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There is an unspoken crisis in Kenya 
threatening to upset an entire generation 
of children, adolescents and youth. 
The crisis is chiefly characterized by 
silence and lack of information, poor 
access to sexual and reproductive health 
services, lack of reproductive care, 
rampant stigmatization and a society 
afraid to face the truth. In response to 
this crisis, different local organizations 
have risen to the occasion to try and 
break the silence over this crisis and to 

raise the voice of the affected.  During 
this course of positive action, a beautiful 
partnership has been born bringing 
together five partner organizations in 
an effort to break the silence. In this 
first issue of our partners’ newsletter, 
activities and accomplishments by the 
organizations have been highlighted, 
as well as a glimpse into the future of 
SRHR in Kenya. It also poses a challenge 
for all the work which remains undone 
and the ground which still needs to be 

explored in order to make access to 
SRHR services a reality for this expectant 
generation. We acknowledge the efforts 
of all partners in the production of 
this work. Special recognition goes to 
the Swedish Association for Sexuality 
Education (RFSU) for their continuous 
material, moral and financial support and 
commitment to ensure that improved 
sexual reproductive health rights become 
a reality.
Asante Sana 

OUR PARTNERS:

PROVIDING SRHR CARE, ONE COMMUNITY AT A TIME



Teenagers and adolescents in Bungoma 
County now have open-door access to 
SRH services thanks to an aggressive 
campaign launched in the area by the 
Centre for the Study of Adolescence 
(CSA).
By the time CSA pitched camp in 
Kapsokwony and Kaptama Divisions in 
April 2014, young people aged between 
12 and 24 years were a reluctant lot. 
They had never spoken out loud about 
their sexuality and topics around sexual 
and reproductive health were often 
discussed in whispers among peers.
Albert Obbuyi, the Executive Director at 
CSA says that the toughest challenge 
when implementing the SRH project 
in the area was to break this profound 
silence so that members of the 
community could freely discuss 
their problems and get proper 
solutions.
“This situation might be explained 
by the fact that sexuality discourse 
in Kenya still remains taboo and 
parents feel embarrassed or 
uncomfortable discussing sexuality 
topics with their own children,” says 
Obbuyi.

Besides this, Obbuyi notes that there 
were several other barriers preventing 
youth from seeking reproductive health 
services from health facilities. These 
include the location of health facilities 
which was unfriendly and negative 
attitudes by staff of these healthcare 
centers.
On the other hand, adult members of 
the community believed that talking 
to their children about sexuality and 
reproductive health matters would only 
promote promiscuity and early sexual 
activity, despite evidence showing that 
the youngsters were already engaging in 
sexual activity.
To arrest these trends, CSA needed 
an entry point: “We realized it was 
important to involve young people 

as key decision-makers in the 
implementation of our programme 
so that they would be involved in 
addressing the barriers,” he says. The 
model taken by CSA involves training 

of teacher champions to address 
adolescent SRH issues, engaging peer 
educators and restructuring health 
facilities to incorporate youth-friendly 
services. 
CSA also engages in community 
dialogues and has inducted 30 
community health volunteers who 

will undergo training and then 
train members of the community 
in their respective villages. More 
importantly, CSA was able to 
partner with the Ministry of Health 
to identify health facilities which 
could be refurbished to become 
youth-friendly, thus creating a safe 
space for the youth to get the help 
they so urgently need.

ELIMINATING BARRIERS TO 
YOUTH SRH ACCESS By CSA

‘We realized it was important to involve the 
young people as key decision-makers in the 
implementation of our programme so that they 
would be involved in addressing the barriers’
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School health club sessions have 
turned out to be a critical avenue 
for service providers to reach out 
to teenagers and adolescents in 
SRHR interventions.

The sessions, which cover at least 
40 minutes a week in the primary 
school curriculum, provide a safe 
space for pupils to engage with 
their teachers, colleagues and 
external facilitators where they 
freely talk about issues affecting 
them.

This is one of the best practices 
employed by the Family Health Options 
Kenya (FHOK) in implementation of their 
SRHR projects. This initiative has seen 
an increased number of adolescents 

accessing SRH services. One school 
head teacher in Uasin-Gishu County 
testified that the number of pregnancies 
in his school had dropped from 13 girls 
in 2013 to three girls in 2014 and 2015. 

