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Abstract
Background  Young women (YW) in Angola face multiple, intersecting challenges related to sexual and reproductive 
health (SRH), including high rates of early and unintended pregnancy, limited access to contraception, gender-based 
violence (GBV), and unsafe abortion. These issues are shaped by structural inequalities, restrictive laws, stigma, and 
inadequate youth-friendly services. Despite the urgency, qualitative research exploring youth perspectives on SRH in 
Angola remains scarce.

Methods  This qualitative study was conducted in May 2023 in Benguela Province, Angola, as part of the formative 
phase of the [Anonymised] project. Four focus group discussions (FGDs) were held with 27 young people aged 18–25, 
stratified by sex and setting (urban Lobito, rural Cubal). Participants were purposively selected to ensure diversity of 
background and recruited through civil society networks. Discussions followed a semi-structured guide and were 
analysed using thematic content analysis, integrating systems thinking and Bronfenbrenner’s ecological model.

Results  Participants identified early pregnancy as the most pressing concern, frequently linked to stigma, 
misinformation, social pressure, and lack of confidential services. Contraceptive use was limited by fear, myths, and 
gender dynamics, with abortion often emerging as a stigmatized but common response to unintended pregnancy. 
Testimonies revealed four “Itineraries of Reality” (IR): [1] abortion as moral crime [2], clandestine abortion as escape 
[3], forced continuation of pregnancy, and [4] an aspirational path toward safe, legal abortion. These trajectories 
were embedded in two “Vulnerability Circuits” (VC): unsafe abortion and intergenerational poverty. However, two 
Exit Strategies (ES)—social activism and legal-health system reform—and one Empowerment Pathway (EP) linked to 
youth-led associations and community spaces emerged as means of resistance and resilience.
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Background
Young women (YW) in Angola face multiple, interrelated 
challenges concerning sexual and reproductive health 
(SRH), including high rates of sexually transmitted infec-
tions (STIs), limited access to contraception, gender-
based violence (GBV), early and unintended pregnancy, 
and unsafe abortion practices [1–3]. HIV is also a sig-
nificant concern, particularly among adolescent girls and 
YW, who are disproportionately affected due to a com-
bination of behavioural vulnerabilities and structural 
inequalities. These issues are further exacerbated by a 
lack of youth-friendly SRH services, widespread stigma, 
and insufficient comprehensive sexuality education in 
schools [4, 5].

Globally, sixteen million adolescents experience unin-
tended pregnancy each year, with Sub-Saharan Africa 
(SSA) disproportionately affected. Angola ranks among 
the highest in adolescent fertility with 46.6% of YW (aged 
18–24) reporting unintended pregnancies, nearly double 
the SSA average [6].

These pregnancies often interrupt education, limit 
opportunities, and reinforce cycles of poverty and exclu-
sion [7]. Adolescent motherhood is also associated with 
poor birth outcomes such as low birth weight and pre-
term birth [8]. Abortion decisions are shaped by a range 
of personal factors including education, marital status, 
culture, media exposure, and experiences of violence 
[9], with gender inequality and intimate partner violence 
further exacerbating SRH risks [2]. Despite limited legal 
exceptions (rape, maternal risk), access to safe abortion 
in Angola remains restricted by law and stigma (Lei n.º 
38/20) [10, 11].

Angola’s Human Development Index (HDI) remain 
among the lowest globally. Social determinants like edu-
cation, place of residence, and income strongly influence 
fertility. The median age at first sex is 16, and first child-
birth typically occurs by 19.5. Early motherhood is most 
prevalent among girls with no education (58%) compared 
to those with higher education (25%) [12, 13]. For every 
1,000 live births, approximately two women die during 
pregnancy or postpartum [1]. To address these chal-
lenges, the [Anonymised] Project was launched in Ben-
guela to improve the knowledge, attitudes, and practices 
(KAP) related to SRH among young people in Benguela 
province. These patterns reflect not individual decisions 

alone, but structural inequalities, cultural norms, and 
lack of SRH services, addressing key challenges such as 
STIs, GBV, unintended pregnancies, and unsafe abor-
tions [14, 15].

This qualitative study was conducted as part of the 
project’s formative phase. Its objective was to explore 
young people’s perceptions, identify key SRH concerns, 
and analyse the social and structural factors influencing 
their reproductive behaviours in a context of high adoles-
cent fertility and restrictive abortion laws.

While the study acknowledges broader SRH concerns 
such as access to contraception and education, its pri-
mary focus lies in exploring young people’s experiences 
with unintended pregnancy and their attitudes toward 
pregnancy continuation or termination in a legally and 
socially restrictive context.

There is a notable lack of qualitative research on 
youth SRH perceptions in Angola, particularly in Ben-
guela [9, 16–18].This study contributes to filling that 
gap and underscores the need for context-specific evi-
dence to inform the design of effective, youth-centred 
interventions.

Data and methods
This qualitative study was conducted in May 2023 in 
Benguela Province, Angola, during the formative phase 
of the [Anonymised] project, which aims to improve SRH 
knowledge, attitudes, and practices (KAP) among young 
people aged 18–25. The objective was to explore youth 
perceptions, concerns, and the social and structural fac-
tors shaping SRH-related behaviours.

Fieldwork was conducted in two contrasting munici-
palities: Cubal, a rural inland town with limited SRH 
services, and Lobito, an urban area with greater infra-
structure. These sites were purposively selected to cap-
ture geographic, social, and infrastructural diversity.

FGD (Focus Group Discussion) method allowed us 
to observe interactions and capture collective views to 
understand how youth perceive and navigate sensitive 
issues like unintended pregnancy, contraception, and 
abortion.

