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Approach, effort, initiative, intervention, program, project�This report uses these terms
interchangeably to mean any organized activity that intends to improve some aspect of  a
young person�s life. These efforts can be short or long, have a defined length or be open-
ended, undergo evaluation or not.

First sex�The first experience with sexual intercourse (see also, sexual debut).

Last sex�The most recent experience of  sexual intercourse.

Risk and protective factors�As used in this report, factors in a young person�s life that can
either increase (risk factor) or decrease (protective factor) the chances of  sexual risk taking,
pregnancy, and HIV infection.

Self-efficacy�A person�s sense that he or she has the power or capacity to act or make a
decision such as whether or not to have sex or whether or not to use contraception.

Sexual debut�The first experience with sexual intercourse (see also, first sex).

Sexual health�FOCUS has incorporated sexuality and sexual health issues into its definition
of  reproductive health. Thus, this document uses the term �reproductive health� to refer to
both sexual and reproductive health.

Sexual intercourse�Coitus, usually meaning penile-vaginal penetrations or penile-anal
penetrations. This paper uses the terms sex and sexual intercourse interchangeably, unless
otherwise specified.

Sexual partner�The person with whom a young man or woman has or may have a sexual
experience or relationship, whether a boyfriend or girlfriend, spouse, friend, casual
acquaintance, or sex worker.

Young adult�This document uses the terms young people, young adults, youth, adolescents, and young
people, interchangeably. All are defined as people from the ages of  10 to 24 unless otherwise
specified.

SPECIAL TERMS USED IN THIS REPORT
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Young adult reproductive health (YARH)�In this report, reproductive health refers to the
health and well-being of  women and men in terms of  sexuality, pregnancy, and birth, as well
as their related conditions, diseases, and illnesses. Reproductive health care for young adults
includes primarily the following:

� information, education and counseling on human sexuality, reproductive health and
parenthood

� information, counseling and services for pregnancy prevention

� prevention and treatment of  HIV/AIDS and other sexually transmitted infections (STIs)

� management of  abortion-related complications and, where legal, safe abortion services

� prenatal, postnatal and delivery care

SPECIAL TERMS USED IN THIS REPORT
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EXECUTIVE SUMMARY

OOver the past six years, the FOCUS on Young Adults program has worked on young
adult reproductive health (YARH) issues, policies, and programs in all regions of  the
developing world. This report summarizes what we have learned. Chapter 1 describes
the most critical YARH issues and identifies important factors that influence YARH

knowledge, attitudes, perceptions, skills, and behaviors. Chapters 2 through 5 summarize what we
know about the effectiveness of  YARH policies and programs. Chapter 6 describes key
operational factors that influence program effectiveness. Chapter 7 presents recommendations to
improve YARH programs, fill gaps in our knowledge of  effective programs, and�ultimately�
extend access to YARH services.

MAIN FINDINGS AND RECOMMENDATIONS

CHAPTER 1: THE CONTEXT OF YOUNG PEOPLE�S LIVES

Adolescence is a period of  dynamic change representing the transition from childhood to
adulthood and is experienced differently in every society. Most young people start having sex
before age 20, and many consequently become pregnant and have children or undergo abortion
as adolescents. Relatively few youth use reliable contraception. Young people are better educated
than ever, but many either never enter school or drop out before completing primary or
secondary education. Many eventually enter the labor force, but even those who work remain
poor for the most part.

Adolescence is generally a healthy time, but many youth face risks from unwanted pregnancies as
well as HIV/AIDS and other sexually transmitted infections (STIs). Approximately half  of  all
new HIV/AIDS infections occur in young people under age 25, the majority of  them young
women. Young people are at high risk of  contracting HIV and other STIs because they often
have multiple, short-term sexual relationships and do not consistently use condoms. They also
tend to lack sufficient information and understanding of  HIV/AIDS, which affects their
vulnerability to it, their attempts (if  any) to prevent it, and their levels of  self-confidence to
protect themselves from it. In a few countries, including Uganda for example, HIV infection
rates in young people have declined significantly. These data are important because they show
that behavior change for youth is possible at a societal level.
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A wide range of  individual, social, and cultural factors�also known as �risk and protective
factors��influence the reproductive health behaviors of  young people. Peers, families, institu-
tions, and communities all may have an impact�positive or negative�on young people�s deci-
sions and actions. Understanding these factors and their relative importance is critical in designing
effective YARH policies and programs. Although the risk and protective factors model is a
potentially powerful tool in program design, knowledge of  the important factors is still very
limited, our methods to analyze these factors are too crude, and findings are often too contradic-
tory to draw clear conclusions. Thus, further study of  risk and protective factors is needed.

CHAPTERS 2 THROUGH 5: WHAT WORKS TO PROMOTE YOUNG ADULT
REPRODUCTIVE HEALTH

Many different policy and program approaches attempt to help youth practice healthier sexual and
reproductive behaviors. To determine what works, FOCUS reviewed the best available research
and evaluation and came to the following conclusions.

Only a small proportion of  YARH interventions have included a relatively strong impact
evaluation component and, thus, some promising approaches have yet to be rigorously
evaluated. Only a few of  the strong evaluation studies reviewed by FOCUS assessed effects on
the use of  health services, and none examined the impact on behaviors of  creating a supportive
environment. Of  those studies looking at impacts on knowledge, attitudes, and practices, most
look at just one type of  program�school interventions. Furthermore, much of  the available
evidence from strong studies is for small-scale programs that are carried out over short periods of
time, and little evidence is available on long-term effects on behaviors.

Although not all YARH programs have been effective at influencing reproductive health
behaviors, all of  the approaches examined�with the exception of  those attempting to
increase the use of  clinical services�have been effective in at least one study. It is
impossible to say, however, that certain models are more effective than others because the period
of  observation and the behaviors that were influenced varied by study. Moreover, further
replications in multiple settings are necessary to provide a basis for identifying the key features or
elements of  successful interventions.

Programs appear to be more effective in influencing knowledge and attitudes than
behaviors. Almost all rigorously evaluated programs reviewed by FOCUS improved reproductive
health knowledge and selected attitudes. A smaller but still encouraging percentage of  programs
significantly changed at least one important adolescent reproductive health behavior. Often,
however, programs tried and failed to improve many important behaviors, and the magnitude of
effects was modest in many cases. This finding likely reflects the difficulty of  changing behaviors
that are influenced by a large number of  factors, factors that go beyond knowledge and attitudes
related to reproductive health alone.

EXECUTIVE SUMMARY
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CHAPTER 6: KEY OPERATIONAL ISSUES RELATED TO YARH POLICY AND
PROGRAM EFFECTIVENESS

Three key operational issues cut across regional and cultural boundaries: (1) capacity building, (2)
scaling up and sustainability, and (3) youth participation and involvement in YARH policy and
programming. These issues hold significant implications for all policy and program initiatives.

Capacity Building. The needs of  young people, their access to information and services, and
their abilities to think and act are different by virtue of  their age. Those working with youth thus
need to acquire specialized skills to effectively provide reproductive health care. Four important
areas where such capacities need strengthening follow:

�� National strategic assessments and planning. Reproductive health groups generally know little about
the special characteristics of  youth. Assessment and planning thus play a key role in the many
countries where YARH programs are new and have not yet become routine elements of  a
country�s reproductive health and youth efforts. Although FOCUS and other organizations
have developed a variety of  assessment and planning techniques, more needs to be done to
evaluate their effectiveness in developing and implementing realistic policies and strategic plans.

�� Performance improvement. Values and beliefs affect those working in YARH programs to a greater
extent than they affect professionals in other fields of  work. As a result, YARH training has
needed to go beyond imparting the standard technical knowledge and abilities that may be
sufficient in other areas of  work and, instead, has needed to help institutions and individuals
become more effective by coming to terms with their personal feelings and potential biases. In
its work, FOCUS has found a tremendous need for YARH training. Particular emphasis should
be placed on follow-up and technical assistance after training to assist program staff  in making
changes and applying newly acquired knowledge.

�� Information exchange and sharing. Many developing country professionals and young people
themselves desire to exchange (rather than merely receive) information on YARH programs and
to explore opportunities to adapt approaches through interaction with others involved in
YARH. Moreover, field programs want practical, �how-to� information and descriptions of
successful program approaches in other countries and settings.

�� Monitoring and evaluation. Monitoring and evaluation offer program managers, decision makers,
funders, and others the means to determine whether programs are working or not.
Unfortunately, monitoring and evaluation often are not built into YARH programs from the
very beginning. Funding agencies must ensure that money is set aside not only for monitoring
and evaluation efforts but also for the dissemination of  results, both positive and negative.

Scaling up and sustainability. With key support such as leadership, staff, funding sources, and
advocates, programs can move beyond local origins to operate at scale. To be sustainable,
programs need to adapt to changing circumstances and changing resources. Moreover,
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sustainability, especially in a time of  health-sector reform in many countries, requires cooperation
and collaboration among different levels of  government and among different organizations.

Youth participation and involvement in YARH policy and programming. Clearly, many
YARH programs recognize the value of  youth involvement and participation, and they have
incorporated youth in several ways. Peer-education programs�an important type of  youth
involvement�can successfully improve youth knowledge, attitudes, and behavior related to
prevention of  pregnancy and STIs. However, few other means of  youth involvement, for example,
governance, program design, and evaluation, have been rigorously evaluated for their impact on
sexual and reproductive behaviors.

CHAPTER 7: RECOMMENDATIONS FOR IMPROVING AND EXPANDING YARH INITIATIVES

With resources still limited and political will to support YARH efforts still weak in many countries,
countries must choose their YARH actions judiciously according to the best available knowledge
of  effective policies and programs. They must also be willing to adopt a flexible approach that
takes into account local needs.

To support these efforts, FOCUS offers three sets of  recommendations. The first summarizes
findings on effective YARH policy and program approaches, based on the review of  research and
evaluation presented in this report. The second set articulates important principles critical to the
expansion of  effective YARH policies and programs. The third recommends future priority
actions to improve programs and fill important gaps in our current knowledge.

RECOMMENDATIONS FOR EFFECTIVE YARH POLICIES AND PROGRAMS

1. Carry out continuous and broad-based advocacy to support YARH efforts. Advocacy
efforts are key to building multisectoral support for policies that promote YARH programs.
Advocacy groups that widely involve adolescents and the community and that speak on behalf
of  the needs of  adolescents are particularly effective in desensitizing YARH issues and in
pushing for positive change. Funding and technical assistance are required to improve
monitoring and evaluation of  policy efforts, to disseminate policies, and to allow for effective
follow-up.

2. Carry out well-designed reproductive health education in schools. Well-designed school-
based programs appear to be almost universally effective in improving young peoples�
knowledge of  sexual and reproductive health, including contraception and HIV/AIDS
prevention, and often are effective in promoting positive YARH behavior changes. Where
school enrollment is fairly high, a comprehensive approach should include schoolwide
reproductive health education to reach large numbers of  young people. Ideally, governments
should scale up these efforts to be national in scope; should begin them, with age-appropriate

EXECUTIVE SUMMARY
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information, in primary school; and should adequately train and support teachers to impart
reproductive health education. Further research is needed to determine how to strengthen
connections among school programs and commercial sources as well as among other
nonclinical sources of  reproductive health care.

3. Promote condom use through social marketing programs and mass media. Condom use
is effective for pregnancy prevention as well as for prevention of  HIV/AIDS and other STIs.
Social marketing approaches directed at youth appear to hold significant promise for promoting
condom use on a relatively large scale and for making regular condom use more socially
acceptable. Media promotion efforts should be coordinated with pharmacies and other private
sector outlets that young people prefer for reasons of  confidentiality and convenience and
should be combined with training to make these service sites more youth friendly.

4. Carry out broad-based community initiatives. Community programs influence youth at
multiple levels and can reach the many youth who are not in school. A broad range of  these
programs�including youth development, peer promotion, mobilization of  youth and adults,
and community-based distribution of  contraceptives�have been successful in improving youth
reproductive health behaviors. Further research is needed on the effectiveness of  outreach
programs for referring youth to clinics; the type of  community service delivery that is most
appealing to different groups of  young people; and the impact of  broader youth development
approaches on reproductive health.

5. Build on the promise of  youth-friendly services. Evidence from the relatively rigorous
studies discussed in chapters 4 and 5 did not show conclusively that a youth-friendly approach
is more effective in attracting young people to clinical services. Nonetheless, combined with the
evidence from supportive studies, the youth-friendly approach is clearly a promising one,
particularly when such programs also actively work to build broad support within communities
for providing information and services to young people. Youth-friendly services in community,
social, recreational, and commercial settings also represent a promising�though largely
untested�approach to improving young adult reproductive health.

The idea of  youth centers�which were intended to offer reproductive health as one of  many
recreational and other services�was and is still very appealing. However, several evaluations
have found that youth centers are a relatively expensive and ineffective way to provide
reproductive health care to young people.

6. Enhance peer programs. Peer programs are culturally appropriate initiatives that can help
change community norms and individual reproductive health behavior in diverse settings. Peer
networks and network mobilization strategies also show promise in promoting positive and
protective reproductive health behaviors. Despite the promise of  peer programs, a number of
important questions remain about their effectiveness, including how to address high turnover,
how to improve supervision and training, and what impact incentives have on peer educator
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effectiveness and continuation. More information is also needed about effective ways to reach
hard-to-reach youth populations such as HIV-positive youth, refugees, street children, and
commercial sex workers.

RECOMMENDED PRINCIPLES FOR EFFECTIVE POLICIES AND PROGRAMS

The following principles of  program design, delivery, and evaluation are grounded in the
experience that FOCUS and others have gained in carrying out YARH programs in the
developing world. Although, in most cases, their impact on YARH outcomes has not been
rigorously measured, many evaluations have shown that programs adhering to these principles
are more likely to succeed.

1. Involve young adults in meaningful ways in YARH policy dialogue and programming.
Involving young people in designing, carrying out, and evaluating YARH policies and
programs enhances the relevance of  these efforts and increases the sense of  �ownership� that
young people feel toward the program. In whatever capacity it occurs, youth participation
must be real, meaningful, and sustained rather than token.

2. For HIV/AIDS and pregnancy prevention, emphasize condom use and other means of
dual protection. An emphasis on dual protection, condom use, and abstinence�especially
for unmarried youth�is an effective way to address the twin risks of  unwanted pregnancy and
HIV/AIDS. Mass media and social marketing strategies have shown some success in reducing
the stigma of  condom use, but more of  these efforts are needed because many adolescents
continue to view condom use negatively.

3. Explicitly address gender inequality. Gender inequality increases the vulnerability of  girls
and young women to coerced sexual intercourse, unwanted pregnancy, as well as HIV/AIDS
and other STIs. Policy and program efforts need to help change prevailing social norms when
they are harmful to girls and young women. Accomplishing this kind of  change also requires
an increased focus on changing the attitudes and behaviors of  boys and young men.

4. Identify the policy and program mix best suited to the target population. The context in
which youth mature varies considerably within and across countries. Regardless of  the setting,
assessment that is based on good information should precede any program effort. This
assessment is necessary to understand this cultural context and to identify the program mix
best suited to the target population. Programs need to use their limited resources, first, to
provide services to those youth in greatest need and, then, to use different strategies that take
into account differences in age, sex, and marital status.

5. Design comprehensive programs that address multiple youth needs. Comprehensive,
multicomponent programs, by simultaneously addressing the different categories of  risk and
protective factors that influence young people, may be more effective than narrowly focused

EXECUTIVE SUMMARY
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programs in improving reproductive health. An example of  a multicomponent program is
one that works in both schools and communities, includes a clinical services component, and
uses mass media to promote positive YARH messages.

6. Design projects with expansion in mind. To meet the needs of  the large and growing
youth population, the YARH community must move from small pilot projects to larger-scale
YARH programming. Efforts to scale up should be based on knowledge about effective
YARH policy and programs and should take into account information on cost and financial
feasibility.

7. Incorporate monitoring and evaluation from the start. Programs should establish clearly
defined indicators and costing mechanisms to measure achievement of  program goals and
cost-effectiveness and to better understand project dynamics to ensure necessary midcourse
corrections. Programs must also try to better measure changes in behavior, using
experimental research designs or other, less-rigorous methods.

RECOMMENDED FUTURE ACTIONS

The following list identifies key future directions for the YARH community that have been
determined after considering the FOCUS experience of  the last six years.

1. Pursue additional research. Additional research is needed on critical influences and factors
affecting reproductive health behaviors that are actionable through policy and programmatic
interventions.

2. Assess programs to alter social norms. Better assessment is needed of  programs that
influence attitudes and practices with respect to gender roles and equity, women�s status and
opportunities, as well as sexual behaviors and responsibility.

3. Document the nexus between policy and effective YARH programming. In particular,
efforts to identify these connections should study how policy can be influenced and changed
to result in greater acceptance of  and support for YARH programming.

4. Through policy action, address the contextual factors that influence young adult
reproductive health. YARH advocates can help show policymakers the importance of
connections among young adult reproductive health, education, income levels, and job
opportunities and can encourage policies that address allocation of  resources for youth
programs outside the health sector.

5. Identify the most important linkages between YARH programs and other youth
activities, and study practical and effective strategies to achieve these linkages.
Effective links must be established with efforts that have goals related to YARH programs,
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including general youth development activities, programs such as micro-enterprise and job
training that try to improve youth livelihoods, and efforts to expand educational opportunities.

6. Develop cost-benefit analysis methodology for YARH programs. This methodology
should be used to identify and select project activities, especially in resource-poor settings, and
to guide decisions with respect to scaling up YARH projects.

7. Leverage the private and commercial sector for greater participation in and
contributions to YARH programming, including workplace programs and private
health care delivery. The added participation and contributions would raise the level of
available financial resources and create broader reach to clients and consumers.

8. Undertake studies of  the effects of  scaling up proven projects. At a minimum, this effort
should include in-school reproductive health education and social marketing.

9. Set realistic goals for sustainability. These goals should not handicap the survival of
emerging YARH programs. Donors should define sustainability in a way that supports YARH
program objectives and that takes into account young people�s limited ability to pay for
reproductive health care relative to adults.

10. Assess how existing public health structures can be made more youth friendly and
become more effectively used by youth. In particular, assessments can begin studying these
efforts in many developed countries and, increasingly, in Latin America. It is critical to build on
these extensive existing networks to reach large numbers of  youth.

11. Establish more effective and sustainable mechanisms to provide technical assistance,
training, and other capacity-building measures to organizations that are planning to
reach youth with reproductive health programming. A top priority is to strengthen host
country organizations that can carry out this needed work.

12. Conduct operations research in different national contexts to identify a minimum
package of  YARH interventions. Research should compare the effectiveness and cost of
different combinations of  intervention components in different contexts. At the same time,
research should continue to explore new and innovative approaches to meeting YARH needs.

13. Expand investment in young adult reproductive health. To reach even a modest
proportion of  the developing world�s youth with effective YARH programs requires a much
greater investment on the part of  governments, donors, and communities. Moreover,
improving the effectiveness of  YARH programs requires longer-term donor support, better
coordination among donors, and the creation of  more flexible funding mechanisms to
encourage effective partnerships and linkages among groups working in education,
employment, young adult reproductive health, and youth development.
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INTRODUCTION

1 Includes US$17.1 million in core, bureau, and field support
funding, received by FOCUS from USAID�s Population,
Health and Nutrition Center; Regional Bureaus (Asia and the
Near East as well as Africa); and USAID field missions in nine
developing countries plus two regional missions in Africa.

2 And contribute indirectly to four other program results of  the
Center for Population, Health and Nutrition.

to carry out technical assistance, strategic
assessments and reviews, training, evaluation,
and research.

PROGRAM RESULTS

USAID expected FOCUS to achieve three
program results2 (see appendix A):

�� Increase awareness about both the
reproductive health needs of  young adults
and successful initiatives to serve them.

�� Improve the capability of  organizations to
design and carry out youth initiatives through
training, suggesting effective methods of
program design, policy analysis, and service
delivery.

�� Identify what works by collaborating with
organizations to document past experience as
well as to evaluate and undertake practical
research on promising programs and policies.

To achieve the results, FOCUS worked in 28
countries (see box 1). The choice of  countries
was based on (a) the expected potential
contribution of  each to ongoing and planned
YARH programs as well as to evaluation and
research and (b) the respective interest of
each expressed through invitations to FOCUS
for its involvement.

W

INTRODUCTION

ABOUT THE FOCUS ON
YOUNG ADULTS PROGRAM

ACTIVITIES AND OBJECTIVES

With funding and support from
USAID1 for a period of six years
beginning in late 1995, the FOCUS
on Young Adults program has

studied the current state of  young adult
reproductive health (YARH) in developing
countries, integrating population, maternal
health, child survival, HIV/AIDS, and youth
development concerns.

FOCUS identified collaborators for each of
our planned activities from among other
organizations, institutions, and individuals
involved in young adult reproductive health at
the national and international levels. Working
with them, we reviewed evidence of  �what
works� in protecting and improving young
adult reproductive health in terms of  program
experience, research, and evaluation. FOCUS
reviewed policy and program efforts, training
and program materials, and evaluation and
research studies. In addition, USAID and
developing country partners invited FOCUS
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Many FOCUS products and activities
contributed to achievement of  the three
intended results. Efforts to increase awareness
included technical expert group exchanges,
conferences and workshops, as well as
FOCUS staff consultations and field visits in
developing countries. FOCUS published and
disseminated a wide range of  materials
including InFocus Briefs, Project Highlights,
handbooks in the YARH Tool Series, and the
FOCUS Research, Policy, and Program Series
(appendix L includes a complete list of
FOCUS materials). FOCUS also helped to
develop NewGen, a computer simulation
model that assists in YARH policy and
planning. Efforts to improve capability
included technical assistance on YARH

program design and evaluation, state-of-the-
art and training-of-trainers workshops, project
site visits, FOCUS-sponsored evaluation and
research studies, and discussions with USAID
and other donors.

FRAMEWORKS

FOCUS developed a basic framework of
factors influencing young adult reproductive
health (see appendix B) and a framework of
key questions in young adult reproductive
health (see appendix C). Both have helped
FOCUS establish parameters of  work and
interpret our analysis of  YARH policies,
strategies, program experience, evaluation,
and research. This paper uses both
frameworks and adds further
conceptualization based on our thinking and
discussions with collaborating organizations.