He attributed this to the project 
intervention by FHOK in early 2014. 

Other best practices employed by 
FHOK in the project include providing 
Comprehensive Sexuality Education 
(CSE) in schools and addressing 
sexuality issues through parent-child 
communication strategies.

They also use dance and debates 
to increase SRH information access 
in higher learning institutions, 
prioritizing young people’s SRH 
issues through collaboration with 

county committees and utilizing church 
conferences to reach out to women with 
SRH information.

EMPOWERING TEENAGERS 
THROUGH SCHOOL HEALTH CLUBS

My name is *Peninah Wambui. I am 14 
years old and in form one at St. Mary’s 
Secondary School. When I was 12 years 
old I had friends who would give me 
bad advice, like to leave school and 
spend time roaming around and idling.

During this time my mum did not know 
what I was doing and eventually I 

dropped out of school. When my mum 
found out she was very angry and she 
referred me to FHOK for counselling.

I talked to Evelyne who encouraged me 
to stop listening to the bad friends and 
to continue with my education.I went 
back to school in class five and joined 
the health club. I also decided not to 

hang out with the bad crowd again and 
concentrate on my studies. I sat for my 
KCPE last year and I am now in form 
one. I am happy about the decision I 
made and the help I got from FHOK. I 
encourage my friends to respect their 
parents and to work hard in school.

*Name changed

I went back to school after dropping out

By FHOK
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My name is Nancy Ludenyi* from Ogilgei 
Primary School and a member of the 
health club supported by FHOK. I got 
pregnant when I was in class six, but the 
school administration allowed me to 
continue attending classes unlike other 
schools that would have sent me away.

I continued being an active member 
of the health club and talked to other 
pupils about the dangers of teenage 
pregnancy among other health issues.

After the birth of my baby, I came back 
to school after a month and I feel that 

the level of stigma and discrimination 
has gone down in school. I interact freely 
with other pupils and I plan to contest 
for a leadership position in the health 
club.
*Name changed

Reduced stigma helped me to cope

My name is Maureen Muthoni* from 
Manyani Estate. I am now in class eight 
at Kaloleni Primary School where I have 
been a member of the health club.

I was defiled by my relative last year 
but my parents did not know about it 
because I was afraid to tell them. Alice 
(FHOK mentor) who talks to us in the 
health club helped me to go to the 

hospital and disclosed to my parents 
about the ordeal and they gave me a lot 
of support.

Although the man who defiled me is 
still at large, I have managed to go back 
to school and I am now in class eight 
studying very hard for my KCPE exams.
Every time I remember the ordeal I 
become very sad, but I usually talk to 

Alice and she always encourages me. 

I pray that one day I will forget what 
happened to me and move on with my 
life.  Through the health club I usually 
talk to my friends on the importance 
of talking freely with their parents 
especially on issues of sexuality and if 
someone has violated them.
*Name changed

PARENTAL SUPPORT IS IMPORTANT IN
SEXUALITY MATTERS
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GOVERNMENTS MUST
AMPLIFY EFFORTS TO
IMPROVE SEXUAL &
REPRODUCTIVE HEALTH 
AND RIGHTS 

WHY ARE THE SDGS RELEVANT FOR 
FULFILLMENT,  PROTECTION AND 
RESPECT OF WOMEN’S SEXUAL  
REPRODUCTIVE HEALTH AND RIGHTS?

Sexual and Reproductive Health and 
Rights (SRHR) encompass the right 
of all individuals to make decisions 
concerning their sexual activity and 
reproduction: free from discrimination, 
coercion, and violence. 

Specifically, access to SRHR ensures 
individuals are able to choose whether, 
when, and with whom to engage in 
sexual activity; to choose whether and 
when to have children and to access 
the information and means to do so. 
The Sustainable Development Goals 
(SDGs) agreed upon in 2015 provide 
an important platform for global, 
sustainable human development. 

For the SDGs to be a reality for  women 
across the globe, the usefulness of 
the framework will be based on how 
it relates to the transformation of  key 
populations in different parts of the 
world and how its stated results and 
measurements can be adapted by 
governments to meet real needs. 
Goal 3 of the SDGs aims to ensure 
healthy lives and promote wellbeing 
for all at all ages. Target 3(7) aspires 
by 2030 to ensure universal access to 
sexual and reproductive health care 

services, including family planning and 
access to information and education 
on the same.  It also encompasses the 
integration of reproductive health into 
national strategies, outlining clear steps 
to be undertaken in order to achieve 
this target.  Additionally, Sustainable 
Development Goal 5 aims to achieve 
gender equality and empower all 
women and girls.  Target 5 (6) of this 
goal aspires to ensure universal access 
to sexual and reproductive health and 
rights. 