Sampling and recruitment
We conducted a total of four FGDs, one with YW and 
one with young men (YM) in each location (Cubal and 

Conclusions  Young people’s SRH decisions in Benguela are shaped not only by individual attitudes but by social 
norms, gender inequality, systemic barriers, and restrictive policies. Early motherhood often reflects constrained 
agency rather than choice. Addressing these issues requires expanding SRH education and services, decriminalizing 
abortion, and strengthening youth empowerment mechanisms. Findings support the design of rights-based, context-
sensitive interventions rooted in young people’s lived realities.

Keywords  Sexual and reproductive health, Young people, Unintended pregnancies, Contraception, Unsafe abortion, 
Vulnerability, Gender norms, Angola, Qualitative research.
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Lobito). Each group consisted of six to eight participants, 
totalling 27 individuals: (1) eight women from urban area 
(Lobito), (2) seven women from rural area (Cubal), (3) 
seven men from rural area and (4) six men from urban 
area. All participants were aged between 18 and 25 and 
were selected using purposive sampling to ensure diver-
sity in gender, geographic origin, marital and parental 
status. Educational level was not used as a selection crite-
rion, but was documented to reflect participant diversity.

Fifteen participants (56%) were women, and the major-
ity had completed secondary or high school education 
(n = 25; 93%), with only two participants having reached 
post-secondary or university level. The median age was 
of 23 in urban groups and 21 in rural groups. Five partici-
pants were parents: three women (two from Lobito and 
one from Cubal) and two men (both from Cubal), while 
the remaining 22 participants had no children.

Young adults were recruited through snowball sam-
pling, with support from key informants in local civil 
society organizations involved in the [Anonymised] Proj-
ect. Informants, such as youth coordinators, identified or 
referred participants aged 18–25 from both municipali-
ties. Eligible participants had to be able to express them-
selves freely and spontaneously in a group setting. None 

of the FGD participants had a prior personal relationship 
with other members of their discussion group.

Data collection
FGDs lasted 75–90 min, were conducted in Portuguese in 
safe community settings, and followed a semi-structured 
guide covering: [1] perceptions of early and unintended 
pregnancy; [2] attitudes toward abortion and mother-
hood; [3] access to and use of contraceptive methods; [4] 
perceptions of SRH services and barriers to care; and [5] 
influence of stigma, religion, and gender roles.

Each group was facilitated by a trained moderator 
of the same gender as participants, assisted by a co-
facilitator. A research team member observed each ses-
sion to monitor dynamics and ensure ethical oversight. 
Discussions were audio-recorded with informed con-
sent, transcribed verbatim, and anonymised to protect 
confidentiality.

The study received ethical approval from the Ministry 
of Health of Angola (MINSA) (nº14/2021), and all par-
ticipants provided written informed consent.

Data analysis
The analysis combined systems thinking [19–21] and 
Bronfenbrenner’s ecological model [22] to explore how 
individual behaviours, social norms, institutional prac-
tices, and policy frameworks interact to shape SRH 
outcomes.

A thematic content analysis approach [23] was per-
formed using a combination of deductive and induc-
tive strategies. Two researchers independently coded 
a sample of transcripts using ATLAS.ti and refined cat-
egories through iterative comparison. Discrepancies were 
resolved by consensus and themes were validated by the 
wider research team, including local facilitators. To cre-
ate more refined themes, the codes that represented 
similar interpretations were merged. Finally, illustrative 
quotations were selected to represent each major theme, 
with brief descriptions provided to clarify the meaning 
and scope of each theme as used in the analysis. This 
information is summarized in Table 1.

Results
Participants identified four main SRH concerns: contra-
ceptive methods and abortion, early pregnancy, STI, and 
GBV. Although no participant was under 18 years old at 
the time of the study, we did not explicitly ask whether 
their pregnancies or parenthood had occurred dur-
ing adolescence. However, the topic of early pregnancy 
emerged spontaneously in several FGD, particularly in 
references to friends, siblings, or their own past experi-
ences. These narratives suggest that adolescent preg-
nancy remains a salient and personal concern for many 
participants.

Table 1  Description of thematic codes used in the analysis
Theme Description
Contraceptive 
methods and 
abortion

Refers to young people’s knowledge, access, at-
titudes, and experiences related to modern contra-
ceptive methods, as well as views and experiences 
concerning abortion, including legal, moral, and 
social dimensions. Treated as a single code due to 
their frequent overlap in participants’ narratives as 
interconnected reproductive choices.

Early pregnancy In this study, the term refers not only to adolescent 
pregnancies (under 20 years) but also to unin-
tended or socially premature pregnancies among 
YW up to age 25. This broader framing reflects local 
perceptions in which early motherhood, regardless 
of biological maturity, can carry significant social 
and economic consequences, particularly regard-
ing education, employment, and autonomy.

STI Covers awareness, prevention practices, stigma, 
and experiences related to STIs, including HIV.

GBV Refers to experiences or perceptions of violence 
based on gender, including coercion, abuse, or fear.

Gender equality Covers youth reflections on gender roles, rights, 
equity in relationships, and SRH decision-making.

Culture and 
religion

The theme captures the influence of cultural 
norms, traditions, and religious beliefs on young 
people’s SRH decisions and behaviours.

Access to health 
services

Refers to the availability, affordability, quality, and 
acceptability of SRH services, including structural 
and social barriers to access.

Education, 
information and 
knowledge

Sources, quality, and accessibility of SRH education, 
both formal (schools) and informal (peers, media).
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Contraceptive methods and abortion were grouped 
together because participants often discussed them as 
interrelated, abortion was frequently described as a con-
sequence of contraceptive failure or lack of access. This 
thematic grouping reflects how the issues emerged in the 
discussions. This information is summarized in Fig. 1.

