi-dimensional 
needs that require holistic and comprehensive interventions. Assistance provided 
should go beyond school-related needs to include food and nutrition, health care, 
socio-economic security, psychosocial support, HIV prevention education, and pro-
tection from violence, abuse, and neglect. This is particularly true for female OVC who 
are more likely to initiate sex early (compared to female non-OVC). 

7.	 Cross-generational sex is more common among younger girls. Thus, interventions 
addressing this issue should focus on them. Having multiple partners is also prevalent 
among youth, especially among males. Therefore, an emphasis on faithfulness, multiple 
concurrent partner reduction, and condom use will be key to reducing HIV. Youth 
programmes should address cultural practices, gender norms, and values that support 
high-risk behaviour, cross-generational sex, and multiple sex partners.

8.	 Young people should be given greater opportunities to be involved in home-based 
care, particularly given the highly positive attitudes of youth towards people with HIV 
living in their households.

9.	 Young discordant couples should be included in HIV prevention programmes, espe-
cially those that promote couples counselling, condom use, faithfulness, and partner 
reduction.

10.	 Special efforts to reach girls who are less likely to be in school and have less knowl-
edge about HIV are critical. Compared to boys, early sex, marriage, and child-bearing 
will affect girls’ access to education, and consequently their HIV risk. The significant 
increase in HIV prevalence seen among women aged 20-24, means that programmes 
must reach younger women earlier with HIV prevention information and services.

11.	 Given the higher HIV prevalence among married/living together women and divorced/
separated/widowed women, greater focus must be given to young married women 
and their partners in the areas of faithfulness, partner reduction, condom use, HIV 
testing, and stigma reduction. Interventions must also address power differentials be-
tween young women and their male partners.

12.	 Programmes should continue to support youth HIV testing, with special  
emphasis given to increasing access and availability of services. More HIV care and 
support interventions for youth are also needed, especially for young urban women. 
Such interventions should also address issues of stigma and quality of life of youth 
living with HIV.
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Data Application Exercise Guide Data Application Exercise Guide

This tool is intended for organizations to:
•  �Help disseminate to colleagues the findings on youth reproductive health and HIV 

contained in this booklet 
•  �Identify ways to use these findings to inform organizational activities and priorities
•  �Encourage integrated reproductive health and HIV programming for youth to meet 

their needs more holistically.

Through brainstorming and small group exercises, you and your colleagues will discuss 
how to apply data to various aspects of programme planning and advocacy, and con-
sider which indicators are most relevant to your own RH/HIV-related activities.

The questions and group exercises below on utilization of the findings can be applied 
to the booklet as a whole, or to selected key findings that you determine to be most 
relevant. The exercise should be undertaken after the findings have been presented 
to your colleagues. The exercise may last from one to three hours, depending on the 
number of working groups and how many of these groups report out to the entire 
audience.

Preparation:
•  �Each participant will need a copy of the booklet (or relevant selected findings)
•  �The presenter should have access to a chalkboard/chalk or an easel, large writing pad 

(flipchart), and markers.

I. PLENARY DISCUSSION OF THE RESULTS
Step I: The presenter briefly reviews selected key findings or indicators (most relevant 
to your organization) and asks the group the following questions:
•  �Do any of these results surprise or concern you? Why?
•  �Do you know of any other surveys or research results in Tanzania that cover similar 

topics as this booklet? [Brainstorm with the audience and list other relevant re-
search conducted in Tanzania.]

•  �How are the findings presented here different from these other data sources?

Step 2: The presenter encourages discussion about using the results (I0-20 minutes)
•  �Has anyone here used survey results before in his or her work? [Ask for examples. 

Discuss with group.]
•  �How else can we use survey data and, specifically, the findings presented in this book-

let, in our work? [Brainstorm with participants to come up with a list that includes 
the points listed below.]

•  �Monitoring and evaluation of programmes/projects/activities
•  �Advocacy/communicating with stakeholders
•  �Policy change/policy formulation
•  �Programme planning/design and budgeting
•  �Developing education and behaviour change communications (BCC) materials
•  �Identifying questions for future research
•  �Setting priorities and identifying needs
•  �Writing proposals for funding

II. SMALL GROUP WORK
Divide audience into small groups of 3-4 people, depending on size of the audience. 
Have them put their chairs in a circle so they can work together. Each group should 
identify one person to take notes and one person to report to the entire group. Give 
small groups 15-20 minutes to brainstorm, and then ask them to report to all the 
participants. Ask for feedback from the audience. The facilitator should also provide 
feedback and suggest other ways that the group could use the data.

Exercise: Think of one or more key findings from the survey(s) that are particularly 
relevant to your work. For example, if your work focuses on HIV prevention, you may 
want to consider the data on youth and HIV testing.

•  �Think about the list of methods to use the data that we brainstormed earlier, and 
decide how you can use this indicator/finding in your work. For example, consider 
how these indicators affect or concern specific audiences or population segments 
such as educators, youth, parents, religious leaders, policymakers, persons living with 
HIV, health care workers, people living in a specific geographic area, etc.

Page 26 Page 27

THMIS youth 102110.indd   26-27 10/22/10   3:10:33 PM



Data Application Exercise Guide

•  �Do these indicators have implications for specific types of interventions: behaviour 
change communication, training, programmes for young people, advocacy, prevention 
and care and treatment, and others?

Here is an example you can use with the group if they need more guidance: You are 
collaborating with TACAIDS on a communication strategy for your region. You need to 
identify what basic information is needed in the rural areas of your district.

•  �Look at the basic HIV transmission and prevention knowledge levels — what do 
most young people already know? What do they need to know?

•  �Who is the most informed? Who is the least informed?
•  �Who should be the primary audience for this information?
•  �How will you get the information to them? What channels of communication will be 

useful?

III. NEXT STEPS
Once you have generated a list of how this information can be used in your organiza-
tion, decide what further action needs to be taken. Here are some examples of ques-
tions you may want to address with the group:

•  �Has your discussion revealed a need for further information seeking (more research 
data, model programmes, expertise in specific areas, etc.)? Who will be responsible 
for obtaining this additional information?

•  �Do others need to be made aware of the small group work you and your colleagues 
did today? How are you going to communicate that? To whom?

•  �Has your work revealed the need for training or other capacity building activities for 
your organization? Who will follow-up on making the capacity building experience 
a reality?
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