This is in accordance with the 
Programme of Action of the 
International Conference on 
Population and Development (ICPD 
2014) and the Beijing +20  Plan of 
Action. It is therefore imperative that 
sexual and reproductive health and 
rights and the empowerment of girls 
and women are central to sustainable 
development and creating a world that 
is just, equitable, and inclusive.
In principle, it is agreeable globally that 
the status of sexual reproductive health 
has significant impact on mortality and 
morbidity across different age groups.  
This impacts on population growth, 
educational attainment, employment 
trends, the empowerment of women 
and all related issues.   It also has a 
strong connection to the effective 
control of the HIV/AIDS epidemic which 
continues to have a heavy impact 

on the region. Lack of fulfillment, 
protection and promotion of sexual 
and reproductive rights and provision 
of services in Africa is a significant 
factor that broadly undermines human 
development and is particularly 
evident through health, social, political 
and other indicators. 

National implementation, 
accountability and indicators 
If the 2030 Agenda for sustainable 
Development (SDGs) is to impact 
positive change to every person on 
the globe, then this promise will have 
to become a reality for the common 
people especially women and girls. 
Governments have to take concrete 
and ambitious steps to implement 
the agenda in a more sensitive and 
responsive manner to the utmost 
needs of women and girls. 
This will require much more aggressive 
entrenchment and implementation 
of policy frameworks that actually 
work.  Sexual and Reproductive Health 
Rights require development and 
implementation of national plans, 
adoption of national policies and 
funding priorities in line with the WHO 
standards as outlined below;-  

Availability: Ensure functioning of 
public health care facilities as well 
as programs; have adequate and 
well equipped hospitals, clinics, and 
trained professionals, equipment and 
supplies; provide SRHR services with 
cultural sensitivity to women’s needs 
and provision of public information 
and education on the rights to sexual 
reproductive health. 

Accessibility: Health facilities and 
services have to be accessible to 
everyone without discrimination 
including to the most vulnerable and 
marginalized. The information should 
be readily available and accessible to 
different categories of people. 

Affordability: The services should 
be affordable with subsidized costs 
for those who are economically 
marginalized. There should be 
integrated services that ensure women 
can receive health care for different 
needs during a single visit to the health 
facility. 

COMMENTARY

By Hellen Apila
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Acceptability: All health facilities must 
be respectful of medical ethics and 
sensitive to culture, gender and age.  
Most people respect confidentiality, and 
focus on improving the health status of 
those seeking services.

Quality: Health facilities, goods and 
services must be appropriate and 
of good quality. They require well-
remunerated skilled medical personnel, 
availability of safe drugs that are 
dispensed responsibly after adequate 
diagnosis and quick referral systems to 
avoid deaths arising from preventable 
complications. 

It is the requirement and responsibility 
of every government to equip all health 
facilities with the minimum required 
package to be able to undertake and 
manage emergencies.  
SDG 17 aims to strengthen the means 
of implementation and revitalize the 
global partnership for sustainable 
development. This goal emphasizes the 

need for a multi-cultural approach to 
attain meaningful impact. In this regard, 
all stakeholders working on the Sexual 
and Reproductive Health Rights agenda 
will make significant achievements if 
they work in collaboration. 

A comprehensive financing framework 
for great investment of resources to 
SRHR is required to facilitate different 
means of implementing targets of the 
SDGs. This includes donor countries 
stepping up the funding and capacity 
support to countries in the global 
south.  An essential starting point, 
therefore, is for national governments 
to begin gathering baseline data on 
SRHR if they are to report effectively 
against targets in the SDGs by 2030.  
Data analysis is critical to inform and 
direct decision-making on the gaps 
within SRHR provision as well as 
monitor impact of interventions, thus 
creating a solid base for reporting.  
This requires capacity building and 
commitment for all key stakeholders 

in the data revolution techniques to be 
able to collect relevant and authentic 
information.  It is also critical to ensure 
that the voices of all citizens including 
the most marginalized and vulnerable 
such as women and girls; religious and 
cultural leaders; the private sector and 
CSOs are involved in the policy-making 
process, implementation, monitoring 
and reporting of programs against set 
targets.  