Themes included in the analysis were either fre-
quently mentioned or clearly identified as relevant by 
participants.

Contraceptive methods and abortion emerged as the 
most frequently referenced theme overall, particularly 
among urban YW (71 mentions), followed by urban 
males [24] and rural males [25]. Although rural females 
referred to this theme slightly less (30 mentions), their 
contributions still highlight its centrality.

Although contraception dominated the discourse, early 
pregnancy was identified as the main SRH concern by 
all groups, particularly urban males (41 mentions), high-
lighting its perceived relevance across diverse contexts, 
despite fewer mentions by rural and female participants.

With regard to STIs, rural males stood out with 33 
mentions, more than twice that of any other group, pos-
sibly indicating heightened concern or awareness of risk 
in this subgroup.

In contrast, GBV received fewer explicit mentions, 
with a maximum of 8 references among rural females. 
However, as frequency of mention does not necessarily 
equate to thematic importance, it is essential to interpret 
these figures with caution. Sensitive issues like GBV may 
be underreported due to stigma, fear, or discomfort in 
group settings. These topics warrant deeper exploration 
through more discreet qualitative methods.

Four central themes emerged from the analysis as 
factors influencing SRH: gender equality, culture and 
religion, access to health services, and education, infor-
mation and knowledge. Figure 2 describes the main fac-
tors influencing SRH.

Clear differences emerged between urban and rural 
participants. Gender equality was the most referenced 
among them (117 mentions), with nearly equal engage-
ment from male [26] and female participants [27]. Within 
this theme, urban males (45 references) stood out as 
the most vocal group, potentially reflecting exposure to 
diverse perspectives in urban environments. Culture and 
religion also received substantial attention (82 mentions), 
especially from urban males [28] and rural males [13]. 
While female participants mentioned it less frequently, 
this does not imply lesser importance but rather reflects 
the distribution of discourse across groups. Access to 
health services was highlighted in 51 instances, with rural 
males [15] making the most references. This theme’s pres-
ence in the analysis underlines its perceived relevance, 
especially in rural contexts. Education, information and 
knowledge was cited 42 times, the least among the four—
but still significant within the overall qualitative analysis. 
Mentions came primarily from urban participants, with 
very limited references by rural females [1]. Again, this 
should not be interpreted as a lack of importance, but 
rather as a reflection of how different groups voiced their 
concerns or experiences.

Rural participants were generally less expressive and 
required more prompting. Gender differences were also 
evident: YM participated more actively, while YW were 
more hesitant, likely due to persistent gender norms and 

Fig. 1  Main concerns about SRH among adolescents in Benguela. Number (N) of mentions
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stigma, despite efforts to ensure comfort through gender-
matched facilitators.

Qualitative findings
Participants consistently identified early and unintended 
pregnancy as the most pressing concern in their commu-
nities. This was acknowledged across all groups:

“… It’s normal here in Angola” (female, urban).
“…I have a neighbour, I think she must be about 15, 
and she’s a mother (…)”. (male, rural)

Early pregnancy was described not only as common but 
also deeply disruptive. Several participants highlighted 
its psychosocial and developmental consequences, espe-
cially for girls:

even in cases of rape or emotional distress.
Although GBV was not often named explicitly, several 

testimonies implied experiences of coercion and sexual 
violence, which were frequently minimized. Abortion 
was rarely seen as acceptable. Instead, YM emphasized 
psychological support or adoption as alternatives:

“…She should receive (psychological) assistance to 
continue with the baby…” (male, urban).
“…They don’t have to abort them …send the child 
away from her, because it will be difficult… she’ll 
remember what she’s been through”. (male,, rural)
“…In the African vision, reproduction is seen as 
something divine, itcannot be interrupted.” (male, 
urban).

This reflects strong moral and cultural resistance to abor-
tion, especially among male participants.

Social pressure, misconceptions, fear of infertility and 
religious beliefs are significant barriers to accessing con-
traception and safe abortion services. These barriers are 
compounded by systemic limitations in the availability 
and accessibility of contraceptive methods. Participants, 
particularly YW, described a social environment where 
contraceptive use is stigmatized or misunderstood, lead-
ing to increased risks of early pregnancy or unsafe abor-
tion. Many girls face intense social pressure to avoid 
using contraception, which increases their risk of experi-
encing unsafe abortions or early pregnancies.

Condoms were the only contraceptive method explic-
itly mentioned by participants, often associated with 
ambivalence and low use, indicating a potential gap in 
awareness about their protective function beyond preg-
nancy prevention.

“…Most of the time we don’t use [condoms]… and 
that’s the cause of the high rate of early pregnan-
cies…” (female, urban).
“…I don’t want to use a condom because it gives me 
allergies… I don’t like it…” (female, urban).

Other methods such as pills or injectables were not dis-
cussed, which may reflect limited awareness or access. 
In some testimonies, abortion appeared as a response to 
unintended pregnancies, suggesting it may be perceived 
by some as a substitute for contraception in contexts 
where regular use of methods is not normalized.

Fig. 2  Number of mentions of key factors influencing sexual and reproductive health (SRH)
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Rural women associated abortion with danger and 
future infertility:

“…Abortion is life-threatening… we’re going to 
become mothers without children, aren’t we?” 
(female, rural).
“…You’ve spoilt yourself with so many abortions”. 
(female, rural)

This discursive link helps explain why participants 
referred to contraception and abortion together, as part 
of a continuum of strategies to manage fertility amid 
significant structural and social barriers. Among rural 
males, alternative methods like fidelity were framed as 
more acceptable or effective:

“I agree when he says that fidelity is the most effec-
tive method. (male, rural)

This quote refers to mutual monogamy within a commit-
ted relationship as a strategy to prevent both unintended 
pregnancy and STIs. This suggests reliance on tradi-
tional moral frameworks over biomedical strategies. It 
also illustrates how gender norms, misinformation, and 
stigma converge to limit young people’s ability to make 
informed and autonomous reproductive health decisions.