KEY YARH OUTCOMES

Although a broad range of  YARH outcomes
have been studied over time, FOCUS has
concentrated on the following reproductive
health outcomes:

�� Reduced sexual activity (including
postponing age at first intercourse and
promoting abstinence)

�� Reduced number of  sexual partners

�� Increased contraceptive use, especially use of
condoms for both pregnancy prevention and
prevention of  STIs, including HIV/AIDS

�� Lower rates of  pregnancy (and resulting
abortions) and parenthood among
adolescents

BBBBBOXOXOXOXOX 1. C 1. C 1. C 1. C 1. COUNTRIESOUNTRIESOUNTRIESOUNTRIESOUNTRIES     INININININ W W W W WHICHHICHHICHHICHHICH     THETHETHETHETHE F F F F FOCUSOCUSOCUSOCUSOCUS     ONONONONON Y Y Y Y YOUNGOUNGOUNGOUNGOUNG A A A A ADULDULDULDULDULTSTSTSTSTS P P P P PROGRAMROGRAMROGRAMROGRAMROGRAM W W W W WORKEDORKEDORKEDORKEDORKED, 1995�2001, 1995�2001, 1995�2001, 1995�2001, 1995�2001
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�� Lower rates of  infection of  HIV/AIDS and
other STIs among young people

�� Improved nutritional status

Indicators for each of  these outcomes have
been developed and presented in our FOCUS
tool, Monitoring and Evaluating Adolescent
Reproductive Health Programs (Adamchak et al.
2000).

ABOUT THIS PAPER

PURPOSE

In this paper, FOCUS summarizes the critical
elements of  what we have learned since 1995.
We present major conclusions and
recommendations to influence the direction
of  future YARH policies, strategies, programs,
evaluation, and research.

INTENDED AUDIENCES AND USERS

At its inception, USAID directed FOCUS to
address �USAID and partners� as a primary
audience or user group. USAID partners
include both the community of  U.S.-based
population and reproductive health
organizations funded by USAID; other

institutions that provide technical assistance
or funding to developing countries, including
the various United Nations (UN) bodies and
other donor agencies; and YARH expert
groups or individuals. These groups serve as a
bridge to governments, private sector
organizations and institutions, and individuals
in developing countries and are the primary
audience for FOCUS publications, including
this paper.

SOURCES OF INFORMATION

The conclusions and recommendations of
this report reflect our best efforts at
integrating contributions and ideas from a
wide range of  sources, including research
conducted at various levels of  rigor and the
broader experience with YARH programs.
The breadth and depth of  the work that
FOCUS and collaborating organizations have
done is also reflected in other FOCUS on
Young Adults publications, available on the
FOCUS website (www.pathfind.org/focus).
The FOCUS team salutes everyone working
on young adult reproductive health in
developing countries and takes full
responsibility for the views and
recommendations offered in this paper.

INTRODUCTION
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CHAPTER 1
THE CONTEXT OF YOUNG PEOPLE�S LIVES
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CHAPTER 1: THE CONTEXT OF YOUNG PEOPLE�S LIVES

WHAT IS ADOLESCENCE AND
YOUNG ADULTHOOD?

More than a quarter of  the world�s
population�1.7 billion people�is
between the ages of  10 to 24, and
the numbers are growing. This

group is the largest generation of  young
people in history. The vast majority of  these
young people�86 percent�live in
developing countries where, in many places,
they represent 30 percent of  the population
(Population Reference Bureau [PRB] 2000).

Adolescence is a period of  dynamic change
representing the transition from childhood to
adulthood. Whether defined as a
phenomenon of  modern industrial societies
or as a universal stage of  human
development, adolescence is recognized as a
time when both boys and girls build critical
capabilities, regardless of  whether they are
married or have children (Mensch et al. 1998).
Adolescence includes physical and sexual
maturation, movement toward social and
economic independence, and development of
identity. Behavior patterns that are established
during this process, such as drug use or
nonuse and sexual risk taking or protection,
can have long-lasting positive and negative
effects on future health and well-being
(Adamchak et al. 2000). G

Adolescence is experienced differently in
every society, and even within societies,
individual youth may experience adolescence
very differently. Similarly, the lives of  young
males and females are usually experienced
quite differently. Although a diverse group,
adolescents share many characteristics that
define their lives and affect their use of
reproductive health information and services.

Adolescents differ from very young children
and from adults. Adolescents have distinct
needs at different stages of  their development
process and, therefore, different approaches
are required for reaching and serving them.
The youngest adolescents are still boys and
girls, most not yet sexually active. The oldest
are young women and men, most sexually
active, some married, and some parents. Even
across this span of  a few years of  age, the
lives of  youth vary enormously, and this
variation has important implications for their
reproductive health and for programs that
address their reproductive health needs.

WHAT DO WE KNOW ABOUT
THE REPRODUCTIVE HEALTH
EXPERIENCE OF YOUTH?

Globally, puberty is occurring
earlier for both boys and girls,
and the age of  marriage is rising.
Thus, young people face a longer
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3See Alauddin and MacLaren (1999).
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4 See Shanler (1998).

period of time when they are sexually mature
before marriage and are thus more susceptible
to out-of-wedlock pregnancy and the risk of
contracting a sexually transmitted infection
(Zabin and Kiragu 1998; Mensch, Bruce, and
Greene 1998). Overall, marriage before age 18
is less common than it was a generation ago.
However, a great deal of  regional variation
occurs. Early marriage has declined
substantially over the past 20 years in many
parts of  Asia, in many sub-Saharan countries,
and in some parts of  the Middle East. Only in
countries within Latin America and the
Caribbean has age at marriage remained
relatively stable (PRB 2000; Blanc and Way
1998).3

Most young people throughout the world will
have sexual intercourse by age 20, but the

circumstances of  that sexual activity will vary
tremendously. In many cultures, sex begins
with marriage. However, premarital sex is
common and apparently rising worldwide
(PRB 2000). Many societies encourage boys to
engage in sexual activity when they reach
puberty.

For a substantial minority of  young women�
and some young men�early sexual activity is
unwanted or coerced. Youth are particularly
vulnerable to sexual violence and
exploitation.4 Many young women who are
poor exchange sex for support from older
men, especially in sub-Saharan Africa. In
Malawi, for example, two-thirds of  girls who
reported having sexual intercourse were
accepting money or gifts for sex (Weiss,
Whelan, and Rao Gupta 1996).

Anemia is the most significant nutritional issue for both male and female adolescents in many countries, hampering physical growth and mental development. Girls
enter active reproductive years with poor iron status. Anemia becomes particularly significant as a problem in pregnancy.

Young people and their caregivers first need accurate, understandable information on anemia. Many channels, settings, and programs can convey messages on anemia
and the need for iron supplementation. Schools and peer-education programs can promote healthy eating practices, although it is difficult to affect behavior. Iron
supplementation is often a component of prenatal care and family planning programs. But programs need to sustain iron supplementation for it to be effective.
Frequent messages are necessary to reinforce the need for daily consumption of iron.

Community-based programs such as CEDPA�s New Horizons program in Egypt, which is based on life-skills training for girls who are no longer in school, are an
effective approach for nutrition education. In Indonesia, the MotherCare project worked with the Ministry of Health to expand distribution of low-cost iron folate
tablets in poor communities. One component of the effort used marriage registrars to counsel young engaged couples and refer them to private commercial sources of
iron supplementation. Dietary approaches to combat anemia can be effective where iron-rich foods are available and affordable and where adolescents and adults can
be made aware of the benefits of increasing intake of iron-rich foods. Fortifying food with iron has also been tried in some countries, for example, in Iran, Kuwait,
Oman, and Saudi Arabia. In Iran, after six months of fortifying food with iron, anemia rates were reported to have been cut in half.

A recent review recommended the following approaches to improving adolescent nutrition: providing integrated health services that are accessible and acceptable to
adolescent girls and boys; improving iron status of adolescents within existing programs; increasing interventions that increase productivity and income of poor people;
and promoting girls� access to education.

Sources: Senderowitz (July 1998a); Kurz and Johnson-Welch (1994); Shaheen et al. (1999); MotherCare (2000).
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Women�s and men�s sexual lives and, thus,
their vulnerability to pregnancy and disease
are profoundly influenced by gender (Weiss
and Rao Gupta 1998). Gender attitudes often
mean that young women are expected to be
virgins until they are married�and to marry
early�whereas, in many places, young men
are encouraged to be sexually active and to
gain sexual experience before marriage. Girls
with less education, money, and power have
little ability to negotiate either sex or
contraceptive use, often leaving them
vulnerable to unwanted pregnancy and STIs
(Weiss et al. 1996). In fact, gender inequality
has been shown to be an important factor in
the spread of  HIV. Recent evidence from a
number of  African countries shows a vicious
cycle of  HIV-infection patterns. Young girls
are infected before marriage through sexual
partnerships with older males. These girls, in
turn, infect their spouses after marriage, and
the spouses, in turn, infect younger women
(Stanecki 2001).

Adolescent boys�who generally engage in
more risky sexual behaviors than girls�also
face significant problems and risks related to
their healthy development. Societal norms
that expect men to be dominant and
aggressive also can be unhealthy for many
boys. Societies expect young men to be
already familiar with everything about sex,
which, thus, makes them reluctant to seek
information or advice. Young men are often
pressured to start having sex at an early age,
to have sex with multiple partners, and to visit
commercial sex workers. These behaviors also
can have a negative impact on the health of
adolescent girls.

Although rates of  adolescent childbearing are
declining in many countries, more than 13
million adolescent girls give birth each year in
the developing world (PRB 2000). Many
societies encourage women to marry and bear
children at a young age. Many cultures place
great value on fertility. Young women often
desire children to affirm their value and
identity and to gain social status and
recognition as adults. More than one-third of
all adolescent girls in the developing world
will give birth before age 20. Regional
differences are large, ranging from 8 percent
in East Asia to 55 percent in West Africa.
Many of these pregnancies are unplanned.
Although most births occur within marriage,
a significant number of  first births take place
or are conceived before marriage, particularly
in sub-Saharan Africa where this proportion
has risen in recent years (Bongaarts and
Cohen 1998; Singh 1998).

Most sexually active young people do not use
contraception. Despite progress in some
countries, an estimated 29 million women
worldwide ages 15 to 19 lack the
contraceptive protection they need to prevent
unwanted pregnancy. Notable differences also
occur among countries in terms of  married
and unmarried adolescents� use of
contraception. In several Latin American and
Caribbean countries, unmarried adolescents
are just as likely to use contraception as their
married counterparts. In sub-Saharan Africa,
unmarried adolescents are more likely to use
contraception than married adolescents; less
is known about contraceptive use by young
adults in Asia. Rates of  use vary widely. Only
11 percent of  married adolescents in Haiti use
contraceptives, compared with 51 percent of
those in Colombia. In India, a mere 7 percent
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Emergency contraception refers to contraceptive methods that can be safely used by women to prevent unwanted pregnancy in the first few days after unprotected
intercourse. Emergency contraception is an important option for young adults. Adolescent sex is often unprotected sex, and many adolescent pregnancies are unplanned
and unwanted. In some cases, contraception fails. In some cases, sex is coerced. Because so many adolescent pregnancies end in abortion, the use of emergency
contraception also averts abortions, which can result in illness and death if performed under unsafe conditions. In addition, emergency contraception can help
adolescents as they make the transition to regular use of contraception.

Emergency contraception does not protect against HIV/AIDS or STIs, so sexually active young people still need to use condoms regularly. Programs that serve sexually
active adolescents should make emergency contraception and condoms a fundamental component of an essential reproductive health package. Many health providers
are still often uninformed about emergency contraception. In particular, private sector health workers, whom adolescents tend to approach for services, need better
information and training on the appropriate use of emergency contraception.

Sources: Klofkorn (1998); NGO Networks for Health (2001).

of  married adolescents use contraceptives,
compared with 42 percent in Indonesia.
Reasons for lack of  contraceptive use include
lack of  information; misinformation; fear of
side effects; desire for pregnancy; and
geographic, social, cultural, and economic
barriers to access and use of  contraception.
Typically, health and contraceptive services are
designed to serve married, adult women�not
young women and, especially, not young men.
Also, the sporadic, unplanned nature of
adolescent sexual activity�especially outside
of  marriage�can be an obstacle to consistent
contraceptive use (PRB 2000).

Adolescents experience higher contraceptive
failure and are more likely to discontinue use
than older women. In Egypt, 47 percent of
adolescent users discontinue whereas only 29
percent of  adult women do. Relatively large
differences are also found in other countries.
Failure rates are higher in all countries for
adolescents than for adult women (Blanc and
Way 1998), which highlights the need for
greater access to emergency contraception
(see box 3).

Many youth have an unfavorable view of
condoms. For many adolescents, condom use
signals a lack of  trust and intimacy and, thus,
limits their use, even for prevention of  HIV/
AIDS and other STIs. For example, in Malawi,
more than half the girls in one study of 10
rural villages reported they would rather risk
pregnancy than ask a boy to use a condom.
Youth in Brazil, Nigeria, and Thailand have
similar views (Weiss et al. 1996).

Many young people still lack good information
on sexuality. Young people have traditionally
learned about sex and reproduction through
the extended family or by means of  a network
of  neighbors or friends, often in conjunction
with well-defined rituals or rites of  passage.
These traditions are in flux, particularly in areas
of  the developing world that are undergoing
rapid economic and social change (Rosen
2000). New means of transmitting this
information have not yet developed in many
areas. Thus, many young people still lack basic
information on sexuality (Weiss et al. 1996). In
Venezuela, for example, 90 percent of  callers
to a hotline believed they could not get
pregnant the first time they had sex (Panos
1999).
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5 See Rosen (2001e). 6 See Stevens (1999).

WHAT DO WE KNOW ABOUT
OTHER ASPECTS OF YOUNG
PEOPLE�S LIVES?

Young people are better educated
than ever. As enrollment has
expanded, schools are an
increasingly important influence on

adolescents. Girls ages 15 to 19 are two to
three times more likely than their mothers to
have at least seven years of  education (Alan
Guttmacher Institute [AGI] 1996). Despite
these improvements, more than one-third of
youth in the developing world�approximately
400 million young people�are not in school
(PRB 2000). Moreover, girls still lag behind
boys in school enrollment rates in many
countries. Many schools have policies that
require the expulsion of  unmarried, pregnant
girls. (PAI 1998). Education is critically
important to young adult reproductive health
because, on average, girls who are better
educated are less likely to be infected with HIV
and more likely to postpone childbearing and
have smaller families as well as healthier
children.

Many adolescents work and earn income.5 A
large proportion of  adolescents�61 percent
in Asia and 32 percent in Africa�is already
employed (Population Council and
International Center for Research on Women
[ICRW] 2000). In the developing world,
approximately 13 percent of  10�14-year-
olds�73 million children�work for wages
(UNICEF 1997 in Mensch et al. 1998). Many
girls are in domestic service. The labor of
many young people is often not counted by
official statistics. For example, approximately

100 million young people work on the streets
(PRB 2000). Although circumstances force
many youth into exploitative and dangerous
jobs, legitimate, nonharmful work may be the
best option for youth whose educational
opportunities are extremely limited.

Urbanization and modernization are changing
adolescence. Almost half  the world�s
population now lives in cities (Hinrichsen et al.
2001). Urbanization and modernization have
increased influences on youth from outside the
family and community as well as heightened
their exposure to risky behaviors. At the same
time, some of  these influences�including
greater schooling and job opportunities and
increased exposure to mass communications
and new ideas�have fostered better use of
protective reproductive health care and less
risky behaviors.

Some adolescents are socially marginalized and
have special needs.6 Marginalized youth are
vulnerable to sexual exploitation and are at a
disproportionately high risk of  unintended
pregnancies and STIs, including HIV/AIDS.
Some have been displaced as a result of  war
and civil unrest. Others have become heads of
households because of  the absence of  parents,
have become orphaned because of  AIDS, or
have been forced into the commercial sex
industry to support themselves or their
families. Furthermore, their circumstances
often place them beyond the reach of
traditional institutions and support systems
(James-Traore 2001). AIDS orphans, now
numbering 13 million, are often shunned by
their communities or neglected (PRB 2000).
Gay and lesbian youth are also marginalized.
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7 See Senderowitz (1997b)

Y
WHY DOES THE REPRODUCTIVE
HEALTH OF YOUNG ADULTS
MATTER?

Youth represent a tremendously
valuable asset to the world.
Working with them to make a
healthy transition to adulthood is

critical to the world�s development now and in
the future. Adults have the responsibility to
help youth acquire the skills they need to
navigate life, obtain an education and a
livelihood, and gain access to reproductive
health information and services.

Youth, on the whole, are healthy, but
behaviors that begin during adolescence are
crucial to current and future health. Many of
the behavioral patterns acquired during
adolescence (such as gender relations and
sexual conduct) will last a lifetime.
Fortunately, adolescents are receptive to new
ideas and are eager to make the most of  their
growing capacity to make decisions. Thus, the
period of  adolescence provides opportunities
to prevent the onset of  health-damaging
behaviors and their repercussions.(WHO
1997a).

Approximately half  of  all people infected
with HIV are under age 25, the majority of
them being young women.7 An estimated 10
million adolescents are now living with HIV
or are likely to develop AIDS during the next
3 to 15 years (WHO 1998). HIV/AIDS is
especially prevalent among adolescent girls
and young women. African data show that
HIV/AIDS infection is twice as frequent
among women ages 15 to 24 than among

males of  the same age. In many African
countries, the group with the highest level of
HIV infection is women in their 20s (Stanecki
2001). Young people are at high risk of
contracting HIV and other STIs because they
often have multiple, short-term sexual
relationships and do not consistently use
condoms. They also tend to lack sufficient
information and understanding of  HIV/
AIDS, which affects their vulnerability to it,
their attempts (if  any) to prevent it, and their
levels of  self-confidence to protect
themselves from it. AIDS also affects millions
of  adolescents in developing countries,
especially in sub-Saharan Africa, who must
care for their HIV-positive parents and their
younger siblings, often cutting short their
education and other attempts to acquire job
skills.

In a few countries, HIV infection rates in
young people have declined significantly. The
decline in Uganda, from 22 percent among
15�19-year-old girls in the early 1990s to 8
percent by 1998, was associated with strong
political leadership, public awareness
campaigns, social marketing of  condoms, and
voluntary counseling and testing (USAID
2000b). Key elements in the drop in HIV
infection rates are the decision by many
Ugandan youth to delay their first experience
with sexual intercourse and to have fewer
sexual partners. These behavioral changes are
thought to be related to widespread personal
knowledge of  someone who has died of
AIDS and to a more open public discussion
of  the epidemic relative to other countries in
sub-Saharan Africa (Stoneburner et al. 2000).
These data from Uganda�now bolstered by
data from additional countries�are important
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For a variety of reasons, pregnant adolescents are particularly likely to experience spontaneous abortion at young ages and to seek induced abortion more often than
adult women. Adolescents not only have a special vulnerability, but they also often lack information and resources and delay seeking care. As a result, they experience
disproportionately high rates of abortion-related complications, considered to be about one-third of all abortion complications. Unmarried�and some married�
adolescents may

�����      have difficulty resisting sexual pressure and coercion from an adult or adolescent male and, thus, face a higher rate of unwanted pregnancy;
�����      fear the stigma of pregnancy and having to leave school if pregnant;
�����      lack support from a sexual partner, parent, or family member;
�����      attempt unsafe abortion as an only option;
�����      be shunned by service providers for reasons of law, regulations, culture, and attitudes;
�����      present later in pregnancy at a clinic, increasing the chance of health complications.

Improving access to postabortion care�including care for abortion complications, counseling by nonpunitive, nonjudgmental providers, and making contraceptive
services easily available�is crucial for preventing repeat abortions among adolescents. Making postabortion care available at the community level is critical for
adolescents who, more than adults, are likely to lack the means to travel to higher-level health facilities like hospitals.  In Kenya, for example, the Postabortion Care
Pilot Project found a demand for postabortion care to be provided beyond the district hospital level and closer to the community. The project showed that women,
including adolescents, preferred community services and that nurse-midwives could provide safe emergency care using manual vacuum aspiration. Effective follow-up
to postabortion clients is also important, as contraceptive continuation has been shown to be a problem in Kenya, for example.  Despite the large numbers of
adolescents seeking abortions, for the most part, postabortion care programs have neglected to provide adolescent-specific services, while at the same time, many
YARH programs have neglected to address the special needs of those young women who have abortions. Thus, it is important to increase and enhance linkages between
postabortion care facilities serving young women and youth-friendly reproductive health services, as well as community-based youth development programs.

Sources:     Yumkella and Githiori (2000); FRONTIERS (1998); WHO (1997b); Herrick (2001).

because they show that behavior change for
youth is possible at a societal level.

Adolescents also suffer from other STIs. At
least one-third of the estimated 333 million
new cases of  curable STIs each year are found
in people under the age of  25 (WHO 1998,
cited in Panos 1999). As with HIV, both
biological and social factors increase young
people�s vulnerability to STIs. Untreated STIs
cause both short- and long-term health
problems, including infertility. Youth are often
reluctant to seek treatment, even when
services are available, because they prefer not
to face the often judgmental attitudes of
health workers (PRB 2000).

Young women and their children face serious
health risks from early pregnancy and

childbearing. Adolescent girls in the
developing world have twice the chance of
dying from maternal causes as do women in
their twenties (PRB 2000). For the youngest
adolescents�those ages 10 to 14�this risk is
five times higher (World Bank 1998). The
higher risk is a result of  their physical and
emotional immaturity and relative inability to
seek and use adequate health care during and
after pregnancy and childbirth (Zabin and
Kiragu 1998). Children born to adolescents
also are, in many countries, one and a half  to
two times as likely to fall ill and die than those
born to older mothers (PRB 2000).

Young, unmarried women are more likely
than older women to have clandestine or
illegal abortions for legal, social, and financial
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reasons. Adolescents have between 1.0 and
4.4 million abortions annually, most of  them
unsafe. Youth suffer disproportionately from
unsafe abortion (see box 4) because they tend
to wait longer, thus increasing the medical
risks of  the procedure (Panos 1999). Even in
places where safe abortion exists, access is
often restricted for unmarried adolescents
(Zabin and Kiragu 1998).

Early motherhood usually cuts short a girl�s
education and increases poverty. Adolescent
mothers who are poor work more and earn
less than other mothers, and their children are
less well nourished. Schools typically expel
pregnant girls (but not adolescent fathers).
School dropouts are unlikely to resume their
education, so their job opportunities and
earning potential are restricted. Also, the
children of  teen mothers do less well in
school (Buvinic 1998).

Practices such as the tradition of  older
relatives giving adolescents sexuality
education, help adolescents. Other traditional
practices, however, jeopardize the health of
adolescents. Every year, approximately 2
million girls undergo female genital cutting,
mostly in Africa and in a few Middle Eastern
countries. Often seen as a rite of  passage, the
cutting can have both immediate and long-
lasting negative effects on health. Early
marriage is another harmful tradition that is
still encouraged and practiced in many
countries. Young brides typically discontinue
their education and have relatively little power
compared to their older husbands. They bear
children earlier and have larger families than
those women who marry later (Weiss et al.
1996).