The SDGs are a tall order and thus 
demand total political commitment 
by member states to honor their full 
implementation.  It is therefore our 
duty to push for accountability from 
our governments on the global and 
regional development frameworks, 
human rights treaties and agreements 
that have been signed to improve 
service delivery towards sexual and 
reproductive health rights.

Hellen Malinga Apila is the Head of 
Advocacy at FEMNET

Kenya is now a hotbed of rape and 
defilement. 
Hardly a day passes without cases of 
rape and defilement being part of the 
headlines. At this worrying rate, one 
would be forgiven for thinking that 
mankind has completely lost it.
To understand the enormity of the 
problem, it is significant to find 
the root causes of these inhuman 
acts. Are the perpetrators driven by 
psychological problems or is it a case 
of pure insanity? Do they have wives, 
sisters, mothers and grandmothers?
The most heart-wrenching aspect of 
defilement is when a father has carnal 
knowledge of his own daughter.  It 
defies logic. It is devastating to put it 
mildly.
Rape and defilement haunt victims for 
the rest of their lives. As a result, many 
go through trauma, infertility or even 
worse, contract HIV and AIDS.
However, it is encouraging that people 
no longer sit and watch as children are 

defiled and women raped. Individuals, 
organizations and governments have 
intensified the fight against these 
vices. Victims of rape and defilement 
are encouraged to report these crimes 
to the relevant authorities as soon as 
they happen instead of keeping silent 
or agreeing to settle the cases out of 
court.
Many victims of rape and defilement 
come from poor backgrounds. They 
have no wherewithal on how and 
where to report such crimes.  The 
culture of corruption in the Police 
Service also discourages victims from 
coming forward for fear that they 
could be told to bribe the officers so 
that action can be taken against the 
culprits.
Rape and defilement are not new. Men 
have been raping and defiling children 
for a long time. But it is only recently 
that awareness was raised thanks to a 
vibrant media.
Sensitization has made it possible for 

women and children to know what to 
do in order to prevent these crimes. 
They know what to do when they are 
raped or defiled.
Children and parents are encouraged 
to report cases of defilement and 
rape to the authorities as soon as they 
happen with a view of preventing 
crucial evidence from being lost.
Children are defiled by people who 
know them. The perpetrator could 
be an uncle, father or a cousin. 
Considering this scenario, it becomes 
even more difficult to prevent 
defilement. They usually occur within 
the family unit. 
Many at times, the crime is swept 
under the carpet because of the 
shame and publicity that comes with 
it. 
The fight against rape and defilement 
should not be left to a certain group of 
people. Everyone has a responsibility 
to arrest this vice.

FIGHT AGAINST RAPE AND DEFILEMENT 
GAINS TRACTION By Sharon Chepng’etich, AMWIK 

OPINION
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RADIO LISTENING IN KIBERA & KOROGOCHO
By AMWIK

Parental neglect and communication 
breakdown between parents and their 
children are the major risk factors 
contributing to high rates of rape 
and child sexual abuse in slums and 
informal settlements.

In recent months, children and infants 
as young as six months old have fallen 
victim to violent sexual crime and 
abuse, with most cases being reported 
in slum areas. 

Recently in Makina area of Nairobi’s 
Kibera slum, a four year old girl was 
sexually defiled by her neighbor in 
broad daylight. The child’s mother had 
sent the child to deliver money to the 
man’s house in payment for a debt she 
owed him.

Residents of the area recount that on 
the fateful afternoon, they heard loud 
music blasting from the single-room 
house of the man. But on listening 
keenly, they could also hear the 
distressed cries of a child emerging 
from the room. After knocking on the 
door for endless minutes without 
response, the anxious crowd broke 
down the door. Inside the shanty, 

they found the little girl screaming in 
pain, her genitals completely maimed 
and bleeding profusely having been 
brutally defiled by the man. They 
rescued her but it was too late, the 
damage had already been done.
This is just one of the horrific stories 
emerging from the six-month long 
community radio listening project 

AMWIK has been implementing 
a project in Nairobi’s Kibera and 
Korogocho slums titled ‘Community 
and Youth Awareness on Sexual 
Reproductive Health and Rights in 
Nairobi County through Community 
Radio Listening Programmes and 
Media’. The project supported by The 
Swedish Association for Sexuality 
Education (RFSU) began in July 2015. 