Finally, systemic barriers, such as limited access to 
youth-friendly services, lack of confidentiality, and reli-
ance on external interventions, were repeatedly noted, 
especially in rural areas, where service provision is scarce 
and often dependent on external interventions or per-
sonal contacts:

“…If there are no project activities, it’s more diffi-
cult… there’s no access to condoms in health centres.” 
(male, rural).
“…Getting a condom is really difficult…without per-
sonal contacts, it’s almost impossible.”” (male, rural).

Navigating reality: conceptual model for YW in Benguela
Based on the participants’ narratives, a conceptual model 
was developed to represent the lived experiences of YW 
facing unintended pregnancy in Benguela. The model 
includes four Itineraries of Reality (IRs), grounded in two 
Vulnerability Circuits (VCs) and linked to two Exit Strat-
egies (ESs) and one Empowerment Pathway (EP). Early 
pregnancy emerged as the shared starting point across all 
trajectories.

By IR, we mean the description of possible scenarios 
that YW may face in the event of an unintended preg-
nancy. They are grounded in VC that shape personal 
experiences, decisions, and behaviours on SRH. ESs are 
alternatives that allow some YW to interrupt VC. In this 

scenario, EP is a transformative trajectory where YW 
gain autonomy and decision-making power often linked 
to sustained supportive environments. The model devel-
oped is described in Fig. 3.

IR1: abortion as a crime against life that destroys traditions 
and cultural values
Abortion was commonly framed as morally and legally 
unacceptable, particularly by YM, reflecting religious 
doctrine and cultural norms that equate abortion with 
sin and the destruction of life. This view, rooted in both 
law and social norms in Angola, where abortion is legally 
restricted and only permitted in cases of risk to the 
mother’s life or rape, significantly limits YW’s autonomy 
and decision-making capacity regarding pregnancy.

The widespread stigma attached to abortion constitutes 
a major barrier to family planning in Angola [29], under-
mining YW’s SRHR (Sexual and Reproductive Health and 
Right) and limits their autonomy to make informed deci-
sions about their reproductive lives, often pushing them 
toward unsafe and clandestine procedures. Furthermore, 
the attitudes of YM often act as an additional layer of 
restriction, preventing women from exercising indepen-
dent decision-making and exposing them to significant 
health risks [30].

“…Abortion is a crime.” according to our law. In the 
law it’s a crime. you’ve taken a life.” (male, rural).

The high level of religiosity in both YM and YW is linked 
to more negative attitudes towards abortion, often result-
ing in complete disapproval of pregnancy termination, 
even in cases where it is legally permitted, such as rape 
or risk to the mother’s life [31]. Religious and cultural 
norms framed abortion not only as morally unacceptable 
but, in some cases, as a “crime” against both the unborn 
child and the divine order. This perception persisted even 
when participants acknowledged the traumatic circum-
stances of conception. Although GBV was not always 
explicitly named, several testimonies pointed to rape and 
coercion as existing realities, often minimized or normal-
ized within their social context. In these narratives, legal 
frameworks permitting abortion in such cases were over-
shadowed by religious teachings and community norms 
that demanded pregnancy continuation regardless of 
circumstances:

“…Killing is a sin, yes. But also we would have at 
least one. it would be a bit flexible in other cases 
even”. (male, rural)
“…Even I think that a woman who has been raped 
must give birth”. (female, urban)
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This highlights the complex interplay between legal 
rights, social norms, and personal beliefs, and under-
scores the urgent need to integrate GBV prevention and 
response mechanisms within youth-centred SRH inter-
ventions. While these same religious and cultural frame-
works often reinforced restrictive views—leading to 
abortion being perceived as morally unacceptable or even 
a “crime”—participants also described religion as a pro-
tective force, guiding young people toward abstinence, 
responsibility, and family values. This dual influence 
reflects the simultaneous role of religion in both limiting 
and safeguarding SRH decision-making.

“…A child who always goes to church… He’ll try his 
best not to make a mistake, because God or the law 
tells him to, and that helps.” (female, urban).

Family and education also emerge as protective elements 
in the face of a future lack of opportunities that can sup-
port healthier sexual relationships, which are central ele-
ments of SRH [32].

“…Education at school helps so much, a person who 
has studied is different from someone who hasn’t. 
Scientific and moral education makes a big differ-

ence to the personality of young teenagers.” (female, 
urban).

IR2: clandestine abortion as a risky escape route
YW in Benguela province are more likely to use clan-
destine abortion methods, leading to devastating con-
sequences such as sepsis, severe anaemia, disabilities, 
and, in some instances, infertility and death [33]. They 
are performed without legal provision, often alone, and 
using friends or partners for support [34]. It is common 
for young women seeking a clandestine abortion to go 
to the town square, where they can purchase over-the-
counter medications intended to induce termination of 
pregnancy. Thisevidences the normalization of unsafe 
abortion practices among female youth. The use of phar-
maceuticals such as metronidazole and tetracycline, 
referred to colloquially as “metro” and “tetra”, has become 
widespread as a perceived means of pregnancy termina-
tion among female youth.

“…They drink a metro with soda.” (female, urban).
“ Metro costs fifty, tetra maybe a hundred… and 
they’ll take it away.” (female, rural).