WHAT ARE IMPORTANT
FACTORS THAT INFLUENCE
YOUNG ADULT REPRODUCTIVE
HEALTH?

The magnitude of  YARH issues
and needs requires a careful
examination of factors that
determine how young people

navigate�successfully or not�the transition
to adulthood.

Social and cultural factors can influence how
young people experience this critical period
of  their lives, and young people�s sexual and
reproductive health behavior reflects a variety
of  societal norms and expectations.
Understanding and responding to these �risk
and protective� factors may be an important
step in developing effective young adult
reproductive health programs.

Emerging evidence�both from the United
States and the rest of  the world�shows that
a number of  factors directly and indirectly
influence adolescent sexual and risk-taking
behaviors (WHO 2000a; Kirby 1997b, 1999a;
Miller 1998; Murray 2001b). These factors fall
broadly into five categories:

�� The individual characteristics of  young
people, including their knowledge, attitudes,
beliefs, values, motivations, and experiences

�� Peers and sexual partners with whom youth
interact

�� Families and adults in the community

�� Institutions such as schools, workplaces, and
religious organizations that support youth
and provide opportunities
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8 FOCUS sponsored research in Brazil, Ghana, Jamaica,
Paraguay, Peru, South Africa, Togo, Zambia, and Zimbabwe.
The Ford Foundation and Johns Hopkins University funded
research in Chile.

�� Communities through which social
expectations about gender norms, sexual
behavior, marriage, and childbearing are
transmitted.

Although our knowledge of  these
influences�especially in developing country
settings�remains incomplete, a number of
findings have emerged:

�� The relative importance of  these factors will
vary, depending on a number of
determinants. Some factors may be relatively
more important than others depending on
the stage of  adolescence (early, middle, or
late); for example, younger adolescents are
more affected by familial factors than by
peer-related influences. Later in adolescence,
peers seem to assume increasing importance
in young people�s decision-making processes
and resulting behaviors whereas familial
context may be less important (Zabin and
Hayward 1993; Murray 2001a). At least in
some societies, girls seem to be more affected
by familial and educational influences than
boys (Murray et al. 1998).

�� Each of  these factors can also change as the
social and cultural context changes and may
gain or lose importance as a determinant of
reproductive health outcomes. The direct
effects of  each of  these factors and the
interactions among them can influence
whether or not a young person becomes
sexually active, whether he or she uses
contraception, and even the numbers of
sexual partners a young person has once he
or she has become sexually active.

�� Finally, different factors can exert opposite
effects on a single individual. For example,

peer norms about the appropriateness of
boy-girl relationships may be quite different
from those of  the family or community.

To broaden knowledge of  the influences of
these risk and protective factors, FOCUS
carried out research in 10 countries.8 The
section below summarizes findings on two
key reproductive health outcomes of
importance to program managers and
policymakers: sexual debut and condom use
during last sex (see appendices E, F, G, and H
for a description of FOCUS-sponsored
studies and findings). Suggested YARH
program responses follow each finding.

THE IMPACT OF VARIOUS FACTORS ON
SEXUAL DEBUT

Finding 1. In most countries, adolescent
boys start having sex earlier than girls,
although the older the individual, the more
likely both boys and girls are to have
experienced sexual intercourse.

Program response. Address the issue of
sexual norms and behaviors of  boys at an
earlier age and try to affect boys� sexuality
through changing community norms.

Finding 2. In four of  the five countries
where this variable was measured, girls in
school are significantly more likely not to have
experienced sexual intercourse than girls who
are not attending school. Boys� school
attendance did not emerge as strongly as a
predictive factor for sexual experience as it
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did for girls; it was significant in only two of
the five countries in which it was measured.

Program response. Encourage national
policies that promote education and
changes in community norms that
support education, especially for girls.

Finding 3. FOCUS research examined the
relationship between (a) reproductive health
knowledge and attitudes and (b) sexual debut
in two countries. Importantly, higher levels of
knowledge are not associated with higher
levels of  sexual activity. These findings
confirm results from evaluations of
reproductive health education programs,
presented in chapter 4 below. In fact, the two
FOCUS-sponsored surveys that tested these
relationships found that young men with
higher levels of  knowledge about the risks of
pregnancy and HIV/AIDS were significantly
less likely to be sexually active. For young
women, however, only in one of  the two
countries were higher levels of  reproductive
health knowledge significantly associated with
decreased sexual activity.

Program response. Strengthen in-school and
out-of-school efforts to educate youth
about reproductive health.

Finding 4. Young people�s reported
experiences with other risk behaviors such as
smoking, drinking, or using illegal drugs is
highly correlated with having had sexual
intercourse, even when controlling for age.
This finding is true for both boys and girls in
the FOCUS-sponsored studies. For boys, in
five of  the six countries where questions
about risk behaviors were asked, those who
reported risky behaviors were more likely to

have experienced sexual debut than boys who
did not report other risk behaviors. The case
of girls is nearly identical: In four of the six
countries where risk behaviors were
measured, those girls who reported risky
behaviors were more likely to report having
had intercourse than girls who had not
experienced risk behaviors.

Program response. Improve links between
reproductive health programs and other
programs that encourage healthy youth
behaviors.

Finding 5. The perception that friends are
sexually active and experienced also appears
to influence young people�s behavior. This
finding is almost as strong for boys (in six of
the seven countries where this variable was
measured) as for girls (in all 7 countries where
this variable was measured). Thus, either
young people who perceive their friends to be
sexually active are more likely to be sexually
active themselves or those who are already
sexually active tend to associate with peers
who are sexually active, too.

Program response. Recruit peer promoters
with a profile similar in sexual experience
to those youth in the target audience.

Finding 6. At the family level, poverty is
strongly associated with earlier sexual debut
for girls but is less strongly associated for
boys. Family structure or changes in the
familial environment are significantly
associated with early sexual debut for both
boys and girls in several countries.

Program response. Recognize that youth
from poor, unstable families are at greater
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9 The sample sizes for boys and girls are fairly small, so the
relative significance of  these differences must be interpreted
with caution.

CHAPTER 1: THE CONTEXT OF YOUNG PEOPLE�S LIVES

risk, support policies to reduce poverty
and family dislocation, and collaborate
with programs directed at poverty
reduction by adding a youth reproductive
health component to them.

Finding 7. The evidence is sparse but
suggestive that youth who have a positive,
sustained relationship with a teacher are less
likely to have experienced sexual intercourse.

Program response. Build on positive
relationships with influential adults such
as teachers and others and encourage
adults to mentor young people.

THE IMPACT OF THE VARIOUS FACTORS
ON CONDOM USE

Finding 1. Boys are almost universally more
likely to report using condoms during their
most recent sexual experience than are girls.9

In the three Latin American countries
surveyed, the difference is at least 20 percent;
South Africa and Zambia have a male-female
gap of  approximately 10 percent; and Ghana
has a difference of only 5 percent. Only in
Jamaica are girls more likely to report condom
use during their last experience of sexual
intercourse than boys.

Program response. Encourage boys to use
condoms consistently, no matter who
their sexual partners are, and do more to
influence girls� ability to negotiate the use
of  condoms.

Finding 2. A potentially strong influence at
the individual level appears to be positive

attitudes toward condom use, although these
attitudes were measured in only two countries
in the case of  boys, and one in the case of
girls. A study of  youth in Ghana (Adih and
Alexander 1999) suggests that attitudes
toward condoms, perception of  risk of  HIV
and other STIs, and knowledge of  condoms
and their proper use may interact to have a
significant positive effect on condom use.
Although none of  these factors alone was
found to directly predict condom use, subjects
who perceived both a high susceptibility to
HIV infection and high levels of  self-efficacy
to use condoms were almost six times as likely
to have used condoms at last intercourse than
others. Those perceiving a high level of  self-
efficacy and low barriers to condom use were
almost three times as likely to have used
condoms at last intercourse than others.

Program response. Work to improve
attitudes toward condoms, knowledge,
and perceptions of  risk.

Finding 3. Communication with peers and
sexual partners about sexuality appears to be
an important positive influence on condom
use, particularly for boys. Although girls�
communication with peers was not
significantly associated with condom use, their
communication with their sexual partners
about sexuality and reproductive health was
significantly and positively associated with
condom use at last sex. Still, it is not clear
whether the decision to use contraception
results in improved communication or vice
versa

Program response. Encourage greater
communication with sexual partners and
peers.
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BBBBBOXOXOXOXOX 5. P 5. P 5. P 5. P 5. PROGRAMSROGRAMSROGRAMSROGRAMSROGRAMS T T T T THAHAHAHAHATTTTT A A A A ADDRESSDDRESSDDRESSDDRESSDDRESS G G G G GENDERENDERENDERENDERENDER I I I I INEQUALITYNEQUALITYNEQUALITYNEQUALITYNEQUALITY

Throughout the developing world, efforts are addressing gender inequities as well as traditional attitudes and values that subordinate women and lead to harmful
reproductive health behaviors. However, few of these efforts have been rigorously evaluated.

Programs That Focus on GirlsPrograms That Focus on GirlsPrograms That Focus on GirlsPrograms That Focus on GirlsPrograms That Focus on Girls

The Daughters� Education Program in rural Thailand, where many girls older than age 10 are engaged in some form of commercial sex, works with teachers to channel
girls into school. The program sponsors girls� attendance at local secondary or vocational training schools, covering the costs for doing so. Girls deemed at risk of being
sent into prostitution are selected for the programs, and families of participating girls are eligible for special economic programs (Mensch et al. 1998).

In Egypt, a project in a garbage-collecting community on the outskirts of Cairo offers the equivalent in local currency of about US$150 to girls who delay marriage
until age 18. This cash gift gives girls leverage with their parents and allows them time to grow up and acquire more power in their families (Mensch et al. 1998).

During weekly meetings of the Girls Power Initiative in Nigeria, girls discuss personal experiences (for example, a male teacher sexually harassing a girl) and strategies
for dealing with them. These discussions help participants shift from passive to active behaviors (Irvin 2000).

Programs That Focus on BoPrograms That Focus on BoPrograms That Focus on BoPrograms That Focus on BoPrograms That Focus on Boysysysysys

Salud y Genero (Health and Gender), a Mexican NGO, recognizes the notion of �masculinity as a risk factor� for men�s health, including their reproductive health.
Through participatory workshops on masculinity and male involvement, Salud y Genero helps young men reflect on masculinity, gender, and sexuality as well as their
roles in health in general and reproductive health in particular. The program challenges them to question power relations with women and other men as well as to
assess the costs of masculinity on men�s lives and the possible gains in changing their attitudes and behaviors (Barker 1998; de Keijzer n.d.).

In Nigeria, the Center for Research, Information, and Documentation (CENTRID) runs a program for young men called �Conscientizing Nigerian Male Adolescents.�
Through interactive discussions and activities, the program attempts to develop independent, critical thinking among boys about their own lives and about the views
of their societies, critical thinking that offers them the opportunity to challenge prejudices, stereotypes, and sexist attitudes and behaviors (Irvin 2000).

In Chile, the family planning association, the Asociación Pro Bienestar Familiar Chilena (APROFA), has developed �Rock and Male Roles,� an interactive CD-ROM that
helps young men critically explore their own attitudes and behaviors related to gender and how these beliefs and actions influence their reproductive health.

The risk and protective factors model is a
potentially powerful tool in the design of
effective policies and programs. Nonetheless,
knowledge of  the important factors is still
very limited, methods to analyze these factors
are too crude, and findings often too

contradictory to draw clear conclusions.
Given the potential importance of  this
approach, further study of  risk and protective
factors is critical. Specific suggestions for
improved research methods are included in
appendix D.
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2. Improve the reproductive health knowledge,
attitudes, skills, and behaviors of  youth.

3. Increase youth�s use of  reproductive health
services and programs.

STRATEGIES

Decision makers might use a variety of
strategies to pursue a particular goal (see table
1: Goals, Strategies, and Types). For example,
potential strategies to create a supportive
environment for youth would include advocacy
to political and community leaders, community
mobilization, changing social norms, and
modifying policies and regulations. However,
initiatives can and often do address multiple
goals. For example, programs that use the
youth-friendly approach to increase the use of
reproductive health services by adolescents
(goal 3) often also try to reform policies or
regulations that limit the delivery of  these
services to youth (goal 1).

PROGRAM TYPES AND SETTINGS

To carry out these strategies, program
managers and policymakers use a variety of
program types in a variety of  settings. Major
settings include schools, health facilities, mass
media, the workplace, and the general
community. Program types include peer
education, youth-friendly services, and social
marketing, among others.

CHAPTER 2
WHAT WORKS TO PROMOTE YOUNG ADULT

REPRODUCTIVE HEALTH: OVERVIEW

D

Y

Decision makers who have
knowledge about how youth
experience adolescence and young
adulthood and about the many

contextual factors that influence their sexual
behavior have a solid basis on which they can
design policies and programs to improve the
reproductive health of  young people. Yet, only
by directly observing the impact of  these
initiatives can we know whether they �work�
the way we want them to�that is, help youth
practice the healthier behaviors described
earlier in this report, including delayed sexual
debut, reduced number of  sexual partners, and
increased use of  methods for prevention of
pregnancy and STIs. Chapters 2 through 5
synthesize the best available information to try
to answer the question of  �what works.�

A FRAMEWORK FOR THINKING
ABOUT POLICIES AND
PROGRAMS

POLICY AND PROGRAM GOALS

Young adult reproductive health
interventions typically attempt to
achieve one or more of  three goals:

1. Create a supportive environment for youth.

CHAPTER 2: WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH: OVERVIEW
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done by FOCUS in collaboration with various
partner organizations and on recent studies
undertaken by other groups (see appendix D
for details on the methodology FOCUS used
to gather and analyze evaluation findings as
well as for a discussion of  the important
limitations in this review of  evaluation studies).

High-quality research and evaluation of  any
type is valuable, but the design of  some
research is better suited to providing more
certainty in answering questions about the
true impact of  policies and programs. For
that reason, our discussion of  �what works�
maintains a distinction between findings from
studies that use relatively strong designs and

F

10 Although much more literature exists on programs
undertaken in North America and Europe, the fact that
program models were successful in the industrialized countries
does not necessarily mean that they would have similar success
in developing countries. A comprehensive review of  programs
from the United States and Canada may be found in Kirby
(2001).

TTTTTable 1. Yable 1. Yable 1. Yable 1. Yable 1. YARH Programs: Goals, SARH Programs: Goals, SARH Programs: Goals, SARH Programs: Goals, SARH Programs: Goals, Strategies, and Ttrategies, and Ttrategies, and Ttrategies, and Ttrategies, and Typesypesypesypesypes

GoalsGoalsGoalsGoalsGoals Create a supportive environmentCreate a supportive environmentCreate a supportive environmentCreate a supportive environmentCreate a supportive environment Increase use of services and programsIncrease use of services and programsIncrease use of services and programsIncrease use of services and programsIncrease use of services and programs

Strategies

Program Settings
and Types

����������      Reduce barriers
����������      Increase access
����������      Improve quality
����������      Improve acceptability
����������      Increase linkages

����������      Health Facility:
���Youth-friendly services
���Service provider training
���Peer outreach
���Links with other institutions

        or programs
����������      Mass Media:

���Social marketing
����������      Community:

���Youth-serving organizations
���Youth centers
���Peer promotion

����������      Provide advocacy
����������      Change social norms
����������      Change policy and regulatory environment
����������      Influence opportunity structure for youth

����������      Community Based:
���Community mobilization
���Youth-serving organizations
���Livelihood programs

����������      Mass Media:
���Community mobilization
���Behavior change
    communication

Positively influence knoPositively influence knoPositively influence knoPositively influence knoPositively influence knowledge, attitudes,wledge, attitudes,wledge, attitudes,wledge, attitudes,wledge, attitudes,
perceptions, skillsperceptions, skillsperceptions, skillsperceptions, skillsperceptions, skills

����������      Provide information
����������      Provide counseling and mentoring
����������      Provide skills development
����������      Promote communication
����������      Promote safe and healthy behaviors
����������      Study child development

����������      School:
��Reproductive health education/
   Life-skills education

����������      Peer promotion
����������      Mass Media:

��Behavior change communication
��Social marketing

����������      Community:
��Youth-serving organizations
��Parental programs
��Youth development

����������      Workplace

Note. The strategy options are illustrative and not necessarily exhaustive.

SOURCES OF INFORMATION ON
POLICY AND PROGRAM
EFFECTIVENESS

FOCUS tried to answer the
question of  �what works� by
seeking the best available research
and evaluation information on the

range of  young adult reproductive health
policies and programs in developing
countries.10 We relied on evaluation studies



19CHAPTER 2: WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH: OVERVIEW

11 Studies are called experimental when study subjects are
assigned to �treatment� and �control� groups at random.
When a study uses a control group chosen through
nonrandom methods, the study is called quasi-experimental.
Both types of  study allow researchers relatively greater
certainty in attributing any change in outcome or behavior to
the intervention being evaluated.

findings from those studies or experiences
that�though still of  significant value�do not
use the same level of  rigor in their
methodology. In reaching conclusions about
the effectiveness of  policy and program
approaches, the review considers findings
from the following three categories of
information: relatively strong evidence,
supportive evidence, and anecdotal or program
experience. In reaching our conclusions, we
give the strongest weight to findings from the
39 relatively rigorous studies. Note that these
studies do not necessarily represent the full
range of  YARH programs and that it is
difficult in most cases to have detailed
knowledge about the quality of  the design and
implementation of  the programs studied.

Relatively strong evidence. The number of
YARH programs that have undergone
relatively rigorous evaluation has increased
markedly in the past decade. The review of  the
published and unpublished literature
undertaken for this report identified 39 studies
with relatively strong research designs that use
experimental or quasi-experimental methods.11

Eight of  these studies were carried out by
FOCUS in collaboration with other
organizations. Table 2 summarizes the 39
studies, and Appendix I provides additional
details on the methodology used in each study.

Supportive evidence. Many research efforts
provide some statistical evidence for changes
in reproductive health outcomes as a result of
a program but lack a control group. These
kinds of  studies, though valuable for reaching
certain conclusions, do not account for the
possibility that something other than the
program itself  (either another program or
some external factor) caused the change in
outcome indicators. Because these types of
studies lack a control group, we also cannot
be sure whether those youth affected by the
program perhaps were predisposed to the
outcomes being promoted by the program.
The discussion of  program effectiveness
below considers a number of  these studies,
many of  which have been discussed and
synthesized in previous FOCUS
publications.12 Appendix J contains an
illustrative sample of  the hundreds of  these
kinds of  reports.

Anecdotal or program experience.
Evidence from observations, focus groups, or
case studies often provides unique and
valuable insights into youth behavior and
program operations. But the lack of  statistical
evidence in these studies makes it difficult to
rely solely on their findings to reach valid
conclusions about program impact.
Nonetheless, these studies currently provide
the only evidence available for assessing
certain types of  interventions, for example,
policy reform and community mobilization
initiatives.

12 See, for example, the InFocus series of  briefing papers and
the FOCUS Key Elements Papers, available on the FOCUS
website, www.pathfind.org/focus.
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country settings. Moreover, only a few of  the
strong evaluation studies have assessed effects
on the use of  health services, and none have
examined the impact on behaviors of  creating
a supportive environment. Of  those studies
looking at impacts on knowledge, attitudes,
and practices, most look at just one type of
program�school interventions. Furthermore,
much of  the available evidence from strong
studies is for small-scale programs that have
been carried out over short periods of  time,

TTTTTable 2. Aable 2. Aable 2. Aable 2. Aable 2. Avvvvvailable Evailable Evailable Evailable Evailable Evaluation Saluation Saluation Saluation Saluation Studies with Studies with Studies with Studies with Studies with Strong Research Design, btrong Research Design, btrong Research Design, btrong Research Design, btrong Research Design, by Goal and Ty Goal and Ty Goal and Ty Goal and Ty Goal and Typeypeypeypeype

GoalGoalGoalGoalGoal Setting/TSetting/TSetting/TSetting/TSetting/Typeypeypeypeype FOCUS SFOCUS SFOCUS SFOCUS SFOCUS Studiestudiestudiestudiestudies

Create a supportive
environment

Improve knowledge,
attitudes, skills, and
behaviors

Increase
service use

0

0

0
1
1

1
0

0
1

1
0
0
0

2
1

See above

0

0

0

88888

Advocacy and changing social norms

Policy development and implementation

School HIV/AIDS education
General reproductive health education
Integrated school and clinic program

Mass Media Media only
Media with social marketing

Community Youth development
Peer educators

Workplace Cambodian garment workers
Thai army recruits
Commercial sex workers, Bombay, India
AIDS prevention education with Thai garment workers

Health Facility Youth-friendly services
Youth center
Integrated school and clinic program

Social marketing and mass media

Community outreach�Youth development

Private sector initiatives

Note. *  Studies in which FOCUS was not involved and that were sponsored or funded by other organizations.
** The total reflects the fact that some studies were included in more than one category.

Other SOther SOther SOther SOther Studies*tudies*tudies*tudies*tudies*

0

0

13
6
1

1
4

1
2

0
1
1
1

1
0

See above

0

1

0

31**TTTTTotal Unique Sotal Unique Sotal Unique Sotal Unique Sotal Unique Studiestudiestudiestudiestudies

T
OVERALL FINDINGS

Three important overall findings
emerge from the review of  research
and evaluation. First, only a small
proportion of  YARH interventions

have included a relatively strong impact
evaluation component, and thus, some
promising approaches have not yet been
rigorously evaluated (or have not yet
completed their evaluations) in developing
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Table 3, almost all rigorously evaluated
programs (32 of  35) improved reproductive
health knowledge and selected attitudes.
Many of  the less-rigorous studies also
suggest that programs can effectively
improve knowledge and attitudes. A smaller
but still encouraging percentage of  programs
significantly changed behaviors. Overall,
approximately three-fourths of  the relatively
rigorous studies that measured behavior (22
of  29) found a significant change in at least
one important adolescent reproductive health
behavior as a result of  the program
intervention. Still, many of  these programs
tried and failed to improve many important
behaviors, and the magnitude of  effects was
modest in many cases. This result likely
reflects the difficulty of  changing behaviors
that are influenced by a large number of
factors, including many that go beyond the
knowledge and attitudes related only to
reproductive health.