The project has been running in 11 
informal schools and one public 
school in Nairobi’s Kibera and 
Korogocho slums. It targets parents, 
teachers and pupils with the aim 
of increasing their knowledge on 
matters including child sexual abuse 
and exploitation, rape, the process 
of seeking justice after abuse, how 
to protect evidence after an assault 

incident and punishment for sex 
offenders. 

The radio programmes are compiled 
and produced by AMWIK and they 
cover topics including  useful 
information to enable ice-breaking 
between parents and their children on 
sexuality issues, understanding gender 
based violence, preventing sexual 
abuse and exploitation and Female 
Genital Mutilation (FGM). In these 
intimate sessions, participants share 
their personal experiences as they 
learn better ways of addressing issues 
of sexuality in the community.

Poverty 
From the programmes, it has also 
emerged that living in poverty is a 
major challenge barring parents 
from being actively involved in the 
consistent monitoring and disciplining 
of their children. 

The lack of stable income, poor living 
conditions and housing crises, lack 
of access to medical facilities and 
inadequate food supply for slum 
residents are among the factors 
contributing to the high rate of 
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criminal activities, including rape and 
child sexual abuse.

“Most parents in this slum are casual 
laborers, so every day they have to 
wake up early to go and search for 
odd jobs,” says Susan Mohamed, a 
parent and member of the Kibera 
radio listening group. 

She says that by the time parents 
and guardians return from work, 
it is already nightfall. This makes it 
virtually impossible for them to spend 
time with their children. As a result, 
there is a huge gap in parenting skills 
and parent-child communication in 
most households. 

“Sometimes parents wake their 
children very early to go to 
school while it is still dark, thus 
unaccompanied children are often 
preyed on by rapists,” she says. 
Besides this, young girls in some 
households are often forced by their 
parents to engage in sexual activities 
in exchange for money in order to 
supplement their family income. 

Alice Atieno, a parent and resident of 
Kibera slum, says that since finding 
proper housing is expensive in the 
slums, most families prefer living in 
single-roomed houses which they 

partition using curtains.  However, 
this is a major challenge because it 
exposes children to their parents’ 
intimate encounters as they are 
separated only by a curtain.

Everlyne Machika, a resident of 
Makina area recounts an incident she 
witnessed whereby a man repeatedly 
had sexual relations with his teenage 
daughter ‘kama vile tunafanya na 
mama’ (the same way we do it with 
mother). 

Gang Rape
The 2014 Kenya Demographic Health 
Survey (KDHS) estimates that the age 
of sexual debut among adolescents 
in Kenya is between 15 and 17 years 

old. However in slums and 
informal settlements, the 
age of sexual debut is at 13 
years old. 

This early age can be 
blamed on internet 
exposure as more children 
now have access to the 
internet through mobile 
phones, movie halls and 
cyber cafes where they 
stream pornographic 
material. 

However, it can also be 
attributed to rape. Sadly, 
the nature and frequency 
of rape cases in urban 
slum areas has taken on a 
violent nature. Gang rapes 
are becoming common 
whereby girls are lured by 
their boyfriends to deserted 
areas where groups of 

young men lurk, waiting for their prey. 

“There is a recent case of a young 
girl who went to a room with her 
boyfriend thinking it was just the 
two of them, but when she got there 
she was pounced on by a group of 
almost 10 boys and they repeatedly 
gang-raped her for hours,” says Susan 
Mohamed.

Unfortunately for residents, corruption 
has infiltrated the justice system and 
police officers are now collecting 
bribes from offenders to avert justice.  

Skills and Knowledge
Justus Musyimi, the Headmaster of 
Makina Self Primary School in Kibera 
says that parents have to become 
more responsible and practical in 
dealing with their children. 

Musyimi points to a recent episode 
where parents of some children 
in upper-primary school were 
summoned to the school. It emerged 
that the children had been meeting in 
deserted classrooms at the school on 
Sunday evenings to engage in sexual 
activities.  “Parents should teach 
their children how to have integrity 
thought-wise,” states Musyimi adding 
“all children should be taught to strive 
to be good.”