YM, by contrast, showed little knowledge about these 
methods:

Fig. 3  A model of early pregnancy outcomes of young women in Benguela. Relationship between itineraries of reality (IR), vulnerability circuits (VC), exit 
strategies (ES) and Empowerment Path (EP)
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“…They break glass and ingest the pieces to cause an 
abortion. s… can’t it cause serious harm to the per-
son” (male, rural).

Clandestine abortion practices create uncertainty and 
fear, can also lead to complications highlighting the need 
for legalization and availability [35, 36].

“…Nowadays, ending a pregnancy is a normal thing 
for children. You’ll find children 12, 11 years old who 
have already done it. I think it’s a very risky thing 
because they say it brings pain and. sometimes you 
won’t be able to abort.” (female, rural).

Despite awareness of these risks [37] both YW and YM in 
Benguela province continue to consider clandestine abor-
tion a viable response to unintended pregnancy, often in 
order to escape poverty and social stigma.

The normalisation of unsafe practices underscores 
VC1: the Unsafe Abortion Circuit, driven by lack of 
information, stigma, and legal constraints.

“…It’s a problem because it breaks dreams… Early 
pregnancy hides development within society. If a 
14-year-old gets pregnant, sometimes she’s just in 
7th grade… she can’t continue studying, then she 
breaks down.“ (male, rural).

YM’s involvement plays a critical role in abortion deci-
sion-making. Male participants described a YW’s deci-
sion to terminate a pregnancy as strongly influenced by 
her partner’s support, the status of their relationship, and 
the attitudes of family and peers [38].

“If the father didn’t plan the pregnancy… the mother 
will be abandoned.” (male, urban).

Stigma from parents and peers further shapes YW’s 
reproductive choices. Some families threaten to expel 
pregnant daughters from the home, while peers may 
downplay the risks, normalizing early pregnancy through 
their own experiences.

“…You’ll get pregnant, and you’ll have to leave my 
house.” (male, urban).
“…When one girl gets pregnant, she tells the others, 
‘Hey, I’m fine, I’m here.’ Without realizing that while 
everything may go well for her, other problems could 
arise for others.” (male, urban).

IR 3: continuation of the pregnancy as the only option
During the urban male FGD, the facilitator asked directly: 
‘If an underage girl was raped, do you think she would 
have the right to have an abortion?

“…she should be assisted to continue with the baby… 
until the expulsion period” (male, urban).

Cultural views and values also play an important role 
in the attitudes and behaviours toward abortion among 
both YM and YW [28]. Cultural views equate having chil-
dren with having wealth, and in some instances, abortion 
is blamed for destroying cultural values and traditions. 
YW in Benguela province are encouraged to marry and 
get pregnant, early [39].

“…The African vision is from the perspective of repro-
duction. We see it as something divine that cannot 
be interrupted.”. (male, urban)
“…This is what Africans constantly. the more chil-
dren I have, the more wealth.” (male, urban).

This trajectory illustrates VC2: The Cycle of Intergenera-
tional Poverty, where YW lack resources, education, and 
agency to avoid early pregnancy and are trapped in struc-
tural disadvantage.

“…If the mother is abandoned… the child may grow up 
influenced by criminals.” (male, urban).

IR4. Safe abortion as a legal and accessible healthcare 
service
In our conceptual model, Itinerary of Reality 4 (IR4) rep-
resents a normative and aspirational scenario in which 
abortion is safe, legal, and integrated into the public 
health system. While this is not yet the reality in Angola, 
including IR4 in the model allows for reflection on the 
potential impact of rights-based approaches.

Although no participant explicitly called for the legali-
sation of abortion or the introduction of safe abortion 
services, several testimonies highlighted the health risks 
associated with clandestine procedures, indirectly point-
ing to the importance of safer options. As one male par-
ticipant from a rural group explained:

“…Something always happens after the fact, there 
are always consequences… either they die, or it gets 
very complicated. And they’re aware. They’re aware 
when they do it.” (male, rural).

These reflections reveal a shared awareness of the 
dangers of unsafe abortions, even among those who 
expressed moral or religious opposition to pregnancy 
termination. Within the IR4 scenario, individuals could 
access abortion care without stigma or legal risk, while 
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health professionals would be trained, equipped, and 
legally protected to provide these services.

In this hypothetical pathway, the integration of 
safe abortion into the health system would lead to an 
Expected Pathway 3 (EP3), characterised by improved 
reproductive health outcomes and enhanced autonomy 
for women. IR4 also connects to Exit Strategy 2 (ES2), 
which focuses on health system reform and legal advo-
cacy to ensure that such services are both available and 
accessible.

VC1: unsafe abortion circuit (related to IR1 & 2)
Limited access to contraception, often due to systemic 
barriers like lack of education and comprehensive sexual 
education, can lead to unintended pregnancies. This, 
in turn, can increase the likelihood of unsafe abortions, 
which pose significant health risks to women and girls 
[40, 41].

This is particularly problematic in rural areas and 
close-knit communities where access to healthcare and 
confidential services is limited. The lack of intimacy and 
trust between young people and healthcare providers can 
further hinder their ability to access necessary reproduc-
tive health services. YW, in particular, are vulnerable to 
early or unwanted pregnancies due to financial and legal 
barriers in accessing contraceptives or safe abortion 
procedures.

This reality results from restrictive laws that only allow 
abortion in cases of rape or risk to the mother’s life. The 
criminalization of abortion (Law No. 38/20), combined 
with stigma, creates an environment where SRHR are 
systematically violated [42].

As a result of this desperate situation, YW often resort 
to purchasing drugs in the town square without pre-
scriptions, frequently following the advice of their peers 
[61]. While some are able to induce abortions at home, 
for others these methods prove ineffective. In such cases, 
they turn to trusted individuals in their communities who 
can facilitate alternative clandestine procedures, often 
under unsafe conditions and without medical oversights.