The following three chapters give a detailed
assessment of  the effectiveness of  policy and
program efforts and are organized according
to the three broad program goals described
above. Chapter 3 examines the range of
interventions that attempt to create a
supportive environment for youth (goal 1);
chapter 4 looks at programs that attempt to
improve young people�s reproductive health
knowledge, skills, and behaviors (goal 2); and
chapter 5 examines efforts to increase the use
of  reproductive health services by youth
(goal 3).

CHAPTER 2: WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH: OVERVIEW

and little evidence is available on long-term
effects on behaviors. This shortcoming largely
reflects the short-term nature of  donor
funding for specific developing country
programs. Only a few interventions have been
�scaled up� to reach large numbers of  youth
(e.g., sexuality education in the schools in
several Latin American countries). The
concept of  scaling up is discussed in more
detail in chapter 6. Finding out more about
ways to scale up and evaluating these large-
scale, long-term programs is critical to
broadening and deepening the impact of
young adult reproductive health programs
worldwide.

The second finding reveals that, although not
all YARH programs have been effective at
influencing reproductive health behaviors, all
of  the approaches studied�with the
exception of  those attempting to increase the
use of  clinical services�were effective in
changing behaviors in at least one program
and, often, in more than one. However, to say
that certain models are more effective than
others is impossible because the period of
observation and the behaviors that were
influenced varied by study. Moreover, further
replications in multiple settings are necessary
to provide a basis for identifying the key
features or elements of successful
interventions.

The third finding shows that programs appear
to be more effective in influencing knowledge
and attitudes than behaviors. As shown in
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measures� (Seligman et al. 1996). Thus,
policies can take many forms, including (1)
formal directives such as constitutional
provisions; legislation; rules and regulations;
judicial decisions; executive orders;
ministerial-level decrees and other measures
of  a regulatory nature; and expressions of
government positions including official goals,
budgets, plans, programs, and statements; and
(2) standards of  practice such as formal
standards and guidelines for public sector

services; standards of  practice in
professional fields to orient public
and private providers; and de facto
operational policies of health-care
providers affecting user access.

Why are policies important?
Formulating national policies that
authorize the delivery of  YARH
information and services to
recipients such as unmarried
people is an important step toward

overcoming formal and informal barriers to
serving the reproductive health needs of
youth as a whole. Supportive policies
ultimately can improve young peoples� access
to quality information and services; their self-
esteem and self-confidence to use services;
and their life choices that affect their
motivation to use existing services.

CHAPTER 3
WHAT WORKS TO PROMOTE YOUNG ADULT

REPRODUCTIVE HEALTH: CREATING A SUPPORTIVE

ENVIRONMENT (GOAL 1)

A

W

An environment that supports
YARH efforts includes policies
favorable to the provision and use
of  reproductive health care and

social norms and cultural practices that
promote positive youth reproductive health
behaviors. Improving this environment often
involves addressing many of  the risk and
protective factors (discussed in chapter 1) that
affect young adults� reproductive health
outcomes.

YOUNG ADULT REPRODUCTIVE
HEALTH POLICY AND
ADVOCACY

What do we mean by policy? Policy
is a �a course of action that is
evidenced in laws (including related
regulations and enforcement

mechanisms), formally documented directives
and guidelines, and actual practices and
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What information is available on the
effectiveness of  policy efforts? Virtually no
rigorous studies have examined the impact of
policy efforts on youth knowledge, attitudes,
and behaviors largely because setting up
control or comparison groups to measure this
impact is so difficult to do. Thus, analyses
almost exclusively rely on case studies and
other descriptive documentation.

THE CURRENT STATE OF YARH POLICY
AND ADVOCACY INITIATIVES

To what degree have developing countries
crafted national policies and programs that
address young adult reproductive health?
About 100 countries around the world have
broad national youth policies and youth
coordination mechanisms, and these countries
are carrying out national youth programs of
action (UN 1999). Nevertheless, youth
policies that specifically address YARH
information and services are still relatively
uncommon (Rosen 2000, 2001d).

National policies addressing issues of  young
adult reproductive health include population
policies that address young people�s special
needs in the overall context of  individuals of
reproductive age; national youth development
policies that include reproductive health as
just one of  several sectors that are necessary
for promoting opportunities for young
people; adolescent reproductive health
policies; and national education policies
incorporating sexuality education for young
people through the formal and informal
education system.

International events such as the United
Nation�s 1985 International Declaration on

Youth, UNICEF�s (United Nations Children�s
Fund) 1989 Convention on the Rights of  the
Child, the 1994 International Conference on
Population and Development (ICPD), and the
1995 World Conference on Women have all
stimulated international debate as well as
national policies and programs focusing on
young adult reproductive health issues (Toyo et
al. 1997; Ashford 2001).

How well are countries carrying out existing
YARH policies? Young adult reproductive
health is a relatively recent concern, and
resources for carrying out policies over the
past 10 years have been limited. Although
interest and dedicated funding are slowly
increasing, even where YARH policies exist, a
lack of  political will continues to hamper
efforts to carry out these policies. Many
country-level decision makers still need to be
convinced about the national benefits of
investments in young adult reproductive
health. Some decision makers are unaware of
these benefits, some are personally
uncomfortable with issues of  adolescent
behavior and sexuality, some resent what they
see as the intrusion of  other countries� values
and cultural views in their national dialogues
on adolescence, and some simply do not know
the �best practices� for working in young adult
reproductive health and are uncertain how to
approach adolescents and their caregivers.
Weak political support for YARH policy has
manifested itself  in various ways:

�� A recent survey of  adolescent reproductive
health in sub-Saharan Africa found countries
are slow to define clear national guidelines and
to develop and adopt YARH policies and
programs. Weak political commitment to
providing reproductive health services was
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identified as an issue in Cameroon whereas
lack of  adequate funding seems to be the
obstacle in Togo (Calves 2000).

�� In the Near East, fear of  incurring
opposition from Islamic leaders and Islamic
parties has generated widespread reluctance
among policymakers and political parties to
raise YARH issues in policy or public debate
(Beamish 2001).

�� In Bolivia and the Dominican Republic,
where legislation and comprehensive youth
policies, including reproductive health, have
been designed in a participatory process,
provision of  reproductive health services for
youth has lagged behind policy development
(Rosen 2000).

�� Jamaica, which has had a National Youth
Policy since 1995, has only recently
developed a plan to carry out that policy
(Murray, Ruiz, et al. 2001).

The difficulties of  coordination across sectors
has also slowed efforts to carry out plans and
policies. In Egypt, for example, the Ministry
of Health and population estimates that
carrying out a national adolescent
reproductive health strategy will require the
collaboration of  no fewer than nine
ministries�each with its own set of  priorities
and each with separate personnel and budgets
(Beamish 2001).

To what degree do legal and regulatory
barriers inhibit the delivery of  reproductive
health information and services to youth?
Many countries continue to limit access to
YARH programs, either through restrictive
laws and regulations or through the absence

CHAPTER 3. WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH:
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of  a supportive legal and regulatory
framework. Specific legal issues include the
following:

�� Prohibitions against pregnant girls or young
mothers enrolling in school can block access
to the information, education, and training
necessary for young women to prevent
second pregnancies and achieve minimal
levels of  academic preparation (Mize et al.
1998).

�� Laws exist in many countries to prevent early
marriage, but enforcement is inconsistent.

�� Legislation, standards of  practice, or both
also inhibit the delivery of  reproductive
health services to young women who are not
married or who are not above a certain age.

�� Laws prohibiting abortion or permitting
prosecution of  women who have undergone
abortion procedures can affect adolescents
disproportionately because adolescents
worldwide have the least access to quality,
confidential reproductive health services and
information, including contraception (CRLP
1999).

�� Finally, the lack of  protective legislation
against sexual violence, rape, incest, and
trafficking makes young people particularly
vulnerable to these types of  aggression for
which they are at much higher risk than
adults (CRLP 1999).

Some countries are working to improve the
legal and regulatory climate for young adult
reproductive health:

�� The Jamaican Ministry of  Health recently
amended its guidelines for reproductive
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health service delivery to provide legal
protection to health professionals who
provide information or services to youth
below the legal age of  consent (16 years),
many of  whom are already sexually active
(Ministry of  Health and the National Family
Planning Board 1999).

�� Similarly, the national adolescent health
program in Bolivia recently developed
national service guidelines that include
authorization for providing contraceptive
services to youth. The new guidelines
provide legal backing to health workers
worried about a backlash from parents and
the community (Rosen 2001d).

�� A recent assessment of  young adult
reproductive health in Madagascar suggested
that permitting the dispensing of  oral
contraceptives without a prescription would
increase young people�s access to appropriate
contraceptive methods through community
workers and through commercial sector
outlets (Mize et al. 1998). Furthermore, the
authors suggest that norms and guidelines
for service providers should clarify official
government policy on providing
reproductive health services to youth so
provider uncertainty or lack of  knowledge
does not result in denial of  services.

Beyond policies that directly affect access to reproductive health care, increasing girls� access to education is likely the most important policy goal for improving young
adult reproductive health (Shepard 2000). Educating young women brings about notable benefits for reproductive health. The higher a woman�s level of education,
the more likely she is to postpone her sexual debut, marriage, and childbearing. Adolescents with little schooling are often twice as likely�and sometimes three times
as likely�as those with more education to have a baby before their 20th birthday (AGI 1996).     Educated women have greater control of their reproductive lives,
including decisions about the number and spacing of their children, and educated women are more likely to have fewer and healthier children than their less-educated
counterparts (PRB 2000).

Policies to Expand Girls� EducationPolicies to Expand Girls� EducationPolicies to Expand Girls� EducationPolicies to Expand Girls� EducationPolicies to Expand Girls� Education

International charters and declarations, including the Basic13 Education for All by 2010 campaign, have mobilized practical and political momentum behind the effort
to enroll more young people in schools (Birdthistle and Vince-Whitman 1997). These international efforts also acknowledge that increasing educational levels,
particularly among females, is essential to social, economic, and human development. The efforts further affirm that education is a fundamental human right (Mensch
et al. 1998). Most developing countries have policies requiring compulsory schooling up to a certain age (in most cases, into the adolescent years) (UNESCO 1997 as
quoted in Mensch et al. 1998). The reality, however, is that, in many parts of the world, girls have less access to education than boys.

Programs to Expand Girls� EducationPrograms to Expand Girls� EducationPrograms to Expand Girls� EducationPrograms to Expand Girls� EducationPrograms to Expand Girls� Education

Programs to increase girls� school enrollment and duration of schooling have been carried out in diverse settings, including in Bangladesh, Ghana, Guatemala, Nepal,
and Zimbabwe. In Bangladesh, for example, the Bangladesh Rural Advancement Committee has created more than 30,000 schools providing nonformal, primary
education to nearly 1 million children�70 percent of them girls (by design)�ages 6 to 14. An immediate and significant impact of this program was on girls� age at
marriage. The proportion of married 13�15-year-olds dropped from 29 to 14 percent, and the proportion of married 16�19-year-olds fell from 72 to 64 percent in the
participating villages (Ahmed et al. 1993, cited in Mensch et al. 1998).

BBBBBOXOXOXOXOX 6. T 6. T 6. T 6. T 6. THEHEHEHEHE I I I I IMPORMPORMPORMPORMPORTTTTTANCEANCEANCEANCEANCE     OFOFOFOFOF E E E E EDUCADUCADUCADUCADUCATINGTINGTINGTINGTING G G G G GIRLSIRLSIRLSIRLSIRLS

13 Basic education encompasses early-childhood and primary
education as well as literacy and life-skills training for youth
and adults.
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LESSONS LEARNED ABOUT YARH
POLICY AND ADVOCACY

Key Lessons in Policy Development

Coordinate youth development activities
across sectors. A special need exists to
address multiple sectors that are attempting to
improve young adult reproductive health. The
health sector is critical to ensure delivery of  a
range of  reproductive health services. Because
prevention efforts ideally will reach young
people before they become sexually active, the
education sector should be engaged. Sports
and recreation, labor, and justice sectors
potentially can contribute to improving young
people�s reproductive health in key ways.
Because the sectors and institutions that carry
out these policies are so diverse, countries
often will form multisectoral or intersectoral
committees to oversee coordination issues
around formulating and carrying out policy
(Rosen 2000; Murray, Ruiz, et al. 2001).
Another approach is to explicitly assign roles
to different governmental ministries, NGOs,
and the private sector, including roles that
require the various groups to create linkages
(Republic of  Ghana 2000).

Key Lessons in Carrying Out Policies

Create national and local multisectoral
groups to coordinate and carry out
policies. The creation of  multisectoral
committees to coordinate and carry out policy
is one strategy being used in the Dominican
Republic and Jamaica. In the Dominican
Republic, a national multisectoral committee
meets to discuss issues of national
coordination, and municipal-level committees
are responsible for prioritizing activities and

securing the support and attention of  the
appropriate national-level ministries, NGOs,
and private sector organizations. Recent
FOCUS-sponsored strategic assessments of
youth reproductive health needs in Jamaica,
Madagascar, and Malawi also recommended
multisectoral committees to coordinate
various policies and programmatic initiatives
directed at improving adolescent reproductive
health (Stewart et al. 1998; Mize et al. 1998;
Murray, Ruiz, et al. 2001). A critical issue for
effective multisectoral coordination is
identifying and establishing the credibility and
the authority or mandate to lead various
sectors in promoting positive youth
outcomes. It is important that no one sector
be seen as promoting its own agenda and that
the lead organization has the objectivity and
neutrality required to represent all sectors�
interest in a national coordination effort.
National youth ministries often have the
mandate to coordinate but are typically among
the weakest government agencies and may
require technical support to assume leadership
roles effectively. They must also receive
sufficient financial and personnel resources to
effectively coordinate processes, including the
monitoring and evaluation efforts of  public,
private, and NGO efforts to improve YARH
outcomes (Murray, Ruiz et al. 2001; Mize et al.
1998).

Provide technical assistance and funding
for carrying out policies. Technical
assistance for developing guidelines to carry
out policies, especially for health ministries,
can provide the necessary impetus to provide
youth-friendly reproductive health services. In
a document on promoting young adult
reproductive health, the National Youth
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AIDS Programme of  Nigeria discusses the
need for mechanisms to enable ongoing
participation and review of  national
legislation on adolescent health to �expose the
process of  addressing YARH issues to an
examination of  available resources� as well as
to ensure participatory monitoring and
evaluation (Toyo et al. 1997). In Bolivia, after
stakeholders had been engaged in a national
policy dialogue and after supportive legislation
had passed, FOCUS on Young Adults and
Pathfinder/Bolivia assisted the ministry of
health to develop norms and protocols to
guide health staff  members in the delivery of
services to young people.

Providing seed money, technical assistance, or
both for the development of  a policy plan is a
good way to support carrying out national
policy in stages. In the Dominican Republic,
the ministry of  youth requested technical
assistance to develop strategic plans and work
plans for three municipalities as well as seed
money for local youth committees to begin
carrying out their work plans. In this way, the
ministry of  youth developed and tested a
methodology for strategic planning at the
local level and a system to encourage local
fundraising for carrying out that plan. This
approach to encouraging local
implementation by providing small grants will
be scaled up nationwide by the ministry of
youth (Rosen 2000).

Key Lessons in Addressing Cultural

Sensitivities to YARH Issues

Seek the support of  influential leaders to
champion policies. Identifying other
influential, respected policy champions has
also been a very successful approach to

persuading high-level decision makers to
make a commitment to YARH policy and
programs. The personal involvement and
sponsorship of  the first lady of  Bolivia in the
YARH policy development process was key to
mobilizing all sectors of  Bolivian society to
address the issue, as was the involvement of
the vice president in the Dominican Republic
(Rosen 2001d).

Build youth-focused advocacy networks or
coalitions. Involving a broad range of  key
actors early in the process of policy or
program development is an important way to
address conflict and controversy (Israel and
Nagano 1997; Kreinen and Smith 1999;
Senderowitz 2000). Networks involving all
sectors of  society, public and private
(particularly NGOs, which can tackle
controversial issues that many governments
are unwilling to address directly), have proved
critical to help create and support positive
policies as well as to carry out and scale up
programs. Examples include the following:

�� In Kenya, a coalition of  youth-serving
organizations formed to lobby for a more
supportive legislative climate for young adult
reproductive health. The coalition used the
urgency of  the HIV/AIDS crisis to point
out to legislators that Kenya�s policies were
based on colonial-era restrictions imposed
long before HIV/AIDS was a health issue
(Kiragu 2001).

�� The Young Men�s Christian Association
(YMCA) of  South Africa worked with other
youth networks to help the National Youth
Commission of  South Africa formulate its
new policy for young adult reproductive
health in 1997�98. This network also assisted
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other African YMCAs and networks in youth
development and young adult reproductive
health.

�� Youth advocates in Bolivia and the
Dominican Republic found that one of  the
keys to successful formulation of  national-
level youth policies with a strong
reproductive health component was a
multisectoral approach that involved a broad
range of  organizations, both public and
private (Rosen 2000).

�� In Jamaica, a broad-based effort to establish
an urban adolescent reproductive health
program overcame potentially divisive
opposition by engaging key community
members throughout the process (Hughes
and McCauley 1998).

Key Lessons in Providing Decision Makers

with Information on Young Adult

Reproductive Health

Present demographic projections of
alternative policy scenarios. Using national
data to project adolescent and youth health
outcomes such as fertility, number of  induced
abortions, and HIV/AIDS cases can
powerfully illustrate the impact of  supportive
policies and programs. FOCUS and the
POLICY project jointly developed NewGen,
a demographic projection model specific to
the above-mentioned outcomes, that can be
used to advocate for action or to help
policymakers assess the feasibility of  YARH-
specific goals and objectives. FOCUS applied
this model in Ghana using data from the
Demographic and Health Survey for 15�24-
year-olds. The Population Impact Project
(2000) published and widely disseminated the

projections in an influential document. The
projections helped the government of  Ghana
to select key sectors for carrying out the
Adolescent Reproductive Health Policy and to
assess alternative approaches to achieving the
policy�s objectives (Moreland and Logan
2000).

Develop and present cost-benefit data on
addressing young adult reproductive
health. Arguments that YARH programs save
countries money in the long run carry
additional weight with policymakers. Cost-
benefit analyses can show the savings
expected to accrue from reductions in
hospitalization and other treatment costs for
postabortion complications by preventing
unplanned pregnancies to adolescent and
young adult women. Public costs savings
would also be expected from reduced actual
and estimated completed fertility (e.g., the
savings from having fewer children to
educate) and, in some settings, from reduced
hospitalization of  premature and low birth-
weight babies. Particularly where adolescent
abortion rates are high, estimates suggest that
the costs of  prevention are quite modest
compared to the size of the expected benefits
(The Futures Institute for Sustainable
Development 1999).

Give decision makers information about
the threat that HIV/AIDS poses to youth.
Awareness of  young people�s special
vulnerability to HIV infection has galvanized
policymakers and program managers to take
action in many countries. For example, after
surveillance reports revealed low but
increasing rates of  HIV prevalence in the
mid-1980s in Senegal, the government
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introduced AIDS prevention into the
educational curriculum and began to work
with community groups and religious leaders.
As a result of  these actions, median age at first
sex among women has risen substantially and
HIV prevalence has stabilized (Kiragu 2001).

Key Lessons in Improving the Planning and

Financing of YARH Programs

Leverage the resources of  international
donors. International donors can help focus
attention on the need to invest in adolescent
reproductive health programs, through both
technical assistance and project funding. Large
USAID-funded programs in Jamaica and Mali,
which try to focus public and private sector
resources on meeting the reproductive health
needs of  adolescents, have stimulated local
governmental and nongovernmental response
to improving young adult reproductive health.
In Jamaica, the interest and support of  several
international donors has led to a coordinated
approach to support local public and NGO
institutions as well as policy review and
reform. In the Dominican Republic, the Pan
American Health Organization (PAHO) has
provided extensive support to the Ministry of
Health for training of  health providers in
adolescent reproductive health care and
support for other aspects of  the government�s
adolescent health program (Rosen 2000).

Key Lessons in Engaging Youth and Youth

Advocates in Planning and Decision-Making

Processes

Involve youth directly in advocacy efforts.
Young people are among the most effective
advocates for change, and several programs
have channeled their energy and enthusiasm

into helping modify social norms and
lowering barriers to youth programming. In
the Dominican Republic, advocacy by youth,
including visits to legislators, a letter-writing
campaign to local and national government
officials, and rallies and other events, were key
to the recent passage of  a national youth law
(Rosen 2000). Through media appearances
and meetings with government officials,
young people spearheaded a successful effort
in Mali to raise awareness on youth
reproductive health needs (CEDPA 2000). In
Brazil, community members initially ridiculed
girls trained to speak to other youth on HIV/
AIDS and sexuality. As the value of  their
work became apparent, the girls gained the
respect of  the community and changed beliefs
about the proper role of  young women in
openly discussing sex (Weiss and Rao Gupta
1998). Members of  the Youth Advocacy
Movement of  the Bahamas Family Planning
Association produced a �photojournal�
depicting issues of  importance to youth. They
presented these to ministry of  health officials
to highlight youth concerns as part of  a
broader campaign to advocate for greater
attention to youth health (Bahamas Family
Planning Association [BFPA] 2000).

Involve youth in planning and carrying
out policies. In the Dominican Republic,
multisectoral youth committees of  which half
the members of  each of  the three municipal
implementation committees were under the
age of  25 developed strategic plans,
prioritizing three of  the six objectives of  the
National Youth Policy for their first-year
plans. These youth committees developed
activity plans and budgets as well as worked
with the ministry of  youth to document their
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activities and seek local cofunding. Young
people must receive training and tools to
adequately participate in planning and
delivery. FOCUS has developed a number of
Spanish-language training materials for young
people on advocacy, generation of  resources,
and management and strategic planning for its
work with the local youth committees to carry
out national policy in the Dominican
Republic. These materials should be translated
and shared with other countries interested in
empowering youth to participate in carrying
out national policy.

WHAT WE CAN CONCLUDE ABOUT
POLICIES

A growing number of  developing countries
have crafted national YARH policies but
relatively few have successfully carried out
these policies. Key components of  successful
YARH policy development include
multisectoral coordination, providing relevant
information on youth to decision makers, and
involving youth in the design and realization
of  policies. Youth involvement in advocacy
and planning is also very important. There
remains a critical need to know more about
how policies are actually carried out and
whether they are effective in improving the
environment for young adult reproductive
health.
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W
INFLUENCING THE SOCIAL
CONTEXT: SOCIAL NORMS AND
CULTURAL PRACTICES

What do we mean by social
norms and cultural practices?
Norms are the expected and
appropriate rules of  behavior as
well as the positive or negative

sanctions, or costs and benefits, associated
with following or violating those rules.