“Parents do not have time for their 
children, they don’t talk to their 
children about real issues and some 
are scared so they hide information 
from them,” laments Susan Mohamed, 
who is also a mother of two teenage 
daughters. 

Esther Njogu a social worker at 
the Kibera Nairobi Family Support 
Services (NFSS) and facilitator of 
the radio listening groups says that 
parents are not open with their 
children on matters of sexuality.

“Parents don’t talk to their kids 
because they lack skills and 
knowledge,” she says adding “they 
also fear how to handle issues which 
their children experience with their 
sexuality.”

Parents have lauded the radio 
listening initiative, asking that 
it be rolled out to more schools 
and parents’ meetings so that 
more people can gain vital skills 
and knowledge on parenting and 
sexuality.

“Some issues are difficult to discuss 
between parents and their children, 
but the radio programmes set the 
conversations in motion and make 
it easier for them to communicate,” 
notes Njogu.
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MYTHS AND MISCONCEPTIONS
BARRING LGBTIQ FROM ACCESSING CARE

Lesbian, gay, bisexual, transgender, 
intersex and queer (LGBTIQ) people 
are bewitched, cursed and suffering 
from mental illness.

These are some of the perceptions 
surrounding the LGBTIQ community 
in Eldoret Town of Kenya, which are 
barring them from accessing the 
crucial help and care they need.

Q-Initiative, the organization which 
has been at the fore of providing 
support and services for the LGBTIQ 
community in the town reports that 
stigma is still rife in the area, which 
has a robust LGBTIQ community, 
particularly among university and 
college students.

Festus Kisa from Q-Initiative says 
the stigma is driven by myths and 
misconceptions among people who do 
not understand LGBTIQ. Others view 

sexual orientation as a lifestyle choice, 
while others believe that queer people 
are ‘Godless.’ 

In its SRHR programme, Q-Initiative 
has been carrying out outreaches 
aimed at providing services and 
support to the community.
Kisa reports that from a total of four 
quarterly health outreaches, the 
organization has recorded detailed 
trends among the LGBTIQ community 
pertaining to their health.

“We have noticed quite a number 
of cases of mental health related 
problems. We have had cases of stress 
and depression and three of our 
members attempted suicide,” he says.
Consequently, Q-Initiative has 
entered into a partnership with the 
Kenya Association of Professional 
Counsellors, Eldoret Office, to sensitize 
their counsellors to be better able to 

handle LGBT clients. “We also used 
one health outreach to focus on 
mental health and wellbeing where 
our members got to learn about stress 
and depression, personality disorders, 
and mental disorders,” he says noting 
that the Gay and Lesbian Coalition 
of Kenya (GALCK) is also on board to 
provide counselling to members of the 
LGBT community.
Due to the increasing number of LGBTI 
in the county, Q-Initiative intends to 
increase the number of clusters so that 
all those in need of SRHR information 
and care can easily access it. 

More importantly, the organization 
hopes to expound services for mental 
health care such as counselling. “We 
are actively working with our county 
and implementing partners to ensure 
that there is reduction of stigma and 
discrimination directed towards 
LGBTIQ persons,” says Kisa.

By Q-Initiative
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Teenage pregnancy is not only slowly 
killing the destiny of our youth but the 
future of the nation. It is evident from 
the huge number of girls dropping 
out of school across the country that 
teenage pregnancy is on the rise in 
Kenya. In many communities, children 
are considered a gift from God, but 
sometimes they are considered a curse 
or misfortune, especially when they are 
not planned for.

When a child gives birth to a child, 
chances are the baby will not receive 
adequate care in terms of food, shelter 
and healthcare. This is because the 
teenage mother has no resources to 
help her bring up the child. This is the 
tragedy of unplanned pregnancies 
among teenagers.

Teenage pregnancy is now a common 
phenomenon especially among junior 
and senior high school students. 
According to the KDHS 2014, 15 percent 
of women aged 15-19 years had already 
given birth. Owing to the enormity 
of the problem, it has gained media 

attention in recent times. This trend is 
indeed alarming making one wonder 
what happened to our social and moral 
fabric. 

Initially, the impression was that 
only uneducated teenagers who lack 
parental care and guidance were more 
vulnerable to sex pests who impregnate 
them after luring them with goodies like 
sweets and airtime. 

