Educating Girls:

Creating a foundation for positive sexual and reproductive health behaviors

What is the high-impact practice in family planning for creating an enabling
environment?
Keep girls in school to improve health
and development.

Educating Girls

Investments that promote keeping girls in
school, particularly in secondary school,
have far-reaching and long-term health
and development benefits for individuals,
families, and communities. Data
consistently demonstrate a strong and
positive relationship between increased formal educational attainment among girls
and healthier sexual and reproductive behaviors, including contraceptive use (DHS
Program, 2012; Lloyd, 2005; Mboup and Saha, 1998). Educating girls helps improve
gender equity by increasing agency and empowering girls to engage in decisionmaking that affects their families and the development of their communities. Benefits
of girls’ education extend beyond individual achievement to influence household
economics. On average, for every additional year of education, an individual’s wages
increase by an estimated 10% (EFA Global Monitoring Report team, 2014).
Access to high-quality contraceptive services for young people plays a key role in
helping girls avoid an unintended pregnancy in order to pursue their educational
goals. Describing program approaches that allow young men and women to
access and use contraception effectively is outside the scope of this document. The
purpose of this brief is to describe the relationship of girls’ education on family
planning and reproductive health and behaviors; highlight evidence-based practices
that increase girls’ enrollment, retention, and participation in school; and provide
recommendations for how the health sector can help support keeping girls in school.
Many girls and boys continue to miss out on the potential benefits of school. In
2011, 57 million children globally were not in school. More than one-half of the
world’s out-of-school children live in sub-Saharan Africa (EFA Global Monitoring
Report team, 2014). Although gender disparities in education are narrowing,
UNESCO estimates that only 29% of primary-school-age children live in countries
that have achieved gender parity (that is, equal participation for girls and boys in
school) at the lower secondary level, and only 15% live in countries with gender
parity at the upper secondary level (Fiske, 2012). Governments and their partners
can invest in structural changes that facilitate access to formal education, such as
equitable gender norms, economic empowerment, and promoting healthy behaviors.
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Background

Supporting girls to stay in school through the secondary level is one of several “high-impact practices in
family planning” (HIPs) identified by a technical advisory group of international experts. When scaled up
and institutionalized, HIPs aim to maximize investments in a comprehensive family planning strategy
(HIPs, 2013). For more information about other HIPs, see http://www.fphighimpactpractices.org/overview

Impact of Girls’ Education on Reproductive Behavior
Although the relationship between educational attainment and sexual and reproductive health behaviors and
outcomes is complex and bidirectional, strong associations between education and reproductive behavior are
observed consistently across a wide variety of social and economic settings and over time.
Educated women are more likely to delay marriage and first births as well as engage in other protective
health behaviors. Research in developing countries shows that girls who attend formal school delay sexual
initiation, marry and start childbearing at older ages, and have lower rates of HIV and other reproductive
morbidities (Lloyd, 2005). A review of risk and protective factors among adolescents found that greater
educational attainment was associated with delayed sexual initiation and increased likelihood of contraceptive
use, including condoms (Mmari and Sabherwal, 2013).
Women’s education is associated with a wide range of positive child health outcomes. Researchers estimate
that over 50% of the reduction in child deaths between 1970 and 2009 could be attributed to increased
educational attainment in women of reproductive age (Gakidou et al., 2010). Each additional year of mothers’
education increases the chance of mothers using prenatal care (Currie and Moretti, 2003). Children of
educated mothers are more likely than children of uneducated mothers to have higher birth weights, less likely
to die in infancy, and more likely to be immunized (Muula et al., 2011; Chou et al., 2007). These relationships
are observed among mothers with primary-level education and become stronger with secondary-level
education (Chou et al., 2007).
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programs will have the largest impacts
on slowing population growth compared
with investing in only one aspect, and that together these investments will have far-reaching effects on gender
equity and economic growth (Jiang and Hardee, 2014). Based on data from 105 countries, researchers
concluded that investments in universal primary and secondary education played a “decisive role” in bringing
countries out of poverty and reducing fertility rates (Crespo et al., 2013).
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Educated women are more likely to have fewer children and to use modern contraception. Research
consistently shows a strong correlation between women’s higher educational attainment and increased
contraceptive use and reduced childbearing. In countries with large differences in educational attainment,
women with no education will bear, on average, up to 3 children more in their lifetime than women with
secondary or higher levels of education (Asiimwe et al., 2013; DHS Program, 2012; Mboup and Saha, 1998).
Similarly, in these countries, levels of modern contraceptive use are 30% to 700% higher among women with
primary or secondary education than among women with no education (see Figure).