Why are social norms and cultural practices
important? The social context in which young
people grow up and become adults will
influence their choices and their reproductive
health behaviors. Some group norms may lead
to negative reproductive health outcomes, for
example, gender discrimination, community
norms that do not value education,
restrictions on girls� mobility, norms that
promote early sexual activity or that stigmatize
using condoms, and cultural expectations to
marry and bear children early in adolescence.

Young people may perceive that their parents
expect them to behave in ways entirely
different from the way their friends expect
them to behave. If  parents instill their rules
early in a young person�s development and do
it clearly through supervision and monitoring,
young people may be more likely to learn to
regulate their own behavior as they grow
older. If  not, they may be more prone to
following the expectations set by their friends,
often to gain acceptance or avoid reprisals.

What information do we have on the
effectiveness of  programs to change social
norms and cultural practices? Although many
YARH programs attempt to change social
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norms and cultural practices, very few are
evaluated with strong methodologies. For
example, many of  the community mobilization
approaches that attempt to change social
norms do not carefully measure the impact of
their interventions at either the individual or
community level.

FINDINGS ON PROGRAMS TO CHANGE
SOCIAL NORMS AND CULTURAL
PRACTICES

Mass media. In Paraguay, Population Services
International (PSI) and FOCUS worked
together in three cities to use newspapers,
magazines, and the radio to change social
norms related to young adult reproductive
health, and condom use in particular.
(Magnani, Robinson, et al. 2000). The media
campaign, which was designed with active
participation by young people already working
in peer-educator programs, sought to improve
parent-child and youth-to-youth dialogues
about reproductive health issues such as the
use of  condoms and to create positive
perceptions of  condom use among young
people themselves. The project increased the
proportion of  adolescents who believe that
girls act responsibly when they ask their sexual
partners to use condoms. This project is
discussed in more detail in chapter 4.

Person to person communication.
Interpersonal interventions at the community
level are another approach to protect young
people. Mobilization strategies have worked to
support reproductive health programs in
various settings. In Bangladesh, teams from
the Bangladesh Rural Advancement
Committee provided program staff  members
with a common set of  messages as a basis for

dialogue and then convened a series of
community meetings to discuss adolescent
reproductive health concerns (Barkat, Khan et
al. 1999). Through this process, they were able
to identify sources of  concern and resistance
and were able to overcome them by adjusting
the program strategy, involving community
members in program development, or
providing additional information and
clarification. Participants in this process had
improved knowledge of  the formal services
available to them, and community members
expressed resounding support for girls�
education and for the need to delay marriage.

Involving traditional and religious leaders.
Efforts to eliminate genital cutting of  young
girls in Africa have been most successful when
they have engaged the keepers of  those
traditions as active partners (CEDPA 1998).
After consultation with traditional leaders, one
such program in Kenya persuaded
communities to replace the traditional cutting
ceremony with symbolic gift giving, while
preserving other aspects of  the rite of
passage. The number of  girls participating in
the alternative ceremony grew from 79 in 1996
to more than 1,000 in 1998 (USAID 2000a).
The Lentera Project of  the Indonesia Planned
Parenthood Association, a peer-education
program to inform youth about sexuality,
involved initially skeptical religious leaders in a
number of  its activities. Many who attended
these events later became more accepting of
the project�s work (Indonesian Planned
Parenthood Association [IPPA] 1999).

Participatory learning and action. In a
number of  settings, FOCUS and other groups
have promoted the use of  participatory
learning and action (PLA) techniques to
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support the process of  changing social
norms. The PLA techniques help members of
the program staff  and community to develop
an in-depth understanding of  life
circumstances, concerns, and priorities; create
an environment for reflection, analysis, and
participation; identify choices and generate
solutions that directly result from the
creativity of  young people; and promote
participation by youth and adults. Examples
of  programs using PLA techniques include
the following:

�� In Zambia, PLA was introduced with health
workers under the Partnership for
Adolescent Sexual and Reproductive Health
project, carried out by CARE International in
Zambia (Chibbamulilo 1997). Staff  members
and local health workers learned PLA
techniques and conducted appraisals in more
than 12 compounds surrounding urban
Lusaka. Findings from this process were
used to design an adolescent reproductive
health program. Program components
included youth-friendly services in
government clinics, training for peer
counselors in clinics, and establishment of  a
community-based distribution system. The
learning process helped adult health workers
to overcome many stereotypes of  youth and
to advocate for a broader array of
programmatic responses. Youth participants
in the PLA process continued in the program
as peer educators and community-based
distributors.

�� In Cambodia, the same tools were used with
garment factory workers in Phnom Penh to
develop a reproductive health curriculum for
youth (Maclean 1999). The use of  the
curriculum significantly increased knowledge
and understanding of  reproductive health
among low-literate, unskilled, rural migrant
workers and helped to persuade factory
management to continue the programs. The
process also generated enthusiasm among
workers to become more active in advocating
for health services and improved working
conditions within the factory settings. The
PLA tools were translated into the Khmer
language and later used by more than 200
Cambodian organizations.

WHAT WE CAN CONCLUDE ABOUT
ATTEMPTS TO CHANGE SOCIAL NORMS
AND CULTURAL PRACTICES

Media interventions and community
mobilization activities have great potential to
influence social norms. Although some
evidence shows that media interventions can
change some individual beliefs related to
young adult reproductive health, more
attention should be paid to macro-level
changes in norms. Currently, the lack of  good
measures that show overall changes in the
environment for young adult reproductive
health make it difficult to relate these changes
to other programmatic impacts such as
individual-level changes in knowledge,
attitudes, and behavior.

CHAPTER 3. WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH:
CREATING A SUPPORTIVE ENVIRONMENT (GOAL 1)
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In making the transition from
childhood to adulthood,
adolescents need to acquire the
knowledge and develop the

attitudes and skills to help them (1) participate
as members of a household, the
neighborhood, and the larger community, (2)
gain experience in decision making based on
reason, (3) assess risks and consequences of
decisions and actions, and (4) interact and
communicate with peers, sexual partners, and
adults (Blum 1999; Adamchak et al. 2000).
Ideally, youth develop relevant knowledge and
skills from an early age, starting as young as
the preschool years.

In recognition of  the wide range of  risk and
protective factors that influence young
people�s reproductive health, programs for
adolescents can focus directly on sexuality and
sexual behaviors as well as on nonsexual
contextual factors. For example, some
programs focus solely on promoting
abstinence or increasing contraceptive use
among sexually active youth. Another
category of  programs�typically carried out
at the community level and designed to affect
high-risk youth�attempt to increase
adolescent self-esteem or improve educational
and employment opportunities. These
programs often do not explicitly try to

improve reproductive health
outcomes, although they may have an
impact on them.

The discussion of  programs that
may work to improve youth
knowledge, attitudes, skills, and
behaviors is organized according to
four program settings: (1) schools,
including linked school-health facility
programs; (2) mass media; (3)
communities; and (4) the workplace.

See appendices I and J for details on research
studies.

CHAPTER 4
WHAT WORKS TO PROMOTE YOUNG ADULT

REPRODUCTIVE HEALTH: IMPROVING KNOWLEDGE,
ATTITUDES, SKILLS, AND BEHAVIORS (GOAL 2)
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What information do we have on the
effectiveness of  school programs? Relative to
other YARH efforts, school programs have
been the subject of  a large number of  well-
designed evaluations. The FOCUS review
identified 22 school programs that had
undergone relatively strong evaluation,
including 13 focused on HIV/AIDS and
other STIs and nine on more general
reproductive health topics. The analysis below
considers these strong evaluations as well as a
number of  studies that use less-rigorous
evaluation techniques.

EDUCATIONAL PROGRAMS ABOUT HIV/
AIDS AND OTHER STIS: FINDINGS
FROM STUDIES WITH STRONG RESEARCH
DESIGNS

Kirby�s review of  the evidence on the
effectiveness of  YARH programs in the
United States suggests that HIV/AIDS
education efforts are more effective than
general reproductive health education
programs, possibly because they are more
successful in attracting the attention of  boys
(Kirby 1999b). Eleven out of  the 13 school
programs focusing on HIV/AIDS and STIs
demonstrated at least a short-term impact on
improved attitudes about and knowledge of
HIV, STIs, and reproductive health topics.14

Only two programs were unable to
demonstrate an impact on knowledge or
attitudes (Thongkrajai et al. 1994; Antunes et
al. 1997), and in one case, impact was not
demonstrated because researchers did not

W
SCHOOL PROGRAMS

What is a school program? As
Senderowitz (2000) has noted,
�while most communities would
agree that some sexuality education

is needed at an appropriate time in young
people�s lives, considerable disagreement
exists over what to teach, at what age, in what
setting, by whom, in what manner and to
what end� (p. 16). In fact, no standard
approach to school sexuality education
programs exists. Curricula, content, and
delivery formats vary widely, as do their
labels��population education,� �education
for parenthood,� �sex education,� �family-life
education,� �HIV/AIDS education,� or �life-
skills education.�

Why are school programs important?
Undertaking adolescent reproductive health
programs in schools can potentially reach a
large number of  adolescents in countries
where school enrollment rates are high.
School attendance is rising more or less
throughout the developing world, particularly
among adolescent females (Bongaarts and
Cohen 1998). Youth in structured school
environments are a �captive audience� for
educational messages and programs that
attempt to develop skills and promote
positive behaviors. These programs, when
they engage students, teachers, parents, and
the community more broadly, can effectively
address many of  the individual, institutional,
and community-level risk and protective
factors that have an important influence on
youth behaviors.

14 See Abolfotouh et al. (1995), Aplasca et al. (1995), Caceres et
al. (1994), Fawole et al. (1999), Harvey et al. (2000), Klepp et al.
(1994, 1997), Kuhn et al. (1994), Munodawafa et al. (1995),
Coplan et al. (in press), Stanton et al. (1998), Fitzgerald et al.
(1999), and Wilson et al. (1991).
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assess the potential effects on knowledge and
attitudes. Seven of  the 13 studies measured
youth behaviors. Of  those seven, the
following six demonstrated significant
program impact.

The Focus on Kids program in Namibia
(Stanton et al. 1998; Fitzgerald et al. 1999).
Adapted from a U.S. after-school program,
the intervention involved 14 meetings with
small groups of  youth at 10 schools to discuss
abstinence and safer sex practices.
Researchers collected information from youth
at baseline, immediately after the 14 sessions,
at a 6-month follow-up, and at a 12-month
follow-up. Key findings follow.

�� The program helped girls delay first sex: Female
virgins from the intervention group at
baseline were more likely to remain virgins at
the 12-month follow-up.

�� The program increased condom use�but only over
the short term: Among those who became
sexually active during the intervention period,
boys from intervention schools were more
likely to use condoms than boys from
control schools, but only in the period
immediately after the intervention; at 6 and
12 months after the intervention, no
difference in condom use was evident.

HIV/AIDS education for Nigerian
secondary school students (Fawole et al.
1999). A new HIV/AIDS curriculum was
developed and carried out during six weekly
sessions lasting 2�6 hours in Ibadan, Nigeria.
The educational sessions used a variety of
techniques, including lectures, films, role plays,
debates, stories, songs, and essays. A physician

carried out the curriculum with the assistance
of  two trained teachers. Key findings follow.

�� The sessions improved knowledge and attitudes: Six
months after completion of  the intervention,
the intervention group had improved
knowledge about AIDS and improved
attitudes toward people with AIDS.

�� The sessions reduced the number of  sexual partners:
Youth who participated in the intervention
had fewer partners after the intervention.

HIV/AIDS prevention in Zimbabwe
(Wilson et al. 1991). A skills-based, 90-
minute, in-school (one-time) intervention in
Zimbabwe included a condom demonstration,
role plays, large and small group
psychodramas, and a video. The control
group received a one-hour information
session on HIV prevention and transmission.
Only 42 subjects were enrolled in each group.
Key findings follow.

�� The intervention improved knowledge and attitudes:
At the four-month follow-up, the
experimental group was more knowledgeable
about condoms and the correct use of
condoms, had higher self-efficacy scores, and
perceived fewer barriers to protective action.

�� The intervention reduced risky behaviors: Youth in
the experimental group had fewer sexual
partners and reported fewer episodes of
unprotected sex in the last month than the
control group.

Linking schools with private physicians in
Nigeria (Coplan et al. in press). An
integrated school and clinic intervention in

CHAPTER 4. WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH:
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Benin City, Nigeria was carried out in 1998 to
teach students about STIs and encourage
them to receive treatment for STIs from
trained, private medical doctors. The
intervention consisted of  both formal and
peer education on STIs provided to
adolescents in four schools with eight control
schools. Adolescents in the intervention
schools were taught about the symptoms and
ways to recognize various STIs; the
complications arising from nontreatment or
delayed treatment; the need for early and
effective treatment; the need to inform sexual
partners and to treat them for STIs; and the
effective methods for preventing STIs,
especially correct use of  condoms.
Additionally, private doctors, pharmacists, and
patent medicine distributors in the
neighborhood of  the intervention schools
were trained in youth-friendly services and in
the World Health Organization (WHO)
approach to syndromic management of
STIs.15 Peer educators received a list of
trained providers to whom they could refer
their peers for appropriate services. The
evaluation of  the intervention was carried out
after one year. Key findings follow.

�� The intervention improved knowledge: Students in
intervention schools had significant increases
in knowledge of  STIs, use of  condoms, and
knowledge of  the correct treatment-seeking
behavior for STIs compared to students in
the control schools.

�� The program appeared to lower STIs: The self-
reported symptoms of  STIs in the 6 months

after the intervention were lower in the
intervention group as compared to the
control schools.

Using drama to increase AIDS awareness
in South Africa (Harvey et al. 2000). A
program in Kwa Zulu-Natal province of
South Africa involved drama in education to
increase AIDS awareness. The project had a
three-phase intervention design. In Phase I,
teachers, nurses, and actors presented a play
involving AIDS in each of  the seven
intervention schools. In Phase II, teachers and
students participated in drama workshops that
focused on AIDS. Finally, in Phase III,
students made presentations to celebrate the
culmination of  the program. No information
was provided in the report on the duration of
and contact time involved in each phase. Key
findings follow.

�� Student knowledge and attitudes improved: At the
six-month follow-up, participants from the
seven program schools (compared to seven
control schools) had increased knowledge
and improved attitudes about AIDS.

�� Condom use rose: Sexually active participants
from project schools reported an increase in
condom use compared to sexually active
participants from control schools.

Reducing sexual risk among Brazilian
students (Antunes et al. 1997). A program
for males and females who worked full-time
and attended high school in the evening in
São Paulo, Brazil, also found behavioral
impact at the one-year follow-up. This
program was based on the AIDS Risk
Reduction Model of  Behavior Change and

15 Syndromic management bases STI treatment decisions on
the recognition of easily identifiable signs and syndromes
(symptoms).
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included both teacher training and outreach
activities in the community to reinforce
positive reproductive health behaviors. Key
findings follow.

�� The project improved communication and reduced
risky behaviors for women: At the 6- and 12-
month follow-ups, the project demonstrated
improved communication with sexual
partners and a decrease in unprotected sex
among female participants. However, no
impacts were found among the male
participants.

GENERAL REPRODUCTIVE HEALTH
EDUCATIONAL PROGRAMS

Among the evaluations of  general
reproductive health educational programs that
we reviewed, impact on knowledge, attitudes,
or both was observed in six of  eight
programs.16 The two programs that found no
effect on knowledge or attitudes were (1) a
values-based fertility awareness and education
curriculum (Teen Star) that was tested in
private and public schools in Santiago, Chile
(Seidman et al. 1995); and (2) an integrated
school and facility-based program in Brazil
(Gaffikin et al. 2000). The program in Chile
likely showed no impact because reproductive
health education was introduced in control
schools through another program during the
intervention period. As was observed for
programs focused on HIV/AIDS education,
behavioral impacts were less likely to be
observed than knowledge and attitude
impacts. Only four of  the eight general
reproductive health studies with available data

demonstrated behavioral impacts. These
studies are described below.

The Planeando Tu Vida curriculum in
Mexico (Pick de Weiss and Palos 1989). In
Mexico City, a life planning education
curriculum, Planeando Tu Vida (Planning
Your Life), was tested for effectiveness and
acceptability in Mexican secondary schools.
This study looked at three groups: students in
traditional sex education courses, students in
programs using the Planeando Tu Vida
curriculum, and students in no sex education
course. The intervention period lasted
approximately six weeks. Key findings follow.

�� Knowledge improved among all students: Eight
months after the course was completed,
follow-ups found that knowledge had
increased in all three groups.

�� The Planeando Tu Vida course significantly
increased contraceptive use: Sexually active youth
who participated in the Planeando Tu Vida
course were more likely to use contraception
at the time of  the follow-up than those
sexually active youth who did not participate
in the Planeando Tu Vida course.

Involving communities and schools in
sexuality education in Uganda (Shuey et
al. 1999). This in-school intervention was
undertaken in the Soroti District of  Uganda
and had a two-year follow-up period. The
program involved sensitivity training for local
leaders and headmasters (to affect goal 1
described in chapters 2 and 3); meetings with
parents, teachers, and community leaders
(again, to affect goal 1); and training for
science teachers on school health and the
AIDS curriculum. Key findings follow.

CHAPTER 4. WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH:
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16 See CEDPA (1993), Jackson et al. (1998), Eggleston et al.
(2000), Mbizvo et al. (1997), Pick de Weiss and Palos (1989),
Shuey et al. (1999), Murray, Toledo, et al. (2000).
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�� The program successfully reduced risky sexual
behaviors: Over the two-year follow-up period,
the study found a decrease in both sexual
activity and the number of  sexual partners
among youth in the intervention group but
found no change in the control group.

The Jamaica Adolescent Health Study
(Jackson et al. 1998; Eggleston et al. 2000).
The program involved a school family-life
education program for seventh graders once a
week throughout the school year. Topics
covered included reproductive anatomy and
physiology; benefits of  sexual abstinence;
negative consequences of  sexual activity and
pregnancy; transmission, symptoms, and
treatment of  STIs; contraception; and peer
pressure. Instruction was given by female
educator-counselors from the Women�s Center
Project. Baseline, mid-period (nine-month
follow-up), and end-line (21-month follow-up)
surveys were conducted with a sample of  426
intervention students and 519 control students
(baseline numbers). Key findings follow.

�� Knowledge improved in the short term: The Jamaica
study found an impact of  the intervention on
reproductive health knowledge at the nine-
month follow-up. However, this impact was
not sustained over the long term (21 months).

�� Condom use increased in the short term: Short-term
effects (nine months) of  the school program
on contraceptive use at first sex were not
sustained over the 21-month follow-up
period.

The Integrated Adolescent Development
Program in Chile (Murray, Toledo, et al.
2000). This program was a general
reproductive health intervention involving

schools and health clinics for urban
adolescents in Santiago. The Center for the
Reproductive Health of  Adolescents, affiliated
with the University of  Chile, ran the program
from 1994 to 1996. A three-year curriculum
provided students with information on healthy
relationships, sexuality, STIs, gender, and risk
behaviors such as drug use and smoking. The
program also included linkages with and
referrals to a clinic. From each of  two
intervention and three control sites, in-school
adolescents were interviewed four times
between March 1994 and November 1996.
The data were analyzed in terms of  exposure
to the program, controlling for grade level at
the time of  interview. Key findings follow.

�� The program improved levels of  knowledge: Both
intervention and control subjects reported a
significant increase in knowledge about
human reproduction, STIs, and
contraception, but program participants had
higher overall knowledge levels at the end of
the evaluation period.

�� Attitudes were unchanged: No changes in
attitudes toward adolescent pregnancy and
sexual relationships among young adults were
observed, although a few youth indicated that
they would be happy if  they or their sexual
partners became pregnant.

�� The program helped delay first sex: Among
intervention group males, the age at sexual
debut increased whereas control males
showed no change; and females in the
intervention group showed no change in the
age at first sex whereas the control group
showed a decline in the age at first sex.

�� Contraceptive use rose: Observed increases in
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contraceptive use were also larger among
girls from program schools versus
nonprogram schools; however, overall use of
contraceptives remained low in both groups.

FINDINGS FROM SUPPORTIVE STUDIES

Several studies with less-rigorous research
designs have also demonstrated a relationship
between exposure to school education
programs and sexual behaviors. These studies
indicate that young people who receive family-
life education are (1) less likely to be sexually
active (Pick de Weiss et al. 1990); (2) more
likely to use contraception at first intercourse
(Kane et al. 1993); and (3) more likely to
report past or current use of  contraception
(Kane et al. 1993; Herold et al. 1994; Pick de
Weiss et al. 1990). Other studies have
documented increases in knowledge among
youth exposed to school-based HIV/AIDS or
reproductive health programs (Tewari and
Sanatha 2000). Program monitoring data from
South Africa indicate a statistically significant
increase in condom use among high school
students exposed to 30 hours of life-skills
training (Givaudan et al. 2001). A major
review done for UNAIDS (Grunseit 1997)
confirms previous results that sex education
does not increase sexual activity and, in fact,
seems to help young people both to postpone
first sex and to use contraception when they
decide to become sexually active.

WHAT WE CAN CONCLUDE ABOUT
SCHOOL PROGRAMS

YARH interventions in schools are effective
in influencing reproductive health knowledge
and attitudes. They also appear to have short-

term impacts on reproductive health
behaviors. However, the extent to which they
influence long-term behaviors is less certain.
Although the evidence of  effectiveness on
both short- and long-term behaviors is mixed,
strong and consistent evidence in both the
United States and developing country settings
shows that sexuality education in schools does
not encourage sexual activity and can both
delay sexual activity and increase condom and
contraceptive use.

Although many issues still need to be resolved
in relation to sexuality education, this
approach does offer a chance to reach large
numbers of  young people and their teachers
as well as an opportunity for institutionalizing
sexuality education and scaling it up when
ministries of  education make it official policy.
Unfortunately, much of  the experience to
date is that, even when official sexuality
education programs are defined, their
realization has often been difficult because
funding, plans for training teachers,
community support, and involvement of
parents and young people are lacking.
Furthermore, all too often, sex education has
been offered only to high school students.
This limited approach automatically leaves
many young people out of  this education
because they have already dropped out of
school before they reach high school. To be
effective in reaching large numbers of  young
people, sex education must start before young
people become sexually active, which means
starting age-appropriate sex education in
primary school and continuing throughout
the entire educational system.