Yet nothing could be further from the 
truth. The KDHS 2014 further reports 
that a third of the women aged 15-19 
with no education (33 percent) had 
begun childbearing as compared to 
12 percent among those who had a 
secondary or higher education. This 
shows that both the poor and the rich 
are equally affected. However, the poor 
carry a heavier burden due to their 
economic background.

In some situations, the teenage mother 
decides to continue with her education. 
However, her level of concentration 
in class reduces drastically resulting 

in poor academic performance. A 
high percentage of teenage mothers 
terminate their studies altogether 
because they become a laughing stock 
in the school community.

Consequently, the teenage mother 
who is semi-illiterate plunges into a 
life of abject poverty. Chances are high 
that her child will continue in the same 
trend. This grim situation encourages 
an unending cycle of poverty in 
households.

Everyone must get involved in 
preventing teenage pregnancies. 
Teenagers should be sensitized on the 
dangers of early pregnancies so that the 
number of teenagers getting pregnant 
is reduced. 

Parents have abdicated their parenting 
roles to teachers and other players. It is 
time they get back to the drawing board 
and take responsibility of their children. 
Let them teach and tell them the truth 
about the consequences of engaging in 
sex while they are young.  

The Association of Media Women in 
Kenya (AMWIK) held a SRHR media 
café  focusing on gender based violence 
(GBV). The  café  brought together 
media practitioners and journalists 
from local radio and television stations 
on the Day of the African Child in June 
2016. 

Participants at the forum held a candid 
discussion on the role of the media 
in sensitively reporting SRHR issues 
including intimate partner violence, 

male infertility and maternal health 
among other issues. The focus of 
the café was on the responsibility of 
media as a key player in highlighting 
such stories, thus heightening 
awareness of their impact to the 
society.

 Journalists were also trained on 
effective reporting and research in 
view of on-going reforms in the SRHR 
field so as to enable them to report 
from an informed perspective.

By Sharon Chepng’etich, AMWIK

EARLY PREGNANCY PRESENTS
DIRE CONSEQUENCESOPINION
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New trends noted in sexual and 
gender-based violence in Kenya in 
the last five years are a cause for 
concern and need to be addressed 
urgently. 

Alberta Wambua, the Executive 
Director of the Gender Violence 
Recovery Centre of the Nairobi 
Women’s Hospital, says the new 
shocking trends are putting a strain 
on the available resources for 
victims of sexual violence and GBV. 
As a result, it is more difficult for 
service providers to provide care, 
treatment and legal services to 
the victims and survivors of these 
crimes. According to data from 
the GVRC, a total of 3,247 gender 
violence survivors were treated in 
2014/15. This is a stark increase 
from the 2,931 treated in 2013/14 
and 2,740 treated in 2012/13. 

Wambua notes that besides the 
increase in number of cases, there 
are also new trends which are 
a cause for worry. For instance, 
the number of child victims has 
increased, as has the number of 
elderly people who fall victim to 
sexual and gender based violence. 
For instance in 2015/16, a total 
of 1,893 children were treated at 
the four GVRC centres compared 
to 1,473 adults who were treated. 
Wambua says in some of the cases, 
the child survivors are so badly 

damaged that it inflicts physical, 
emotional and psychological 
strain even on the caregivers at the 
facilities. She admits that some of 
the cases received at the centres are 
extremely grievous and distressing. 

“We rescued a newborn baby who 
had been buried alive in Nakuru 
and she was actually discovered 
by dogs scavenging the area,” she 
says. “When we found the baby, she 
was wrapped in a gunny sack and 
left for dead.” She recounts another 
incident where a one-year old girl 
had been so brutally defiled that 
her intestines had been pulled out 
of her body and had to be pushed 
back in place. 

Data analysis from the GVRC shows 
the youngest survivor of sexual 
violence treated at the centre was 
a 1 -month old baby girl and the 
oldest survivor an elderly woman of 
105 years. Wambua says other forms 
of abuse recorded at the centre 
include molestation, genital cutting 
and defilement which sometimes 
requires the victim to undergo 
extreme reconstructive surgery 
because of the damage caused.

She notes that although there have 
been gains in legislation and policy 
regarding SGBV, the reality on the 
ground is still grim and needs to be 
addressed as a matter of urgency.