These practices place YW at significant risk of severe 
health complications resulting from unsafe abortion, 
including infections, bleeding, and long-term reproduc-
tive health issues.

The physical consequences are often compounded 
by psychological distress, with some women expe-
riencing depression and, in extreme cases, suicidal 
thoughts: “It’s really difficult…it’s sad, and they end 
up falling into depression. We still don’t understand 
depression as a disease […]That’s why we’re seeing 
people who can commit suicide”(female, urban).

VC2: intergenerational poverty and social reproduction of 
vulnerability (related to IR 3)
Systemic barriers trap YW in a cycle of vulnerability that 
socially shapes the lives of future generations. Economic 
constraints, lack of education, belonging to a broken 
family, and lack of accessible health services hinder YW’s 
ability to access effective contraceptive methods and safe 
abortion procedures when they need them.Consequently, 
these YW lack agency in their reproductive choices and 
often experience unintended early pregnancies.

This social determinism, in turn, perpetuates itself 
over generations. Children born to adolescent mothers 
are more likely to face similar situations, such as lack of 
economic resources or access to education. These chil-
dren are at a higher risk of becoming victims of early 
pregnancy themselves, and continuing the cycle of pov-
erty and limited resources, shaping the opportunities for 
future generations

“…there are a lot of children on the streets, because 
if the father didn’t plan the pregnancy, it’s very likely 
that the mother will be abandoned.” (male, urban).

ES 1: social and community activism
Social and community activism emerged as a pathway 
for young people, particularly YW, in Benguela to break 
cycles of vulnerability and gain agency over their sexual 
and reproductive lives. This includes a range of initiatives 
which, although distinct in their approaches, serve com-
plementary roles in providing support, guidance, advo-
cacy, and structure for young people.

Within the broader category of social and community 
activism, we include both youth-led associations and 
religious communities, such as churches and religious 
leaders, who play an influential role in shaping norms 
and supporting young people, NGO activists are often 
involved in advocacy, peer education, and mobilization 
efforts to promote youth SRH and rights. Religious com-
munities, by contrast, tend to provide moral and spiri-
tual guidance while fostering values around abstinence 
and family support. Both groups, although distinct in 
approach, play a crucial role in shaping norms and pro-
viding support mechanisms for young people navigating 
SRH challenges.

Youth associations: spaces of empowerment and 
opportunities
In the province of Benguela, youth associations play a 
very important role in getting young people out of the 
cycle of vulnerability. They serve as a space of commu-
nion where young people from the same context meet to 
discuss their concerns, including SRH. Social connected-
ness through activism can improve adolescent SRH and 
reduce unintended pregnancy rates [43].
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In a context marked by scarce educational and profes-
sional opportunities, youth-led associations and commu-
nity initiatives allow young people to explore intellectual 
interests and develop personal agency. Youth activism 
programs foster increased self, social and global aware-
ness while also teaching important skills like technical, 
interpersonal, and networking benefits [44].

“…The normal thing that could be done is more lec-
tures, talks, dialogues, talking to the community.” 
(male, urban).

Community engagement and local activism positively 
correlates with mental health and well-being, with some 
studies linking it to reduced health-risk behaviours [45]. 
Beyond SRH education, these spaces promote mental 
well-being and combat social isolation:

“…. I have no occupation. I’m a bit depressed. 
Because I have nothing to do.” (female, urban).

For some young people, particularly YW, a lack of oppor-
tunities and chronic hopelessness lead them to view early 
pregnancy as one of the few available paths to gaining 
identity, stability, or recognition especially in social con-
texts where motherhood is valued and may offer a sense 
of purpose. In the absence of education, employment, or 
supportive environments, pregnancy can appear as the 
only socially acceptable or meaningful option.

At the same time, low self-esteem and a lack of empow-
erment make many YW more vulnerable to coercion or 
to entering relationships where they cannot freely make 
decisions about their bodies or futures. In this context, 
community-based interventions can play a key role in 
building confidence and offering alternative life pathways.

“…Some interventions have helped me to discover 
more about myself… to gain more experience and to 
help others, like young people who were in prostitu-
tion or dependency.” (female, urban).

Youth associations provide a supportive environment for 
young people in which they can develop autonomy, self-
confidence, and feel empowered. At the same time, they 
highlight alternatives and opportunities focused on edu-
cation and professional development.

“…I’m already able to go places. With the experience 
I’ve received from activities. I won’t have that feeling 
anymore. I’ll feel at ease…” (female, urban).

In rural areas, participants expressed different prefer-
ences, with many valuing radio programs as safer and 

more socially acceptable channels to access SRH infor-
mation without facing stigma.

“…I would like the projects to do more radio pro-
grams to raise awareness…” (female, rural).

Religious communities: values, limits, and protection
Religion can act as a double-edge sword depending on 
how the individual interprets it. On the one hand, reli-
gion can be a protective or a risk factor in SRH. Religious 
groups offer moral orientation and community belong-
ing, often promoting abstinence, fidelity, and emotional 
commitment in relationships:

“…He’ll do his best not to make a mistake, because 
God or the law tells him to, and that helps…” 
(female, urban).

This spiritual grounding was seen by some as a protec-
tive factor, especially when combined with educational 
values:

“…Scientific and moral education makes a big differ-
ence to the personality of young teenagers…” (female, 
urban).

However, strong religious beliefs, particularly around 
abortion, can act as restrictive forces, reinforcing stigma 
and limiting access to safe reproductive health services.

“…Abortion is a criminal offence…. Biblically it’s a 
crime, killing is a sin.” (male, rural).
“…If we abort, abort, abort…Then we’ll live without 
children…my partner is going to worry about being 
in a relationship with me…” (female, urban).