CHAPTER 4. WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH:
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reproductive health-related interventions that
are directed specifically to adolescent
audiences, communication research indicates
that the media can be an effective strategy for
influencing adult behaviors (Rogers 1995). In
recent years, program efforts directed to
adolescents have increasingly emphasized
combining educational materials on
reproductive health with entertainment to
attract young audiences (Singhal and Rogers
1999). This �enter-educate� approach is
thought to be especially effective with young
people (Vaughan et al. 2000). Note, however,
that social norms in conservative societies
often preclude the use of mass media to
communicate reproductive health information
to youth. These settings rely on face-to-face
communication to convey this information.

What information do we have on the
effectiveness of  mass media programs?

In a review of U.S. programs, Kirby (1997a, 2001) found 10 characteristics shared by effective reproductive health education programs in schools. These include the
following:

1.  Focusing objectives on reducing one or more sexual behaviors that lead to STIs, HIV, or unintended pregnancies
2.  Using methods that are appropriate to age, sexual experience, and culture of students
3.  Basing programs on theoretical approaches
4.  Designing programs to last a sufficient length of time
5.  Using a variety of teaching methods
6.  Providing basic and accurate information
7.  Addressing social pressures
8.  Using a skills-based approach
9.  Selecting and training teachers, peers, or both, carefully
10.  Using clear messages that are continually reinforced

Programs in the developing world that include all 10 characteristics are rare. However, a small number of programs that have been evaluated do include a majority of
these 10 components. Recently, an increasing number of programs in developing countries have been based on a particular behavioral theory, including the cognitive
social learning theory, the AIDS risk-reduction model, the theory of reasoned action, and the health belief model.
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MASS MEDIA PROGRAMS

What is a mass media program?
The term �mass media� refers to
self-contained audio, visual, or print
distribution systems that can

simultaneously reach large numbers of  people
with the same message. Examples include
radio shows, television programs, computer
software, newspapers, magazines, billboards,
direct mail campaigns, and telemarketing
systems (Israel and Nagano 1997).

Why are mass media programs important?
The media are an increasingly important
element of  the daily context of  most young
people�s lives, and an influential channel to
inform youth and the community at large
about sexuality and reproductive health and to
shape their attitudes, beliefs, and behaviors.
Although less research has been conducted on
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FOCUS identified three mass media
programs that were evaluated with strong
research methods and drew on these and a
number of  supportive studies in the analysis
of  mass media programs below.

FINDINGS FROM STUDIES WITH STRONG
RESEARCH DESIGNS

The Arte y Parte Program in Paraguay
(Magnani, Robinson, et al. 2000). This
project was carried out in Asuncion, San
Lorenzo, and Fernando de la Mora, Paraguay,
by Population Services International and
PROMESA (Promoción y Mejoramiento de la
Salud, Health Promotion and Improvement)
in collaboration with the FOCUS on Young
Adults program. The goal of  the Arte y Parte
project was to increase knowledge of  and
communication about reproductive health at
both the individual and community levels. The
intervention involved a 10-day training for
peer educators on reproductive health issues,
improving their interpersonal and outreach
skills, and engaging them in the development
of  media products. The intervention included
various mass media products and activities to
disseminate information to youth, including a
booklet on adolescent sexuality, street drama,
a weekly radio program, daily radio �news
flashes� on YARH issues, newspaper
columns, distribution of  promotional items,
and workshops conducted in schools. The
program evaluation covered a 30-month
period. The surveys were conducted with
youth residing in the three target cities to
measure project reach and changes in impact
indicators. Key findings follow.

�� The project had wide reach: Nearly 44 percent of
youth were exposed to at least one project
activity, with radio programming having the
greatest reach.

�� The project improved knowledge and attitudes:
Exposure to the project was associated with
increased knowledge and more positive
attitudes surrounding selected reproductive
health issues (e.g., shared responsibility for
avoiding unsafe sex, gender sensitivity).

�� Effects on behavior were limited: Exposure to the
program was not found to be associated with
sexual or contraceptive behaviors, although
the program likely contributed (along with
other ongoing educational initiatives) to an
observed increase in the proportion of  youth
using a condom the first time they had sexual
intercourse.

Social Marketing for Adolescent Sexual
Health (SMASH) in Africa (Agha 2000).
Population Services International (PSI)
undertook four youth social marketing
projects (also described in chapter 5) that each
had similar intervention and evaluation
designs: Botswana (Meekers et al. 1997),
Cameroon (Van Rossem and Meekers 1999a),
Guinea (Van Rossem and Meekers 1999b),
and South Africa (Meekers 1998). These
projects used mass media and combined it
with an approach to reinforce the media
messages interpersonally by means of  peer
educators. This effort attempted to raise
awareness of  reproductive health issues and
encourage young people to practice safer sex,
especially by using brand name condoms that
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were distributed by peer educators and youth-
friendly service outlets. Key findings follow.

�� The program had broad reach: The mass media
strategies achieved high coverage, especially
the Cameroon project�s radio messages. The
media campaigns also increased recognition
of the brand of condoms being promoted,
especially in the Guinea and Cameroon
projects.

�� In three of  four countries, knowledge and beliefs
improved: These projects were successful at
improving condom knowledge and beliefs
among women in Botswana, Cameroon, and
South Africa; however, the program did not
have an impact on knowledge and attitudes
among youth in Guinea, possibly a
consequence of  not using the radio as part
of  the media campaign or the short follow-
up period.

The Promotion of  Youth Responsibility
Project in Zimbabwe Kim et al., 2001; Kim
et al. 1998). The Zimbabwe National Family
Planning Council collaborated with Johns
Hopkins University, Population
Communication Services (JHU/PCS) in a
project to increase risk-reducing behaviors
among young people; increase awareness,
knowledge, and positive attitudes about
reproductive health; increase the use of
service facilities among youth; and increase
support among leaders, policymakers, and
parents for reproductive health
communication and services directed to
young people. These objectives overlap with
the three general goals described in this
report; however, the main evaluation findings
emphasized the impacts at the individual level
on knowledge, attitudes, and practices. To

achieve the above objectives, the project used
two strategies: one directed toward young
people, the other directed to providers. First,
an intensive six-month multimedia campaign
educated young people about reproductive
health issues and encouraged them to seek
contraceptive and health-care services. The
campaign used radio, print media, drama, peer
educators, and hotlines. Second, the project
improved the quality of  youth counseling at
health facilities by training service providers
from youth organizations in interpersonal
communication and youth counseling skills.
Baseline data collection took place three
months before the project began, and follow-
up data collection occurred one year later. Key
findings follow.

�� The radio program had broad reach, especially in
rural areas: The project appears to have
generated discussion about reproductive
health topics and about campaign-promoted
messages among youth, especially among
youth with higher levels of  program
exposure (measured by the number of
campaign components the respondent was
exposed to), as well as between youth and
parents.

�� Levels of  knowledge improved: Improved levels
of  knowledge about contraception and
reproductive health issues were also observed
specifically in the intervention sites.

�� Contraceptive and clinical services increased:
Adolescent use of  contraceptives and clinic
services increased significantly in campaign
sites between the baseline and follow-up
surveys. No comparable increases were
found in the comparison sites.
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FINDINGS FROM SUPPORTIVE STUDIES

The Enter-Educate strategy that was carried
out in the Philippines (Rimon et al. 1994)
demonstrated that youth had high recognition
of the project song and high understanding
of  the meaning behind the song. The project
evaluation showed high intentions to change
behaviors, but no behavior changes were
documented as a consequence of the mass
media project.

A project in St. Vincent and the Grenadines
(Middlestadt et al. 1995) found that six weeks
after the completion of a radio campaign
about HIV/AIDS prevention, 72 percent of
the youth and adult sample had heard of  the
campaign. People exposed to the campaign
had a higher awareness of  the AIDS hotline
compared to those people who had not heard
the radio campaign. Finally, the project
demonstrated improvements in knowledge
and attitudes among those people who heard
the radio campaign compared to those who
had no exposure to the campaign.

The Safer Sex or AIDS Communication
Campaign in Uganda used radio spots and
radio programs, newsletters, posters, and
videos to affect adolescent knowledge,
attitudes, and behaviors (Lewicky et al. 1998).
The evaluation results indicated that some
form of  campaign communication material
reached 92 percent of  youth in the target
areas. Although the campaign improved many
youth attitudes about risky sexual behaviors,
overall negative attitudes toward condom use
remained unchanged. The results also
indicated that greater program exposure was

associated with larger improvements in
attitudes at follow-up. Finally, the Uganda
project demonstrated that, at follow-up, youth
who were sexually active more frequently
discussed using condoms and reported
greater condom use at last sex (increase from
46 percent at baseline to 70 percent at follow
up). This increase in reported condom use
should be interpreted cautiously because no
additional data were obtained to confirm the
self-reported behaviors (e.g., condom sales or
a control group).

A project in the Sahel region of Africa (Diouf
et al. 2000) showed that using short films on
HIV/AIDS prevention can affect knowledge,
attitudes, and self-efficacy. Over the six-
month follow-up period, the project found
better knowledge, greater comfort in insisting
on condom use, and increased dialogue on
HIV/AIDS among young people in the
project areas.

Finally, the Soul City project in South Africa, a
national, multimedia, �edutainment� project
(Samuels et al. 2000), included adolescents as
one of  its target audiences. The project
involved using television, radio dramas, and
booklets on AIDS, tobacco, tuberculosis, and
violence. Overall, the project reached 75
percent of  city dwellers and 60 percent of
people living in rural areas; in particular, the
project reached 79 percent of  16�24-year-
olds. The project showed that, for both youth
and adults, greater exposure to the Soul City
program was associated with more accurate
knowledge about HIV/AIDS, improved
attitudes, and greater regular use of  condoms.
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Why are community programs important?
Community programs address many of  the
levels of  influence on youth sexual and
reproductive behavior discussed in chapter 1.
First and foremost, community programs take
activities to people where they are, thus,
encouraging their participation. Many of
these programs involve not only young people
in their design and implementation but also
the broader community, including community
leaders, parents, and others who have a stake
in young people�s well-being. Involving the
community can help build trust and support
for YARH programs, further policy goals, and
minimize opposition to YARH efforts. This
involvement also can help community
members themselves become agents of  social
change and can engage community agencies�
including organizations serving youth�in this
work (Senderowitz 2000).

What information do we have on the
effectiveness of  community programs? To
inform the analysis below, FOCUS considered
four studies with strong research designs and
a number of  additional studies and program
experiences that were evaluated with less-
rigorous methods.

YOUTH DEVELOPMENT PROGRAMS

What is a youth development program? Youth
development programs consist of  activities
that address a wide range of  needs of  young
people during the transition from adolescence
to adulthood. These projects focus on life
options and skills, educational aspirations,
vocational considerations, and psychosocial
development needs, and they promote a safe
environment in which youth can mature.

W

WHAT WE CAN CONCLUDE ABOUT MASS
MEDIA PROGRAMS

Considerable evidence shows that mass media
interventions influence adolescent knowledge
and attitudes, but less evidence shows that
these programs consistently and directly
influence sexual and contraceptive behaviors.
Linking mass media interventions with other
activities (e.g., clinic linkage and outreach or
school programs) that are more personalized
and sustained and that provide enabling
support and services (as was done in the
SMASH project in Cameroon) may be
required to change behaviors.

COMMUNITY PROGRAMS

What is a community program?
Community programs range from
small-scale activities to raise
awareness about young adult

reproductive health to much broader
community mobilization efforts where large
segments of  the community, including young
people, are involved in identifying and
designing programmatic responses to their
needs. The activities of  a community program
are not necessarily limited to a particular
setting and are often undertaken in multiple
settings concurrently. These programs vary
widely in design and, often, have multiple goals
(i.e., creating a supportive environment;
improving adolescent knowledge, attitudes,
and practices; and increasing service use). This
section reviews the evidence on two types of
community interventions: youth development
programs and peer-promotion programs.
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Youth development programs may or may not
have a reproductive health component.

Why are youth development programs
important? The multiple components of
these programs act together to promote a
healthy lifestyle for youth. Because they look
at the whole person and not just at his or her
reproductive health, they are often more
acceptable to young people and the
community than a program that focuses only
on reproductive health. These types of
programs have been undertaken by
nongovernmental organizations, local
organizations serving youth, community
agencies, and sometimes, by governments.

Findings from Studies with Strong

Research Designs

The Better Life Options Project in India
(Levitt-Dayal and Motihar 2000). Designed
by the Centre for Development and
Population Activities (CEDPA) and begun in
1987, this program focuses on empowering
young women by addressing gender roles. It
promotes gender equity and includes
nonformal education (literacy, postliteracy,
and linkages with formal education), family-
life education, vocational skills training, health
education and services, and advocacy. The
evaluation was carried out in 2000 and
included young women who participated in
the program between 1996 and 1999. The
sample consisted of  married and unmarried
women 15�26 years of  age. The intervention
group consisted of  alumni of  the project who
were compared to similar women from
communities that received no exposure to the
program. Comparison communities from
which the respondents were randomly

sampled were matched on size, ethnic group,
and access to health facilities. A different
questionnaire was used for married and
unmarried women. No differences were found
between the study and comparison groups on
mean age, marital status, residential setting, and
religion. Key findings follow.

�� The program positively affected a wide range of
reproductive health outcomes: Participants married
later and bore fewer children, had higher levels
of  contraceptive use, were more likely to have
participated in formal schooling, were more
likely to be employed and earning cash, and
had greater confidence and self-efficacy.

Although these results are promising for the
important impact of  youth development
activities on adolescent reproductive health
outcomes, the evaluation study was unable to
control for self-selection bias. That is, those
girls who chose to participate in the Better Life
Options program may have been more
predisposed to these positive outcomes than
those girls who chose not to participate (or
those who were not offered the program).
Thus, one cannot confidently attribute all
differences between the two groups to the
intervention. However, the Better Life Options
program clearly provided greater educational,
economic, and health opportunities to program
participants than otherwise may have been
available without the program.

Findings from Supportive Studies

Organizations serving youth are another
channel for youth development programs.
Many of  these groups target out-of-school
youth, who are often at risk of  unintended
pregnancies and STIs (Senderowitz 2000). The
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evidence on the impact of  reproductive health
activities conducted by organizations serving
youth is scarce. One project undertaken by
the Kenya Scout Association in collaboration
with the Program for Appropriate
Technology in Health (PATH) successfully
encouraged out-of-school youth to participate
by carrying out the program at a rehabilitation
center for street children, but the program�s
impact on behaviors was not measured
(Kahuthia and Radeny n.d.).

What We Can Conclude about Youth

Development Programs

Youth development approaches may have
impacts on behaviors, but more rigorous
evaluation in multiple settings is needed. The
only relatively rigorous study available in
developing country settings was the Better
Life Options program (Levitt-Dayal and
Motihar 2000) that had significant impacts on
participating young women�s fertility, family
planning, and health-seeking behaviors.
Because youth development programs are
undertaken as a �package,� no single program
component can be evaluated separately,
making it difficult to identify which
components actually had an impact on
knowledge and behaviors. Furthermore, the
elements included in the programs vary with
the setting, hampering cross-program
comparisons.

Although earlier evidence from the United
States suggested considerable promise for
youth development approaches (Kirby
1999b), more recent evidence suggests that it
might be the voluntary community service
component of  these programs that is
responsible for much of  the success achieved

(Kirby 2001). This finding might bear further
study in the developing world, especially
because some peer-education programs in the
United States that are a form of  community
service have been shown to have a positive
impact on the reproductive health behaviors
of  the peer educators themselves.

PEER PROGRAMS

What is a peer program? Peer programs
recruit and train a core group of  youth to
serve as role models as well as sources of
information, of  referrals to services, and of
contraceptive distribution to their peers. Peer
programs typically include several elements
important to health promotion and
development: strong identification with the
social and cultural environment of  the target
group; promotion of  social norms and values
supportive of  positive attitudes and health
behavior; and involvement of  young people in
programs that are designed for them (Fee and
Youssef, 1993). Peer programs use a flexible
approach, with peer educators often deployed
in combination with other intervention
strategies; for example, some of  the school
sexuality education programs reviewed earlier
used peer educators. Other interventions have
used peer educators in clinics, social
marketing programs, discotheques, brothels,
or other community settings, and still other
interventions have used peer educators in
nonsetting-specific, community-based ways.

Why are peer programs important? Peer
programs take advantage of  the fact that
many young people not only often interact
with others similar to themselves but also
commonly identify peers as one of their
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primary sources for reproductive health
information. A number of  studies, including
those reviewed in chapter 1, have also shown
that peers can have a significant positive or
negative influence on youth risk behaviors.
Because peer-education programs involve
young people themselves to work in the
community, they also have a greater chance of
being both culturally appropriate and accepted
by the target audience. In many places, peers
have developed innovative, often interactive
techniques that have special appeal to other
young people, including music, videos, radio
call-in shows, theatre, puppets, comic books,
posters, and other means that attract young
people. In some settings, peers distribute
contraceptives, thus increasing adolescent
access to nonclinical contraceptives in a
nonthreatening environment. The evidence
from the United States suggests that youth
desire specific information from adults (from
family or school) but turn to their peers for
information and discussions with respect to
group norms relating to sexuality and
pregnancy. In settings undergoing rapid social
change, peers may serve in a capacity
previously filled by adults. In Zimbabwe, for
example, the orientation of  adolescents with
regard to puberty and growing up was
traditionally the responsibility of  the paternal
aunt (for girls) and of  the maternal uncle (for
boys). However, this system is breaking down
because of  the geographic distances
separating family members as well as
differences in class and educational status
within families, which has resulted in youth
being more likely to turn to their peers for
information (Basset and Sherman 1994;
Wilson et al. 1995).

Findings from Studies with Strong

Research Designs

Peer promotion within the Peruvian Social
Security organization (Magnani, Gaffikin,
et al. 2000). This peer-promotion program,
undertaken in six cities by the Peruvian social
security organization El Seguro Social de
Salud (EsSalud) in collaboration with the
FOCUS on Young Adults program, was
carried out in secondary schools and in the
communities where peer educators resided.
The project trained peer educators over a
two-month period, and each peer promoter
was responsible for making at least 25
contacts with other youth over a six-month
period and providing reproductive health
information as well as referrals to sources of
information and health services. Because of
limited resources, the project evaluation was
limited to assessing impact on students
attending secondary schools. Key findings
follow.

�� The program improved knowledge and attitudes: The
evaluation results at the 18-month follow-up
demonstrated significant positive knowledge
and attitude changes among students
attending EsSalud program schools versus
students attending control schools.

�� The program reduced risky sexual behaviors:
According to the multivariate model used to
evaluate the program�s impact, in the absence
of  the EsSalud program, the proportion of
sexually active males in the EsSalud schools
would have been 20 percent higher, and the
proportion of  male students using a
contraceptive method at last sexual
encounter would have been 39 percent lower
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(findings were available only for males
because of  a low proportion of  sexually
active females).

The West African Youth Initiative (Brieger
et al. in press; Speizer et al. 2000). This
peer program was carried out by the West
African Youth Initiative in Nigeria and
Ghana. The project worked with
organizations serving youth to develop peer
programs in three types of  sites: secondary
schools, postsecondary schools, and out-of-
school settings. Each community selected a
site for the project and then chose a
comparison site. One hundred youth from
each site (100 intervention and 100
comparison) were included in the baseline and
follow-up studies (two cross-sectional
samples). Key findings follow.

�� The program had the greatest impacts on secondary
school and postsecondary school students:
Specifically, among secondary and
postsecondary school women, greater
awareness of  youth programs was reported
among the intervention group at follow-up.

�� The program increased knowledge and self-efficacy:
In-school males (secondary and
postsecondary) from intervention schools
reported greater knowledge and self-efficacy
than students from comparison schools
(controlling for age, living arrangement, etc.).

�� The program reduced risky behaviors: Among in-
school males and secondary school females,
youth from intervention schools reported
greater recent use of  protective methods
against STIs (that is, using condoms, staying
with one sexual partner, or abstaining) than
comparable youth from nonintervention
schools.

�� The program did not affect out-of-school youth: This
finding may be a consequence of  the fact
that out-of-school youth are a heterogeneous
group that does not necessarily congregate in
specific, fixed locations like schools.

The Entre Nous Jeunes Program in
Cameroon (Speizer et al. 2001). This
program used a community peer-education
strategy to attempt to increase contraceptive
use and reduce the prevalence of  STIs, HIV,
and unintended pregnancies among
adolescents. The project trained youth peer
educators who worked within their
communities to inform and refer other youth
through discussion groups, one-on-one
meetings, and the development of  health
associations. Promotional materials such as
calendars, comic strips, and posters were also
developed and distributed by the project. A
baseline survey conducted in December 1997
interviewed a total of  402 adolescents in
Nkongsamba (the project city) and 400
adolescents in Mbalmayo (the comparison
city). Follow-up surveys were undertaken with
405 adolescents in Nkongsamba and 413 in
Mbalmayo in April 1999, three months after
the intervention ended. Key findings follow.

�� The program improved knowledge: Reproductive
health knowledge was higher among youth in
the project versus the comparison city.
Moreover, controlling for the location of  the
survey, adolescents who had contact with a
peer educator were more knowledgeable
about modern contraception and STI
symptoms than adolescents who did not
have contact with a peer educator.

�� The program improved use of  contraception: Having
an encounter with a peer educator was
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significantly associated with current
contraceptive use and use of  condoms.

Findings from Supportive Studies

Other studies with weaker research designs
also suggest that peer programs can have
significant impact. For example, a university
peer-counseling program in Kenya that used
peer promoters to distribute condoms and
refer students to depot-holders and a health
center found an impressive decline in the rate
of unplanned pregnancies on campus
(Kamanja n.d.). Likewise, a university peer-
education program in Cameroon found
declines in the number of  sexual partners
among adolescent males and increases in
condom use among adolescent females
(Barnett and Katz 2000). Likewise, a peer-
promotion effort is also thought to have
contributed to a significant increase in the rate
of  refusal to have sex without a condom
among sex workers in Chiang Mai, Thailand
(Visrutharatna et al. 1995).

Other studies suggest impacts, but primarily
on peer educators�not on their peer
contacts. For example, in the Jamaica Red
Cross �Together We Can� project, significant
gains in knowledge about HIV transmission
and of  locations where youth could go for
help with STIs were observed among peer
educators (Randolph 1996). The peer
educators also reported intending to delay
subsequent sexual encounters and to use
condoms when having sex in the future.
However, that same Jamaica program had
difficulty obtaining sufficient data on the
results of  the peer educators� work with the
youth they reached (Kauffman et al. 1996 in
Senderowitz 1997c). Also, a study of  21 AIDS

Control and Prevention (AIDSCAP) projects
found that nearly all peer educators reported
having made changes in their own behaviors;
for example, 31 percent were practicing safer
sex (using condoms) and 20 percent had
reduced their number of  sexual partners
(Flanagan et al. 1996). Finally, the Health of
Adolescent Refugees Project trained peer
educators on health topics including the
human reproductive system, physical and
emotional changes during puberty,
relationships, the human body, nutrition,
hygiene, and disease prevention with the goal
that the peer educators would each contact at
least 25 peers (Barnett 2000). This project
found that participating peer educators in
Uganda, Zambia, and Egypt improved their
knowledge of  general reproductive health
issues and that the project provided
participants a safe place to gather and an
outlet for creativity. However, the study did
not assess whether the project influenced
behaviors.