Three RFSU Partners participated in an exchange visit to the 
Centre for the Study of Adolescence (CSA) project sites in 
Mount Elgon area, Bungoma County as part of the partners’ 
capacity building initiative.
During the exchange visit the three partners, FHOK, 
AMWIK and Q-Initiative were able to learn and reflect on 
the programming approaches, success stories and sound 
practices in order to openly exchange ideas and knowledge 
for their respective initiatives. The Centre for the Study for 
Adolescence (CSA) has been implementing the RFSU project 
in Mt. Elgon, sub-county in Bungoma County, Kenya since 
2013. The project aims at contributing to the improved 
Sexual Reproductive Health status amongst young people 
aged 12-24 years whose outcomes are manifested by high 
teenage pregnancies.

RFSU conducted a capacity building training for its Kenyan 
partners on sexuality and non-discrimination of sexual 
minority communities with a focus on LGBTIQ.

The training held at the FHOK headquarters in Nairobi, 
focused on skills and strategies of mobilizing members 
of the Lesbian, Gay, Bisexual, Transgender, Intersex and 
Queer (LGBTIQ) community to participate in organizational 
programmes.  Participants were also trained on gaining a 
better understanding of sexual minority issues, including 
how to appreciate the rights-based approach to provision 
and access of Sexual Reproductive Health and Rights (SRHR) 
services to the LGBTIQ community.

SHIFTING TRENDS IN 
SEXUAL AND
GENDER BASED
VIOLENCE By AMWIK

RFSU Partners in Exchange Visit 
to Bungoma

RFSU Partners Training

Alberta Wambua
Executive Director,
GVRC
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The Reproductive Health Bill of 2014 
went through the third reading stage in 
the Senate on 30th June 2016. The bill 
seeks to provide access to information, 
medical health and resources of Sexual 
Reproductive Heath related to young 
children from age 10.  
The Bill also seeks to guarantee 
confidential, comprehensive, 
non-judgmental and affordable 
reproductive health services to 
adolescents (10-17 years). The Bill 
further states that providing such 
information would not require the 
consent of the adolescent’s parent 
or guardian. This aspect of the bill 
has received criticism by a section of 
clerics and parents who feel that such 
education should begin later at ages 
14 or 15 years.
The Bill also provides for a special 

tribunal – Reproductive and Child 
Health Care Tribunal – to hear 
complaints arising from the Bill. The 
tribunal would enjoy powers of a 
subordinate court.
Other provisions under the Bill 
include: Healthcare providers would 
be required to explain the advantages 
and disadvantages of contraceptives 

they are prescribing to their clients to 
ensure informed consent; Mandatory 
free antenatal and delivery services 
at every public hospital (whether 
national or county); No denial of 
emergency medical treatment under 
whatever circumstances, including 
inability to foot bills
The bill has been contested by 
religious clerics and parents on the 
exposure it may have on young 
children accessing information and 
resources at such a tender age.  The 
church on the other hand has not 
come up with an alternative bill 
even as statistics on child and youth 
pregnancies, abortion, sexual abuse 
within areas perceived as safe (homes, 
schools and religious institutions) are 
reported. What would be a middle 
ground remains a question for debate. 

According to the Health Metrics and 
Evaluation study launched in May 
2016, AIDS is perceived to be the 
number one killer for young people 
aged between 10-24 years. The report 
is backed by estimates by the National 
Aids Control Council that places the 

number of HIV infected young people 
aged 10-19 at over 400,000 with over 
100,000 youth not knowing that they 
are infected. 
The study suggests that investing in 
the young people’s health, education, 
livelihoods and participation will be 

key in helping them deal with the 
epidemic and the rising infection rate. 
This means that the adolescents’ 
knowledge of SRHR needs to be 
increased for them to better protect 
themselves from contracting the 
disease.

REPRODUCTIVE HEALTH BILL SAILS THROUGH
SEVERAL STAGES IN SENATE By AMWIK

OUR PARTNERS:

AIDS MAJOR KILLER OF YOUNG PEOPLE

“Reproductive freedom is critical to a whole range of issues. If 
we can’t take charge of this most personal aspect of our lives, we 
can’t take care of anything. It should not be seen as a privilege or 
as a benefit, but a fundamental human right.” 
― Faye Wattleton,
Former President of Parenthood of America
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