What Works to Keep Girls in School?
Engage communities to change social norms that devalue girls and their education. In a study of seven
African countries, nearly half of all surveyed parents believed there are certain disadvantages to schooling girls
(Fancy et al., 2012). Lack of social support discourages girls from attending school, such as staff providing
more support to boys than girls; teachers believing that subjects such as math are less important for girls than
boys; harassment by boys; and boys not recognizing that girls are not treated equitably (Lloyd et al., 2000).
Community engagement approaches can address these barriers by emphasizing the value of girls and the
benefits of girls’ education; promoting a gender-equitable distribution of household work; engaging parents,
girls, and communities to ensure girls’ safety; and providing a support structure for girls to pursue education.
Improve the quality of the school environment. In many countries, children do not attend school because
they fear an environment of abuse and sexual exploitation. For example, in Ghana and Senegal, 75% and
80% of children, respectively, cited teachers as the main perpetrators of violence in school (Fancy et al., 2012).
Teacher training, engaging in collaborative learning styles and extracurricular activities, employing women as
teachers, appointing women to local positions of leadership, and community engagement approaches can help
improve the quality of schools (Unterhalter et al., 2014).
Provide economic incentives to enroll and keep girls in schools. In sub-Saharan Africa, over half of
surveyed parents said they did not enroll their children in school due to a lack of financial means, despite the
existence of free basic education (Fancy et al., 2012). A situation analysis in four Asian countries found that
direct and indirect costs of school were the main cause for dropouts (USAID, 2014). Much of the rigorous
evidence on keeping girls in school comes from interventions that involve economic incentives, such as such as
conditional and unconditional cash transfers or non-cash transfers to cover expenses such as school fees, books,
uniforms, and transportation (Unterhalter et al., 2014). Data show that conditional cash transfers based upon
school attendance are effective at increasing school enrollment and attendance among girls in secondary school
(Baird et al., 2010).
The Table on p. 4 provides illustrative examples of programs in Africa and Asia that have successfully enrolled
and retained girls in school.
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Table. Illustrative Examples of Investments to Keep Girls in School, by Outcome
Project

Result

Intervention

Outcome: Increased secondary school enrollment, attendance, and/or completion
Zomba Cash
Never-married girls aged 13–22 years were
Transfer Program, randomly assigned to:
Malawi (Baird et al., • Receive a conditional cash transfer of
2010)
US$10/month for 10 months if they
had satisfactory school attendance,
plus direct payment of secondary
school fees (n=1,225), or
• Receive no transfers (control group)
(n=1,495)

•
•
•

•
Cash Transfer,
Kenya (Handa et
al., 2014)

•

•
•

Main caregiver of orphans and
vulnerable children (OVCs) in 14
randomly selected locations received
non-conditional cash transfer of
US$20/month.
OVCs in 14 additional locations served
as the control group.
Information on sexual activity was
collected among selected individuals
15–25 years old in 2007, and again in
2011.

•

•

Program beneficiaries were 3–4 times more likely to
be in school after 1 year than individuals in the control
group.
Program beneficiaries also showed significant declines
in school dropouts, early marriage, teenage pregnancy,
and self-reported sexual activity.
For program beneficiaries who were out of school
at baseline, the probability of getting married and
becoming pregnant declined by more than 40% and
30%, respectively.
Among all beneficiaries, onset of sexual activity was
delayed and risky behaviors were reduced.
Logistic regression, adjusted for covariates, showed
reduced odds of sexual debut among intervention
OVCs by 31%, with greater impact among females
(42%) than males (26%), possibly by keeping young
people in school.
Secondary-school-aged children in program
households were 8 percentage points more likely to be
enrolled in school than those in the control group.

Free School
Uniforms, Kenya
(Duflo et al., 2006)

328 primary and secondary schools
randomly selected and assigned to 3
intervention arms:
• Free school uniform distribution
• Enhanced teacher training in the
government HIV/AIDS education
curriculum
• Student condom debates and essay
contests on how to protect themselves
from HIV/AIDS

Free school uniforms had the greatest impact. Girls
receiving free uniforms experienced:
• 15% decrease in dropout
• 10% decrease in pregnancy
• 12% decrease in marriage

School support,
Zimbabwe
(Hallfors et al.,
2011)

Orphan girls in grade 6 in 25 primary
schools (n = 329) were randomly assigned
to:
• Receive fees, uniforms, and a schoolbased helper to monitor attendance
and resolve problems, in addition to a
universal daily feeding program
• Control group with just a universal
daily feeding program

After 2 years, school dropout was reduced by 82% and
marriage by 63% among the intervention group.

Link health programs to schools. High levels of poverty affect both boys’ and girls’ health status and
nutrition and have significant impact on school attendance (Fancy et al., 2012). By addressing the underlying
health issues that affect school attendance school-feeding programs, such as the BESO II, Community-School
Partnership Program for Education and Health in Ethiopia (Tate et al., 2011), the World Food Program in
Pakistan (WFP, [2014]) and school deworming programs in Kenya (Miguel and Kremer, 2004) have been
effective at reducing absenteeism and increasing primary school enrollment.