What We Can Conclude about

Community Peer Promotion

Community peer-promotion approaches
appear to be effective in reducing risky sexual
behaviors. Some of  the programs that were
more successful in influencing behaviors used
peer-promotion strategies. All three of  the
well-evaluated community peer-promotion
programs reviewed successfully changed
behaviors. However, impacts were observed
only among youth attending school in two of
the studies (one study assessed impact only
among youth attending school whereas the
other failed to detect impact among youth not
attending school). Yet findings remain unclear
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as to whether the use of peer promoters led
to impact or whether impact was a
consequence of  broader activities. This
ambiguity suggests that the programs would
have been successful even if  they had been
led by adults. Research on peer programs
from the United States fails to demonstrate
that peer programs are necessarily more
effective than comparable programs led by
adults (Philliber 1999). To assess the impact
of  peer-led activities in the developing
country context, studies must compare peer-
led activities with adult-led activities and,
preferably, also with a control group receiving
no reproductive health activities.

Studies of  peer programs have also
consistently demonstrated that the group
most affected by project activities are the peer
educators (or counselors) themselves
(Philliber 1999). This impact was found to be
true in the school and community EsSalud
(Peru) study (Magnani, Gaffikin, et al. 2000)
described previously in this chapter. Although
this finding is a desirable outcome,
interventions that influence only the
behaviors of  small numbers of  peer
educators are not sufficiently cost-effective to
justify carrying them out on a large scale.
Finally, studies of  the role of  peer promoters
in peer networks in Ghana and Peru indicate
that peer promoters tend to contact youth like
themselves (Wolf  et al. 2000; Magnani,
Gaffikin, et al. 2000). Therefore, to reach all
subgroups or to reach specific, high-risk
groups, programs will need to recruit peer
promoters with an eye to reaching different
networks of  youth, although experience in the
United States indicates that managing
programs for high-risk youth is sometimes
difficult (Philliber 1999).

W
WORKPLACE PROGRAMS

What are workplace programs?
Workplace programs provide
youth with information and
services at or through their place

of  employment, often using a peer-education
approach. These programs have been tried at
a wide range of  sites, including factories,
hotels, plantations, merchant ships, and
brothels. A wide variety of  these programs are
offered, ranging from YARH programs that
are passively accepted at a work site to full-
fledged, company-run programs (Senderowitz
and Stevens 2001).

Why are workplace programs important? A
substantial proportion of  adolescents are
employed in the formal sector, and conditions
caused by AIDS are forcing more youth into
the job market (Rosen 2001e). As more
adolescents enter the formal workforce, their
place of  employment can also become a
setting for prevention, care, and support
activities. Furthermore, work experience is a
component of  almost all of  the U.S. youth
development programs that have successfully
reduced rates of  risky sex and adolescent
pregnancy (Kirby 1999a). Workplace
programs can reach out-of-school youth, who
often have different needs than in-school
youth, are more difficult to serve with
traditional reproductive health programs, and
are often less educated and sometimes more
likely to practice risky sexual behaviors. Some
youth workers are considered at high risk for
HIV transmission because they are in jobs
(e.g., as truck drivers and members of  the
merchant marine) that require them to travel
away from home (Senderowitz and Stevens
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2001) or because they engage in risky
behaviors as part of  their job (e.g., commercial
sex workers or bar girls). Furthermore, where
owners or managers recognize workplace
programs as good for business, they are likely
to sustain the program by contributing some
or all of  the costs.

What information do we have on the
effectiveness of  workplace programs? FOCUS
identified four workplace programs evaluated
with strong research methods. These four
programs are described below.

FINDINGS FROM STUDIES WITH STRONG
RESEARCH DESIGNS

Reproductive health care for garment
factory workers in Cambodia (FOCUS and
CARE 2000). In this study, Cooperative for
Assistance and Relief  Everywhere (CARE)
International/Cambodia, in collaboration with
FOCUS on Young Adults, carried out a
reproductive health intervention for young
garment factory workers in Phnom Penh,
Cambodia. The project used a participatory
learning and action (PLA) approach to design
an intervention that attempted to (1) increase
knowledge and awareness of  reproductive
health among young garment workers and (2)
increase the use of  reproductive health
services. The analyses compared workers from
factories receiving the experimental
intervention to workers from factories that did
not receive the intervention. The study also
examined differences in factory workers who
participated in the intervention and workers
from the same factory who did not participate.
Key findings follow.

�� The program improved knowledge: In the follow-
up survey at one year, knowledge levels were
higher among workers from project factories
than those from control factories. Moreover,
in most cases, knowledge levels were higher
among participants in project factories as
compared to nonparticipants from project
factories (although the possibility of selection
bias cannot be ruled out).

�� No information is available about the program�s
impact on behaviors: Because of  high levels of
survey nonresponse to sexual activity
questions, it was not possible to assess
whether the gains in knowledge over the
study period were translated into behavior
changes leading to reduced risk of
unintended pregnancies and STIs. No
assessment of the effect of the project on
service use was conducted.

The 100 Percent Condom Program in
Thailand (Celentano et al. 1998). The
second study was conducted in Thailand
where, in 1991, the ministry of  health in
collaboration with NGOs carried out a
national 100 percent condom promotion
program to increase condom use among
visitors to brothels. One aspect of  the project
emphasized reaching Thai army conscripts by
means of  activities that included a
communication strategy; free condom
distribution in brothels; and promotion of
condom use at brothels, especially among
men previously treated for STIs. The
evaluation looked at Thai males ages 19 to 23
who were conscripts in 1991 and in 1993.
Interviews and serologic tests were taken
every six months from military induction to
discharge for a total of  two years of
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observation for each cohort. Follow-up rates
in the study were approximately 75 percent at
two years. Key findings follow.

�� This type of  intense, focused campaign had important
behavioral and biological impacts: Over the
follow-up period, there was a tenfold decline
in STI incidence observed among conscripts
between 1991�93 and 1993�95. This decline
includes declines in gonorrhea, syphilis,
nongonoccocal urethritis, and chancroid.
Moreover, HIV incidence declined in
successive cohorts of  recruits over the
period from 2.48 per 100 person-years to
0.55 per 100 person-years.

Despite these positive findings, it is difficult
to separate the impact of  the Thai army
program from the other activities under way
in Thailand, given the intensity of  the efforts
to reduce STIs and HIV at the national level
in Thailand in the early 1990s. Since this
campaign, some have also raised questions
about whether these positive results are being
sustained because the difficult economic
situation in Thailand has deterred these
multicomponent programs from continuing at
the same level of  intensity.

STI prevention for commercial sex
workers in India (Bhave et al. 1995). This
intervention was put into effect among
commercial sex workers and brothel managers
in the red-light district of  Bombay to reduce
the risk of  HIV and other STIs. Of  the sex
workers included in this study, more than 80
percent were between the ages of  15 and 25.
The site for the intervention was a clinic
exclusively for sex workers. The intervention
involved group sessions where the sex
workers watched motivational and educational

videos about HIV, participated in small-group
discussions about HIV, and were exposed to
visual materials about HIV. The intervention
group was first recruited during a six-month
period whereas the control group was
enrolled during the following six-month
period (while the intervention was ongoing).
The follow-up study was undertaken 15
months after the baseline for the intervention
group and 12 months after the baseline for
the control group. The intervention period
was roughly 6 months. Key findings follow.

�� The program helped to slow HIV infection rates:
After the intervention, both groups had
higher HIV prevalence, but the increase in
the intervention group was significantly less
than in the control group. Moreover, the
intervention group had significantly higher
levels of  knowledge with respect to HIV and
were more likely to say, after the intervention,
that they would insist on condom use.
However, both the sex workers and the
brothel managers in the intervention and
control groups reported that they were
concerned that they would lose clients if  they
insisted on condom use.

AIDS prevention for factory workers in
Thailand (Cash et al. 1995). The
International Center for Research on Women
(ICRW) undertook educational AIDS
prevention interventions among Northern
Thai, single, migratory factory workers. The
objectives of  the study were (1) to determine
the knowledge, attitudes, beliefs, and
behavioral intentions of  single, never-married,
female adolescents who migrated to Chiang
Mai and now work in garment factories and
(2) to compare nonformal educational
interventions to discover which are more
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likely to positively influence knowledge,
attitudes, beliefs, and behaviors in relation to
HIV/AIDS. Three types of  intervention
groups and a control group were involved.
The three intervention groups included (1) a
materials-only group that received HIV/
AIDS prevention education through
literature; (2) a health promoter group that
received the printed materials and was also
involved in nonformal education led by
trained health promoters; and (3) a peer-leader
group that received printed materials and
nonformal education activities led by peer-
group leaders who were members of  the
target population. The intervention lasted
approximately two and one-half  to three
months. The final sample included 206 young
unmarried women between the ages of  14
and 24, with an average of  six years of
education, who had migrated to Chiang Mai
and worked in the export-oriented garment
factories. Roughly 45 women from each group
were interviewed at baseline and follow-up.
Key findings follow.

�� Peer promotion had the greatest impact: The
greatest impacts were among the women
involved in the peer-leader group followed by
those women participating in the health
promoter groups. For example, the peer-
leader group was the most effective in
producing changes in the areas of  attitudes
toward condoms and condom skills, and this
group was more likely to add condoms to
their contraceptive vocabulary and to express
the need for males and females to take
responsibility for contraception.

�� Both the peer-leader and health-promoter approaches
increased knowledge: No significant differences
were found between the peer-leader group

and the health promoter group on general
knowledge and misconceptions about HIV/
AIDS. However, these two groups had
significantly greater changes than the
materials-only group and the control group.

�� This program increased workers� communication with
their sexual partners about HIV/AIDS and safe
sex.

Although these results suggest important
impacts of  an educational program that uses
peers in the workplace setting, they are limited
by two factors. First, the study included a
small sample size from each factory, and it
was not possible to measure the sexual
behaviors of  this sample. Second, no controls
were made for possible differences among the
groups on age, duration of  migration status,
educational level, sexual experience, or other
demographic factors that might be related to
intervention impacts.

WHAT WE CAN CONCLUDE ABOUT
WORKPLACE PROGRAMS

Although limited, the evidence available on
workplace programs indicates the potential
these programs have for reaching out-of-
school youth in settings where youth are
employed in large numbers. Interventions
carried out in workplace settings can increase
levels of  reproductive health knowledge and
positively influence attitudes. However, the
evidence on the magnitude of effects on
behaviors is too thin to draw any conclusions.
Workplace programs tend to be extremely
context-specific, making it difficult to
generalize to different settings. Furthermore,
workplace programs have higher potential for
success in regions of  the world where a

CHAPTER 4. WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH:
IMPROVING KNOWLEDGE, ATTITUDES, SKILLS, AND BEHAVIORS (GOAL 2)
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significant proportion of  young workers are
found in the formal sector. For example, in
parts of  Latin America and Asia, large
numbers of  young people are engaged in the
formal work sector whereas this scenario
occurs less often in sub-Saharan Africa
(Senderowitz and Stevens 2001).

Further studies of  different workplace
reproductive health strategies are needed to
arrive at firmer conclusions on how best to

reach out-of-school youth in specific settings
where youth make up a large part of  an
industry or work setting. Additional studies
are also needed to determine the effectiveness
of  promising new approaches, including (1)
the impact of  various types of  livelihood
programs on young adult reproductive health;
and (2) the impact of  various workplace
programs providing education, care, and
support for HIV-infected youth employees or
youth from AIDS-affected families.
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(Senderowitz 1999). The difficulty is caused,
in part, by the fact that adolescents are
generally healthy and, thus, have a limited
need for clinic services. But also, adolescents,
particularly unmarried youth, encounter
barriers to clinic use in many settings (Nelson
et al. 2000). Fortunately, in most settings,
adolescents have alternative supply outlets
available to them (e.g., pharmacies) from
which they can obtain information or
contraception, especially condoms, for
primary prevention of  pregnancy and STI
transmission. For diagnosis, treatment, and
secondary prevention, however, the options
are more limited, and adolescents who are

reluctant or unable to visit a health
facility may suffer greater
consequences of a STI or unintended
pregnancy than adolescents who avail
themselves of  clinic services.

The potential barriers that prevent
youth from accessing health services
are numerous: long distances to service
locations and unsafe or unavailable
transportation; inconvenient hours of
operation; concerns about privacy and

confidentiality; staff members� attitudes and
actions, including scolding and moralizing;
fear and embarrassment; cost of  services; and
laws and policies that make serving youth
difficult (Nelson et al. 2000; Coplan et al. in
press; Bhuiya et al. 2000; Zielinski et al. 2000;
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TThis chapter reviews findings on
programs designed to increase
young people�s use of  reproductive
health services and products (see

goal 3 described in chapter 2) and refers to
results of  relatively strong research studies
(see table 2 and appendix I) as well as to
supportive studies and programmatic
experience. The discussion is organized
according to the following program types and
settings: (1) youth-friendly services, (2) youth
centers, (3) linked school and health facility
programs, (4) social marketing and mass
media, (5) community outreach, and (6)
private sector initiatives.

Many adolescent reproductive health
programs attempt to increase the use of
reproductive and other health services and,
more generally, improve health-seeking
behaviors. The literature has established that
getting adolescents to use clinics is difficult

CHAPTER 5: WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH:
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prevention. By sensitizing health workers to
youth needs and concerns and by improving
their ability to communicate with youth,
youth-friendly staff  members can
communicate with youth about reproductive
health issues through influential adults�an
important protective factor. Youth-friendly
services also have the potential to strengthen
young peoples� positive relationships with
important community institutions such as
public sector health services. Carrying out
youth-friendly services in settings with good
health infrastructure and service quality is
thought to be a low-cost approach to increase
adolescent use of  existing clinical services
because youth-friendly services placed within
existing clinical facilities can provide a wide
range of  services for youth in a single setting.
Therefore, youth can get �one-stop shopping�
for their health needs, possibly eliminating
psychosocial barriers to using contraceptive
services. However, a disadvantage of  offering
special services specifically at the clinical
facility level is that these programs rely on
adolescents to come to the facility. In settings
where adolescents have good access to
condoms or other contraceptives from
nonclinic sources, they may see little need for
seeking primary prevention from clinics.
Instead, they tend to use pharmacies, other
retail outlets, and community sources rather
than clinics, unless they fear they are pregnant
or have a disease that needs treatment. In
some places, they also may go to private and
traditional health-care providers.

What information do we have on the
effectiveness of  youth-friendly services?
Programs to make services friendlier for youth
are becoming numerous. Despite this increase,17 For more information on youth-friendly services, see

Senderowitz (1999) and Nelson et al. (2000).

W

Kouye et al. 2000). As a result, many youth
rely on resources outside the formal health
sector. These resources include home
remedies, traditional methods of
contraception and abortifacients, delivery of
contraceptives through friends or relatives,
clandestine abortion, and contraception and
medication purchased without a doctor�s
prescription from pharmacies, shops, or
traditional health practitioners (Adamchak et
al. 2000).

YOUTH-FRIENDLY SERVICES17

What are youth-friendly services?
Youth-friendly service initiatives are
designed to improve the access to
and quality of  existing reproductive

health services as well as to make their use
more acceptable to adolescents. These
services can be provided in a health facility
such as a clinic, health post, or hospital by
trained personnel who provide services in a
workplace or school setting, through
community outreach workers or peer
educators, or through the private sector,
including private health-care providers,
pharmacies, and other retail outlets.
Regardless of  the venue, services must have
special characteristics that attract and retain
young people to be effective. These include
specially trained providers, privacy,
confidentiality, and accessibility.

Why are youth-friendly services important?
By improving the acceptability of  health
services, youth are thought to be more likely
to visit facilities for primary and secondary
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however, evaluation of  the effectiveness of
these efforts is still limited, and the focus of
evaluation has been almost exclusively on
public sector or NGO clinical services.
Moreover, youth-friendly services represent a
mixture of  different types of  programs that
are not easily comparable. The FOCUS
review found only three rigorous evaluations
specifically meant to examine the
effectiveness of  the youth-friendly clinic
approach. FOCUS also identified one social
marketing program that was carried out for a
short period of  time in four countries and
that included a youth-friendly services
component.

FINDINGS FROM STUDIES WITH STRONG
RESEARCH DESIGNS

Youth-friendly clinics in Zambia (Nelson
and Magnani 2000). In Lusaka, Zambia, the
Lusaka District Health Management Team, in
collaboration with the John Snow
International/Family Planning Service
Expansion and Technical Support (JSI/
SEATS) project, CARE, UNICEF, and
FOCUS, developed three separate youth-
friendly service pilot projects in the late 1990s.
Eight intervention clinics and two control
clinics were selected. In the intervention
clinics, youth-friendly services were carried
out, which involved training peer educators
and health-care providers. Two of  the
projects also created youth corners in their
intervention clinics to provide a milieu where
youth could speak privately with peer
educators. Finally, two of  the projects
included a community outreach component
designed to increase the project�s influence in
the community. Key findings follow.

�� Contraceptive use by adolescents rose, but the
program�s impact on the increase was unclear: The
use of  contraceptive services increased
substantially at one group of  clinics and at
another group of  clinics that provided
outpatient department services (where youth
would be seen for STI screening and
treatment). However, increases were also
observed at control clinics.

�� Increases in use of  services were not related to youth-
friendly features: The analyses indicated no
statistical relationship between the degree of
clinic youth friendliness and trends in service
use. Instead, rank-order correlation tests
indicated that service use by youth was more
closely related to community attitudes toward
the delivery of  reproductive health services
to youth.

�� Community factors remain important barriers to
service use: Qualitative data revealed that,
although the youth-friendly service
modifications may have helped to improve
the quality of  services in the clinics, several
cultural and psychosocial barriers still exist
within the community that prevent youth
from using public facilities. These barriers
include the health beliefs with respect to how
reproductive health problems are caused,
prevented, and cured as well as perceptions
that services such as pregnancy prevention
should be only for married adults.

Youth-friendly services in Gweru,
Zimbabwe (Moyo et al. 2000). The
Zimbabwe project was carried out in 1997 in
the city of  Gweru by JSI/SEATS in
collaboration with the Gweru City Council in
Zimbabwe and the FOCUS on Young Adults
program. The project sought to create a more
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favorable environment for the delivery of
reproductive health information and services
to youth; increase youth�s use of  available
clinical reproductive health services by 20
percent above baseline levels; increase by 20
percent knowledge of  selected sexuality and
reproductive health issues among youth
attending the Ndhlovu Youth Center; and
institutionalize youth involvement in the
design and delivery of  information and
services within the city of  Gweru.
Intervention activities involved conducting
meetings with community leaders, parents,
and teachers to raise awareness; training clinic
nurses to provide youth-friendly services;
establishing youth corners in clinics; training
peer educators; and establishing a recreational
youth center to support the delivery of
reproductive health services. Key findings
follow.

�� The project had no impact on use of  services: Levels
of  project exposure were low, especially
among adolescent females, and no effect of
program exposure was found on service-use
levels.

�� Those youth that the project did reach were in greatest
need of  reproductive health care: The project
primarily reached high-risk youth who were
sexually active, were substance users, and did
not live with both parents. This finding may
indicate a self-selection bias.

Assessing the reproductive health
awareness framework in Ecuador
(Institute for Reproductive Health 2001).
The Ecuador study was conducted by the
Georgetown University Institute for

Reproductive Health in collaboration with the
Centro Medico de Orientacion y Planificacion
Familiar (CEMOPLAF) to assess the impact
of  the Reproductive Health Awareness
framework on clinic services for youth. The
model combines education, counseling, and
clinical services provided by clinic personnel
who are trained in service delivery to
adolescents and in adolescent reproductive
health issues. The evaluation monitored clinic
use and quality of  services over a one-year
follow-up period. Key findings follow.

�� Findings were mixed: The number of  new
adolescent clients visiting the CEMOPLAF
clinics remained the same. However, the
number of  adolescents who returned rose
significantly, thus, improving continuity of
care.

The Social Marketing for Adolescent
Sexual Health (SMASH) project. This
project designated youth-friendly outlets
(shops, pharmacies, and clinics) where
adolescents could buy condoms and receive
counseling. The project was given additional
support through radio and television
campaigns promoting condoms and outreach
activities such as peer counseling and youth
clubs. New outlets for condoms were created
in areas frequented by youth and were
promoted as �youth friendly.� Service
providers were trained to be more aware of
youth issues and to be more open to serving
youth. The SMASH program was successful
in improving youth attitudes and, to a more
limited extent, behaviors (findings are
described in more detail in chapter 4 and later
in this chapter).
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FINDINGS FROM SUPPORTIVE STUDIES AND
EXPERIENCE

Youth-friendly services in Nigeria (ARFH
1998). The Association for Reproductive and
Family Health (ARFH), noting that few young
people attended its headquarters clinic,
established three satellite clinics in strategic
locations accessible to larger populations of
young people either living or working nearby.
The sites included one next to a school
involved in the project, another in the
community of  an automobile spare parts
dealer, and the third within a large shopping
complex that is also close to the workplaces
of  significant numbers of  young people.
Services in these satellite clinics depend on
individual site needs, but generally include
counseling by professionals trained to be
youth friendly; information dissemination by
trained peer educators; and, in two sites,
contraceptive delivery. Privacy and comfort
are ensured, and operating hours are set to fit
with young clients� convenience. Clinics
dispense drugs, especially for STI treatment,
at a subsidized rate, on credit, or both. The
ARFH report notes that these satellite clinics
have registered a significant increase in youth
attendance and wider distribution of
condoms and vaginal foaming tablets.
Anecdotal evidence also suggests increased
awareness of  the hazards of  unprotected sex
in the community at large and among
adolescents in particular. Principals from
participating schools report a lowered
incidence of  unwanted pregnancies and
lowered drop-out rates among girls.