Combining youth-led initiatives and religious guidance, 
offers young people connection, identity, and support to 
navigate SRH decisions in a context of limited structural 
resources.

ES2: health system reform and legal advocacy
This exit strategy focuses on structural responses 
designed to expand access to safe and rights-based 
reproductive healthcare. In the context of Angola, where 
abortion remains illegal except in very limited circum-
stances, this strategy points to the need for legal reform 
and health system strengthening. It includes advocating 
for decriminalization, ensuring provider protection, and 
aligning national policies with international human rights 
standards, thereby promoting autonomy and reducing 
preventable health risks.

The urgent need for reform is evidenced by testimo-
nies such as that of a health professional, who described 
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the direct consequences of current restrictions on public 
health services:

“…In our hospital…I’ve seen a lot of girls. I’m going 
to give them a blood transfusion because they’ve had 
an abortion”. (male, rural)

Social structures that contribute to early and unwanted 
pregnancies operate at multiple levels
The social structures that favour early and unwanted 
pregnancies, and unsafe abortion operate at multiple lev-
els in Benguela Province:

At the micro-level, cultural norms, religious beliefs, 
and societal expectations place strong pressure on young 
women to avoid contraception, which often leads them to 
resort to unsafe abortions. Within intimate relationships, 
male partners play a critical role in shaping reproductive 
decisions: discussions with young men revealed that they 
frequently discourage condom use, citing reduced sexual 
pleasure, and tend to shift responsibility for contracep-
tion onto women. These dynamics are further reinforced 
by peer pressure and dominant notions of masculinity, 
which undermine shared decision-making and heighten 
young women’s physical and emotional vulnerability.

At the meso-level, institutional and systemic barri-
ers hinder access to contraceptive methods and SRH 
services. These barriers include shortages of contracep-
tives, inadequate staff training, lack of young-friendly 
health centers, and limited or inadequate sex education 

in schools. Additionally, community authorities and reli-
gious leaders may enforce beliefs that conflict with SRH 
practices.

At the macro-level, Angola’s Penal Code (Law No. 
38/20) criminalizes abortion in most cases, creating 
a hostile legal and policy environment. The absence 
of implementation mechanisms and the persistence 
of stigma make safe abortion services largely inacces-
sible, pushing many women toward dangerous, unregu-
lated options. Social stigma surrounding contraception 
and abortion further isolates and discriminates against 
women seeking these services. These social structures are 
illustrated in Fig. 4.

Discussion
This study explored how young people in Benguela Prov-
ince perceive and navigate issues related to SRH, with a 
focus on unintended pregnancy and attitudes toward 
contraception and abortion. Four core concerns emerged 
in the discussions: early pregnancy, contraception and 
abortion, STIs, and GBV. These concerns were shaped 
by four intersecting structural and sociocultural factors: 
gender inequality, cultural and religious norms, access to 
health services, and the availability of SRH education and 
information.

It is important to note the intricate relationship 
between contraception, gender equality, and early preg-
nancy [40]. Although GBV and other sensitive issues were 
not as frequently mentioned as others, their significance 

Fig. 4  Social structures that favour early and unwanted pregnancies in Benguela Province
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remains critical. Low frequency of mention may reflect 
stigma, fear, or the normalisation of certain experiences, 
particularly among YW, rather than their irrelevance. 
Testimonies referring to coercion, sexual abuse, and 
unequal power dynamics in relationships point to under-
reported forms of GBV that directly affect SRH outcomes 
and autonomy [46]. Gender norms and power asym-
metries played a prominent role in shaping the group 
discussions [47]. Despite using gender-matched facili-
tators, male participants generally spoke more openly 
and at greater length, while some YW appeared hesi-
tant, especially on topics related to abortion or intimate 
partner relationships. These differences reveal how cul-
tural expectations around gender still strongly influence 
how youth express themselves and make decisions. For 
instance, YM often rejected condom use, citing discom-
fort or loss of pleasure, while transferring responsibility 
for contraception to their female partners. In contrast, 
many YW described contraception as a tool for self-pro-
tection, but frequently lacked the power to negotiate its 
use [40]. These dynamics align with prior studies showing 
that low contraceptive uptake and early pregnancy often 
reflect constrained choices, not lack of awareness [24, 
48, 49]. These risks can have lasting negative impacts on 
their mental health [50]. Lack of access to comprehensive 
sex education and contraceptive information, coupled 
with widespread poverty, contributes significantly to high 
rates of teenage pregnancy in Benguela Province [7, 25]. 
Additionally, the absence of open and honest commu-
nication between young people and their parents about 
SRH further exacerbates these challenges [32].

As echoed by classical theorists such as Maslow (1942), 
Fromme (1955), and Reiss (1976), sexual attitudes and 
behaviours are deeply shaped by socialisation, cultural 
meaning, and institutional constraints [51, 52].

Thematic analysis revealed four “Itineraries of Reality” 
(IR) representing different ways in which young people 
respond to unintended pregnancy. IR1 positions abor-
tion as a moral transgression and a violation of cultural 
and religious values. This attitude was also highlighted by 
several recent studies where culture is used as a discur-
sive resource to oppose safe abortion and where abortion 
is constructed as a destructive force of cultural values 
and traditions [39, 53]. IR2 presents abortion as a clan-
destine practice used to manage unwanted pregnancy, 
often involving unsafe and emotionally distressing meth-
ods. Similarly, several systematic reviews carried out in 
Africa report the same reality and bring to the table dif-
ferent control strategies, among which we can highlight 
improving access to contraceptive methods, the use of 
adolescent-friendly services, and comprehensive sexual-
ity education [33].