4

November 2014

Interventions with insufficient evidence to assess impact on keeping girls in school:
• Separate toilets for girls at schools (Birdthistle et al., 2011; Unterhalter et al., 2014).
• Menstrual hygiene management (Sumpter et al., 2014; Unterhalter et al., 2014).
• Provision of sanitary pads and puberty education (Montgomery et al., 2012; Unterhalter et al., 2014)

How Can the Health Sector Support Keeping Girls in School?
Many of the following considerations include cross-sectoral approaches between the health, education, and
other sectors.
Cross-Sectoral Monitoring and Evaluation. The impact of education interventions on sexual and
reproductive health behaviors remains complex and the mechanisms of action unclear. Collaborative efforts
to keep girls in school should collect key information on inputs, outcomes, and cost-effectiveness for both
education and sexual and reproductive health.
Community Engagement. These interventions were the most effective when they engaged a wide range of
stakeholders, including teachers, supervisors, students, ministry officials, and parents/guardians (Clarke, 2011;
Tate et al., 2011; Herz and Sperling, 2004). Many health sector programs have existing community structures
such as community-based distribution agents and community health workers. The health sector can use these
structures to strengthen social and behavior change communication strategies in order to address community
perceptions of school quality and safety as well as gender roles. These strategies should coordinate messaging
and link messages on the mutual benefits of education on health, including sexual and reproductive health,
and vice versa.
Policy Environment. The health sector also has an important role to play in creating a policy environment
that is supportive of girls’ education. Examples of areas in which the health sector can contribute include:
• Advocating gender-equitable universal education policies
• Advocating with the Ministries of Education, Gender, and Youth to remove policy barriers that prevent
girls from returning to school after dropout, marriage, or pregnancy
• Working with the Ministries of Education and Health to implement policies to eliminate the practice of
child marriage, which is a barrier to girls’ education; encourage development of such policies; and support
programs that prevent child marriage or address the needs of married adolescents
School Environment. Efforts to improve the quality of the educational environment fall mainly outside
the purview of the health sector. Areas in which the health sector may contribute to an improved learning
environment in collaboration with the education sector include:
• Reducing gender-based violence in schools to help create supportive learning environments for girls
• Training teachers in gender-equitable teaching methods
• Supporting programs that promote teachers and women as mentors for girls in communities
Economic Incentives. Targeted resources to parents and/or students, in the form of stipends and cash
transfers, improve girls’ access to school as well as their retention and progression in school. In poor settings,
even small amounts of cash may be sufficient to significantly increase participation of girls in school
(Unterhalter et al., 2014). The health sector can partner with the education and other sectors to support such
cash and non-cash transfers. Identifying the appropriate beneficiaries is a critical factor in the effectiveness of
these interventions. Resources should be directed to the populations most in need and to students at grade
5

levels where dropouts are most likely to occur. Another important aspect of targeting the resources is to
ensure eligibility criteria are transparent, objective, well-understood by communities, and perceived to be fair
(Unterhalter et al., 2014).

Conditional Cash Transfers
•
•
•
•
•

Conditionality enhances impact on school attendance but increases cost.
Impact is greatest if focused on girls at points of transition in the education system.
Gains are greatest in the poorest settings and among the poorest girls.
School accessibility can constrain impact.
Enrollment and attendance gains do not necessarily translate into improvements in learning
outcomes.
• Cost-benefit ratio should be included in any analysis of conditional cash transfers.
• Safety to and from school should be addressed.
Source: Arnold et al., 2011

Linking Health and Education. Depending on the particular health issues that may keep girls from attending
school, programs should consider linking health programs to schools to address these issues. Coupling health
interventions with school-based programs may help improve girls’ attendance and participation in schools.
Cross-sectoral programs need to provide more robust evidence that these programs contribute to improved
health outcomes as well as health knowledge and behaviors (Doyle et al., 2010; Plummer et al., 2007).
Examples of health interventions in schools include:
• School-based feeding programs or take-home food rations for girls
• Linking community-based health care activities and workers to schools
• Linking health services such as counseling, contraception, and testing and treatment for sexually
transmitted infections and HIV
• Ensuring boys and girls have information about sexual and reproductive health issues

Tools and Resources
First Principles: Designing Effective Education Programs for School Health in Developing
Countries Compendium provides an overview and guidance for designing and implementing
programs that support and integrate school health and nutrition and education programs in
developing countries. Available at: http://www.equip123.net/docs/E1-FP_Health_Comp_Web.pdf
Girls Education, Empowerment, and Transitions to Adulthood: The Case for a Shared Agenda
makes a case for why leveraging education to facilitate girls’ transitions to healthy, safe, and
productive adulthood is the single most important development investment that can be made.
Available at: http://www.icrw.org/publications/girls-education-empowerment-and-transitionsadulthood
Safe Schools Program (Doorways): Replication Phase is a training program to enable teachers,
community members, and students to prevent and respond to school-related gender-based
violence. Available at: http://www.ungei.org/infobycountry/index_2822.html
Quality Education for All Children? What Works in Education in Developing Countries includes
analysis of a range of school interventions from 75 studies. 						
Available at: http://www.ungei.org/infobycountry/index_3408.html
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For more information about High-Impact Practices in Family Planning (HIPs), please contact the HIP team
at USAID at www.fphighimpactpractices.org/contact/.
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