IR3 describes the continuation of the pregnancy as 
the only viable path, particularly where motherhood is 

idealised and alternatives are lacking. The reality that 
conforms to this itinerary is also highlighted by other 
studies that conclude that early age at first birth is asso-
ciated with christianity among other factors [53]. They 
also suggest that high fertility in SSA is explained by a 
religious belief system and a social structure that gives 
spiritual and economic rewards to high fertility. Tradi-
tional African religious values have sustained high fertil-
ity in two ways: they have acted directly to equate fertility 
with virtue and reproductive failure with sin [54]. Social 
pressure and false beliefs, along with fear, appear as the 
main barriers to accessing contraceptive methods or safe 
abortion procedures. A recent study on abortion stigma 
among women in Luanda, Angola, suggests that some 
abortion stigma in Angola stems not from abortion itself 
but rather from judgment about socially unacceptable 
pregnancies [29].

IR4 introduces an aspirational scenario in which abor-
tion is legal, safe, and accessible, illustrating the trans-
formative potential of legal and health system reform 
[55–57].

The identification of diverse IR has enabled the recog-
nition of VCs, ESs and one EP [16, 29, 54]. Each itiner-
ary is embedded in broader Vulnerability Circuits (VC). 
VC1 reflects how restricted access to contraception and 
safe abortion can lead to harmful health and emotional 
outcomes. It is characterised by early pregnancies and 
the pursuit of unsafe abortion services, calling for urgent 
attention to unmet reproductive needs [58].

VC2 exposes the intergenerational consequences of 
early motherhood—perpetuating cycles of poverty, 
school dropout, and limited life opportunities for YW. 
Participants pointed to ES and one EP that could chal-
lenge these patterns. It is supported by different studies 
that concluded that adolescent pregnancy in East Africa 
is influenced by factors such as education, age at first sex-
ual encounter, household wealth, family structure (58). 
In addition, in Angola, most adolescent mothers come 
from early pregnancies and that it is related to poor fam-
ily structure, low education and peri-urban residence [4, 
6, 27, 58].

The way out of these circuits of vulnerability is possible 
through ES and, more sustainably, through the EP. In this 
context, community-based youth associations, both sec-
ular and religious, emerged as critical support systems. In 
the path of addressing unmet needs and offering viable 
alternatives, youth associations in Benguela province can 
play a crucial transformative role and contribute to social 
change [26]. These youth associations connect directly 
with the needs of young people, helping them to escape 
from circuits of vulnerability and serving them to reach 
their full potential. Their role as protective spaces is criti-
cal for SRH education and emotional well-being [59].
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Importantly, some narratives suggested that early 
motherhood was not a fully voluntary choice, but rather 
the only socially available path for YW living in condi-
tions of structural hopelessness. In environments where 
education, employment, and mobility are inaccessible, 
motherhood may be perceived as a way to attain social 
recognition. This reflects a form of constrained agency, 
not necessarily a desire to become pregnant, but a 
response to limited alternatives. Consistent with our 
findings, previous studies from East Africa have found 
adolescent pregnancy and early motherhood to be com-
mon. across the region. More than half of the adolescents’ 
most recent pregnancies and or births in these countries 
were unintended [27]. Indeed, a recent study in Malanje 
province in Angola found that teenage pregnancy is a 
public issue influenced by low-income family structure, 
low education, and peri-urban residence [6].

These findings align with classical theories of sexual 
development and behaviour, which argue that sexual 
attitudes are shaped not only by individual psychology 
but also by broader social structures. The work of Reiss, 
Fromme, and Maslow [51, 52], among others, highlights 
how socialisation, cultural meaning, and structural con-
ditions influence decision-making. In Benguela, young 
people’s sexual and reproductive lives are embedded in 
systems of inequality and control, where legal restric-
tions, gendered expectations, and lack of services con-
verge to limit autonomy. Finally, participants indirectly 
called for health system reform and legal advocacy. In 
Angola, abortion remains illegal except in rare cases, as 
established in Law No. 38/20. The current legal frame-
work and social stigma drive women to unsafe practices 
with serious health implications.

Conclusion
This study examined how adolescents and young adults 
in Benguela Province, Angola, perceive and experience 
SRH, with a focus on unintended pregnancy and atti-
tudes toward contraception and abortion. The findings 
reveal that young people’s reproductive decisions are 
shaped by a complex interplay of gender norms, cultural 
and religious beliefs, limited access to health services, 
and insufficient SRH education.

Four reproductive trajectories, Itineraries of Reality, 
were identified, reflecting the diverse ways young people 
respond to unintended pregnancy in a legally and socially 
restrictive environment. These pathways are embed-
ded in vulnerability circuits that perpetuate early preg-
nancy, unsafe abortion, and intergenerational cycles of 
disadvantage. Nevertheless, participants also identified 
existing support systems, particularly youth associations 
and community-based spaces, as potential avenues for 
empowerment and change.

Barriers to accessing modern contraceptives and safe 
abortion services remain central to young people’s repro-
ductive challenges. In this context, early motherhood 
is often not a free choice but a reflection of limited life 
opportunities. Expanding access to youth-friendly SRH 
services, improving comprehensive sexuality education, 
and advancing legal reform around abortion are essen-
tial steps toward ensuring young people’s right to bodily 
autonomy and informed decision-making.

The voices of youth in this study underscore the 
urgency of designing rights-based, context-sensitive 
interventions that not only improve service delivery 
but also challenge the structural and normative barriers 
that limit reproductive freedom. SRH policies and pro-
grammes must be grounded in the lived realities of young 
people, recognising that health, gender equity, and social 
justice are inseparable [60].
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