Youth-friendly clinical services in Latin
America. Some NGOs in large cities in Latin
America (for example, family planning
associations such as Profamilia in Colombia,
INPPARES in Peru, and MEXFAM in
Mexico) have reported attracting large
numbers of  adolescent clients to their clinics
and community outreach programs
(Senderowitz 2000). The success these
programs have had in attracting young people
to clinics clearly shows that some youth will
use health facilities. However, it is important
to note that these three Latin American
family planning associations, all International
Planned Parenthood Federation (IPPF)
affiliates, are private NGOs that are well
known and that have a long tradition of
providing high-quality reproductive health
services, with outreach to and linkages with
schools and the community. They also exist
within a framework of  strong institutional
commitment to reaching youth over the long
term. Whether unmarried youth seek or get
preventive reproductive health services in
other settings, especially government
facilities, is less clear. For example, in a linked
school-health facility clinic in Brazil (Gaffikin
et al. 2000), the youth who used the services
were older, married adolescents, not the
younger, unmarried adolescents who were
targeted for those services. Unmarried youth
who sought services went elsewhere, for
example, to the private and commercial
sectors, not to clinics. Evidence from other
parts of  Latin America, however, shows that
public sector clinics have been successful in
attracting unmarried youth for reproductive
health care (Senderowitz 2000).

CHAPTER 5: WHAT WORKS TO PROMOTE YOUNG ADULT REPRODUCTIVE HEALTH:
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WHAT WE CAN CONCLUDE ABOUT
YOUTH-FRIENDLY PROGRAMS

The results on youth-friendly services are
mixed. The reality is that clinics are not
usually the first choice for most young
people�especially unmarried youth�when
they need reproductive health information
and services. Thus, to date, efforts to make
clinics more youth friendly have not generally
brought about increased usage by young
people, though some evidence shows that
satisfied clients return to those clinics for
ongoing care. Nonetheless, public sector
clinics need to become youth friendly because
these clinics remain necessary for some
services that youth need such as STI diagnosis
and treatment, pregnancy tests, pre- and
postnatal care, and secondary prevention.

Where they have been successful, youth-
friendly clinical services combine changes
within the clinic and activities in the
community directed at changing perceptions
of  facilities and service providers, thus
helping to overcome important psychosocial
barriers to the use of  health clinics by
unmarried youth. For example, the Zambia
results suggest that outreach activities to
increase awareness of  clinic services and
acceptance of  providing reproductive health
services to youth in the community may be a
key element in efforts to increase the use of
clinic services. Youth-friendly services have,
however, resulted in increased use by young
people, including unmarried adolescents, in
certain NGO clinics run by institutions that
are already well-established and well-known
for high-quality services.

W

Youth-friendly services in nonclinic settings
present a promising approach for reaching
unmarried young people and may ultimately
have the greatest impact on young adult
reproductive health. Nonclinical and private
sector programs already appeal to many
young people because they either take services
to the clients or offer the services in a way
that does not publicly identify young people
as seeking contraception or other sex-related
services. Where adolescents have adequate
access to primary-prevention services in
nonclinic settings (e.g., pharmacies), they may
perceive little need to visit health facilities for
contraceptive information or supplies. The
Nigeria school and clinic program (discussed
in the section above on school-based
programs) shows that a youth-friendly
approach in the private sector may be
effective (Coplan et al. in press). Thus,
nonclinical and private sector efforts to reach
young people need to be further explored and
evaluated.

YOUTH CENTERS

What is a youth center? The idea
of  youth centers�which were
intended to offer reproductive
health care as one of many

services, including recreation�was and still is
very appealing. Youth centers generally have
recreational, educational, and sometimes
vocational components as well as
reproductive health information, counseling,
and services in a youth-friendly setting. Youth
may come to the youth center on a regular
basis to meet with friends, watch movies, or
play games. Most youth centers also include
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peer educators who refer youth in the
community to the youth center for both
recreational and reproductive health visits.

Why are youth centers important? Centers
provide a supportive, nonthreatening
environment where youth also have access to
counseling, contraceptives, clinical prevention
services, and sometimes, treatment. They
attempt to address many of  the individual-
level risk and protective factors�including
many of  the nonsexual risk factors such as
smoking and alcohol abuse�discussed in
chapter 1. Centers also bring youth in contact
with influential peers, can provide youth a
connection with an institution, and are a place
where mentoring can occur.

What information do we have on the
effectiveness of  youth centers? Most of  our
knowledge of  youth centers comes from less-
rigorous evaluations and program experience
accumulated beginning in the 1980s. Only one
study�sponsored by FOCUS and discussed
below�uses a relatively rigorous research
design to examine the effectiveness of  the
youth center approach.

FINDINGS FROM STUDIES WITH STRONG
RESEARCH DESIGNS

Impact of  a youth center in Lome, Togo
(Kouwonou and Amegee 2001). This study
was undertaken by the FOCUS on Young
Adults project in collaboration with the Unite
de Recherche Demographique (Demographic
Research Unit). This study uses a population
sample to assess whether knowledge and use
of  the Association Togolaise pour le Bien-
Etre Familiale (Family Planning Association

of  Togo) youth center increased between
1998 and 2000 and whether use of  the youth
center was associated with differentials in
knowledge, attitudes, and behaviors related to
reproductive health. Key findings follow.

�� Use of  the center rose moderately: The study
found that although awareness of  the youth
center increased from 6 percent to 42 percent
among youth in Lome, actual use rose only
moderately from 3 percent to 7.5 percent.
Awareness of  the youth center rose both
among youth living close to the youth center
and youth living far away, but the largest
increases were observed among youth
residing nearby.

�� The youth center had little impact on either knowledge
or practices: The one related impact found that
young people who used the youth center had
greater condom knowledge than young
people who had never used the youth center.

FINDINGS FROM SUPPORTIVE STUDIES

The experience with youth centers in
Latin America. The youth center approach
was first developed in the 1970s and 1980s in
Latin America, including in Guatemala,
Mexico, and Panama. For example,
MEXFAM, the IPPF affiliate in Mexico,
initiated three youth centers in low-income
areas of  Mexico City. However, after two
years, MEXFAM abandoned the youth center
approach when its own evaluation showed the
centers benefited only a small number of
young people who were highly motivated to
go to a fixed center. The evaluation also
showed that those who most needed the
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reproductive health information and services,
that is, sexually-active young people, were not
those who most used the youth centers. To
reach large numbers of  young people,
MEXFAM clearly would have to open many
more youth centers, something that was
prohibitively expensive and not sustainable.
As a result, MEXFAM abandoned youth
centers in favor of  a more community-based
program, one that goes to youth where they
are and one that involves strong youth
participation in the design and execution of
the program (Marques 1995). Other
organizations running youth centers in Latin
America reached similar conclusions, although
some small vestiges of  youth center programs
remain in the region.

Youth centers in India. For four years, the
Children in Need Institute (CINI), in West
Bengal, India, ran four drop-in centers for
girls who either had left school or had never
been to school. They offered basic schooling,
vocational training, and health care, including
reproductive health. As an offshoot, the
centers worked with existing youth groups
where young people meet, have discussions,
and participate in sports and other activities.
The drop-in centers have now been
discontinued because of  problems in finding
competent local trainers, meeting salary costs,
and sustaining community interest. Instead, as
a low-cost alternative, the institute now offers
health camps for out-of-school adolescents,
peer education in the community, and a clinic
that provides reproductive health services to
both married and unmarried adolescent girls.
Young men currently are referred to an NGO
hospital in the area while the institute explores

ways it can better address young men�s needs.
Included in the organization�s future plans are
youth-friendly health centers (Motihar 1999).

Other recent findings. Other studies of
youth centers show that most young people
use the centers for recreation rather than for
counseling or clinical services (see, for
example, situation analyses of  youth centers
undertaken by the Population Council in
Ghana, Kenya, and Zimbabwe). In Kenya and
Zimbabwe, males made up the majority of
those using the youth centers for recreation.
Moreover, the relatively few youth coming for
clinical services tend to be outside of  the
target age (Erulkar and Mensch 1997; Glover
et al. 1998; Phiri and Erulkar 1997). Finally,
although only one study measures cost-
effectiveness (Phiri and Erulkar 1997), a youth
center strategy appears to be a relatively costly
way of  providing reproductive health care
given that the majority of  the center�s use is
for recreation rather than for reproductive
health information and services.

In a recent review of  YARH program
approaches, Senderowitz (2000) notes that
two youth center programs currently
operating in Nigeria and Haiti attract a healthy
mix of  young men and women who use
reproductive health services. Part of  the
apparent success of  these programs may be
because, in contrast to other youth centers,
these centers appear to focus their activities
on reproductive health issues. However,
impact evaluations of  these programs have
not been conducted, and a preliminary
evaluation of  the Haiti program shows that
many youth discontinue use of  contraception.
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as other services requiring clinical expertise)
than other service sites in the community, for
example, pharmacies and community-based
distributors of  contraceptive methods.
Nevertheless, youth clearly do not like to go to
clinics for condoms.

Why are linked programs important? Linked
programs can help overcome some of  the
psychosocial and administrative barriers to
adolescents��especially unmarried
adolescents��use of  clinics and other service
sites. These programs address risk and
protective factors at the level of  institutions
and, in addition, often address nonsexual risk
and protective factors, depending on the
services available. To the extent that they have
education and counseling components, linked
programs also address reproductive health
knowledge and attitudes.

What information do we have on the
effectiveness of  linked programs? Three linked
programs were evaluated with strong research
methods. However, FOCUS found very little
documentation on efforts to link schools with
nonclinical programs or on programs that
offer contraceptive distribution within schools.

FINDINGS FROM STUDIES WITH STRONG
RESEARCH DESIGNS

Linking with public sector clinics in Brazil
(Gaffikin et al. 2000). In Brazil, the State of
Bahia (Brazil) Secretariats of Education and
Health in collaboration with JHPIEGO and
the FOCUS on Young Adults program
undertook the Projeito SESAB/SEC18 Para
Attenção a Saúde Sexual e Reprodutiva do

W

WHAT WE CAN CONCLUDE ABOUT YOUTH
CENTERS

Youth centers do not appear to be a cost-
effective way to increase the use of
reproductive health services by adolescents.
The findings from the recent FOCUS-
sponsored study in Togo as well as from other
recent studies from Asia and Africa are largely
consistent with the earlier experience with
youth centers in Latin America, where the
approach has been largely discontinued or
reconfigured because of cost and sustainability
problems (Senderowitz 1997c). The Nigeria
and Haiti programs discussed above appear to
hold some promise but have yet to be fully
evaluated.

LINKED SCHOOL-HEALTH
FACILITY PROGRAMS

What are linked programs?
Reproductive health services are
sometimes linked with schools,
either through a referral system

from schools to existing health facilities and
other service delivery sites or through health
units in schools. In addition to these linkages,
the projects described below each introduced a
reproductive health curriculum (in Nigeria,
STI-related educational messages) in schools
and, thus, sought to improve adolescents�
reproductive health knowledge and attitudes as
well as their health-seeking behaviors,
including the use of  clinic services.

Most of  the existing efforts have been to link
schools with clinics and have been based on
the idea that clinics can provide students with
a more complete package of  services
(including STI diagnosis and treatment as well 18Secretaria de Saude do Estado de Bahia/Secretaria da Educao

da Bahia (SESAB/SEC).
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Adolescente (Adolescent Sexual and
Reproductive Health Project). The project
sought to integrate school sexuality education
with the delivery of  adolescent-appropriate
reproductive health services in linked public
sector health clinics in Bahia (Brazil). Under
the project, 10 health clinics were identified to
serve as pilot clinics and were paired with
nearby secondary schools. At the pilot clinics,
service providers were trained in adolescent-
appropriate reproductive health services. At
the pilot schools, a comprehensive
reproductive health education curriculum was
integrated into selected academic subjects.
Linkages between the project schools and
project clinics took place at multiple levels.
Teachers and clinic staff  met to discuss ways
to promote the use of  the clinics by students.
Also, specially trained teachers at the project
schools referred students who were sexually
active or who needed a pregnancy or STI test
to project clinics. Key findings follow.

�� Knowledge increased and attitudes improved in both
the control and intervention groups: The
evaluation, carried out over a 30-month
period, indicated that, at follow-up, levels of
reproductive health knowledge increased and
some positive changes in attitudes, intentions,
and perceptions were observed among
students attending project schools; however,
comparable changes were also observed
among students attending control schools,
which was likely the result of  a mandate from
the national ministry of  education to carry
out reproductive health in all public
secondary schools, something that
contaminated the study design.

�� The program did not increase the number of  students
using the clinics to which they were referred during the
project; furthermore, referral from teachers was not an
important factor for those adolescents who did use
clinic services: This finding does not necessarily
indicate a lack of  need for services because
76 percent of males and 29 percent of
females were sexually active at the time of
the follow-up survey.

�� Most clinic users were not from the target population:
Adolescent clinic users were overwhelmingly
female, somewhat older, and significantly
more likely to have been pregnant than the
target population (youth attending secondary
schools).

The Integrated Adolescent Development
Program in Chile (Murray, Toledo, et al.
2000). Described in chapter 4, this project
was a school and clinic program for urban
adolescents in Santiago. Using an adolescent
development approach that engaged students
in designing the curriculum, this program
carried out a curriculum over a two-year
period to provide students with information
on healthy relationships, sexuality, STIs,
gender and risk behaviors such as drug use
and smoking. The program also included a
parallel course for parents as well as linkages
and referrals to clinics for the adolescents.
Key findings follow.

�� The project increased clinic use, but only slightly:
Although, as noted in the discussion of
findings in chapter 4, the program helped
delay first sex, raise contraceptive use, and
decrease unwanted pregnancies, it had only a
small impact on the use of  clinical services.
Most students obtained contraception from
nonclinical sources.
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Linking schools with private physicians in
Nigeria (Coplan et al. in press). The
Nigerian program (described in chapter 4)
trained private physicians in Benin City who
practiced in the neighborhoods of the
intervention schools to teach students about
STIs and encourage them to receive treatment
for STIs from trained private medical doctors.
Key findings follow.

�� The program improved health-seeking behavior: The
in-school activities and the physician training
significantly increased students� use of
private physicians, where they received more
effective and comprehensive treatment of
their STIs compared to the care received
through patent medicine providers and
pharmacies.

WHAT WE CAN CONCLUDE ABOUT
LINKED PROGRAMS

Evidence on the effectiveness of  linked
school-health facility programs is limited but
suggests a positive impact. Thus, these
programs are worth further exploration. One
possibility for low usage of  the referral clinics
in the Brazil and Chile programs is that
adolescents have access to primary prevention
at outlets (such as pharmacies) other than
those the programs promoted, or they have
low needs for clinical services. If  adolescents
have easy access to primary prevention of
pregnancy and disease (condoms and other
means of  contraception), then only a small
number of  adolescents would actually need
clinical services for pregnancy or STI testing
and treatment. The reproductive health needs
and current sources of  information and
services of  the target population must be
evaluated carefully before promoting this type
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of  linked program that may have limited
impact on service use. Further study is needed
of  other linkages between schools and service
delivery, including linkages to private
practitioners and commercial sources, peer
distribution of  contraceptives, and linkages to
clinics and other types of distribution points
within schools. The need for education
programs to include referrals to contraceptive
services is crucial. Currently, most of  those
referrals appear to have focused primarily on
clinics. Broadening the referrals to include
other sources would appear warranted.

SOCIAL MARKETING AND MASS
MEDIA

What are social marketing and
mass media programs? Social
marketing refers to a process for
designing health-promotion

interventions that uses techniques borrowed
from commercial advertising, market research,
and the social sciences. Social marketing
strategies are used to achieve a variety of
health promotion objectives, including
increased use of  health-related products such
as condoms, increased access to health
services, and changes in health behavior and
practices (for example, the practice of
abstinence or having sex with only one
partner). Mass media are frequently used as
one of  the major channels of  communication
in social marketing interventions. They refer
to self-contained audio, visual, or print
distribution systems that can simultaneously
reach large numbers of  people with the same
message. Examples include radio, television,
computer software or on-line systems,
newspapers, magazines, billboards, direct mail,
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and telemarketing systems. Most social
marketing programs related to reproductive
health for young people feature condoms as
the primary product, something important for
preventing both pregnancy and disease.

Why are social marketing and mass media
programs important? Social marketing and
mass media programs have the potential to
influence youth at many of  the levels
discussed in chapter 1. Mass media, especially
radio and television, have enormous influence
on youth around the world. Entertainment
programs in the mass media are an important
source of  information on reproductive health
for young people (Kiragu 2001).
Unfortunately, all too often, that information
is distorted, incomplete, or incorrect. Thus,
initiating social marketing programs to reach
adolescents and using the mass media to
provide young people with correct
information about reproductive health
products and services takes advantage of  the
fact that youth pay attention to the media and
turns that interest into something positive. At
the same time, social marketing can ensure
easy, affordable access to reproductive health
products and services in the community,
including product placement in clinics,
pharmacies, and other community outlets
frequented by young people as well as
advertising, community outreach, promotions,
and other means to increase youth awareness
of  and access to contraceptives. Social
marketing methods include extensive use of
audience segmentation and behavioral analysis
to design and carry out communication and
marketing interventions.

What information do we have on the
effectiveness of  social marketing and mass

media programs? Our analysis of  social
marketing programs considers two studies
with strong research designs and three
supportive studies.

FINDINGS FROM STUDIES WITH STRONG
RESEARCH DESIGNS

The Promotion of  Youth Responsibility
Project in Zimbabwe (Kim et al. 1998,
2001). Described earlier in chapter 4, this
project also attempted to increase the use of
service facilities among youth. To achieve this
objective, an intensive, six-month multimedia
campaign was developed to educate young
people about reproductive health issues and
to encourage them to seek contraceptive and
other health-care services. The campaign used
radio, print media, drama, peer educators, and
hotlines. The second component of  the
project involved improving the quality of
youth counseling at health facilities by training
service providers from youth organizations in
interpersonal communication and youth
counseling skills. Key findings follow.

�� The program increased service use: Youth in the
intervention sites were more likely to visit a
health center or a youth center than were
youth from the comparison sites.

�� The program successfully reached hard-to-reach
groups: The campaign had the greatest impact
on clinic attendance among members of
some groups least likely to seek services�
males, single youth, and those who lack
sexual experience.

Note that this study supports the notion that
linking youth-friendly services to outreach
activities (mass media and community
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activities) might be a better approach to
increasing service use than simply providing
youth-friendly services without outreach. In
other words, a multicomponent approach may
be the most effective one, a perspective that
needs to be further evaluated.

Social Marketing for Adolescent Sexual
Health (SMASH) in Africa (Agha 2000).
The SMASH program (previously described
in chapter 4) run by Population Services
International in four sub-Saharan African
countries is another example of social
marketing directed specifically at youth. By
combining mass media messages with
messages that are more personally reinforced
through peer educators, this effort attempted
to raise awareness of  reproductive health
issues and to encourage young people to
practice safer sex, including using
contraception, especially, brand-name
condoms available through peer-educator
distribution and youth-friendly service outlets.
The projects, which had similar intervention
and evaluation designs, took place in
Botswana (Meekers et al. 1997), Cameroon
(Van Rossem and Meekers 1999a), Guinea
(Van Rossem and Meekers 1999b), and South
Africa (Meekers 1998). All of  the projects
included a mass media component (radio and
print media in Botswana and Cameroon; print
media in Guinea; radio, television, and print
media in South Africa) and involved the social
marketing of  condoms and peer educators
who sold condoms. In addition, the Botswana
Tsa Banana program referred adolescents to
the Tsa clinics and included education
sessions in schools. Likewise, the program in
Edea, Cameroon, worked with youth clubs in
schools to increase their reach. Finally, the

program in Guinea had a small, youth-friendly
services component that involved providing
special hours for youth at certain clinics linked
to the program. Follow-up studies were
conducted after the intervention had been
under way for eight months in Botswana;
after 13 months in Cameroon; after eight
months in Guinea; and after one year in
South Africa. Each study measured the
impacts of  the program on knowledge and
attitudes toward condom use, perceived
barriers to condom use, and reported sexual
and condom-use behaviors. In South Africa,
only data on adolescent females are analyzed
because the quality of the data on adolescent
males is questionable. Key findings follow.

�� The program improved behaviors in two of  four
countries: The only behavioral impacts were
found in Cameroon and Guinea.

�� Among women in Cameroon, the postponement of
sexual activity rose in the intervention group, and a
higher percentage of  female youth had tried condoms
(Van Rossem and Meekers 1999).

�� Male youth in the Cameroon intervention group
reported fewer sexual partners in the last 12 months
(Van Rossem and Meekers 1999).

�� Finally, men and women from the intervention
community in Guinea reported greater condom use
than men and women from the control group (Van
Rossem and Meekers 1999).

An objective of  the SMASH programs was to
increase condom use for the prevention of
STIs. However, an impact on condom use was
observed among men and women in only one
study (Guinea) and not in any of the other
studies. This finding might be a consequence
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of  the evaluations taking place after only a
short intervention period, the availability of
data for only women in South Africa, or the
fact that adolescents are more concerned with
pregnancy prevention than with the
prevention of  STIs (Van Rossem and
Meekers 1999).

FINDINGS FROM SUPPORTIVE STUDIES

Social marketing for HIV/AIDS
prevention in Indonesia (Ramlow 2001 in
Rosen 2001b). The Futures Group
International partnered with national and
international condom manufacturers to
increase condom use among sex workers
(nearly half  of  whom are ages 15�24) and
their clients in red-light districts of Indonesia.
The program heavily promoted condoms in
red-light districts while making condoms
easily available both on the street and inside
bars and brothels. Nonprofit groups
collaborated with the commercial sector on
educational events, including events at bars
and universities. Newspaper articles
supported the campaign and provided
information about HIV/AIDS prevention. At
the same time, NGOs educated sex workers
on negotiating condom use, usually with the
cooperation of  the brothel owners. Mass
media and other communication efforts
promoted the normalization of  condom
use�thus relieving young women of  the sole
burden of  having to �sell� their clients on
using a condom. Key findings follow.

�� The project increased condom availability and
visibility: The percentage of  sex workers using
a condom during their most recent sexual
encounter rose from 36 percent to 48
percent in one year.

�� The condom manufacturers decided to sustain the
program after the Futures Group�s funding ended.

Social marketing for HIV/AIDS
prevention in Ghana (Israel and Nagano
1997). This project was sponsored by the
Ghanaian Ministry of  Health and carried out
in the early 1990s by a local advertising group
with technical support from the USAID-
funded AIDSCOM project (Communication
for HIV/AIDS Prevention). It was designed
to inform youth about HIV/AIDS and
underscore behavioral changes needed to
prevent its spread, including delayed sexual
debut, reduced number of  sexual partners,
and condom use. It included a multimedia
campaign to increase HIV/AIDS awareness
and promote HIV/AIDS prevention; radio
and television advertisements; and school
outreach activities. Key findings follow.

�� Fewer 15-year-olds were sexually active at the end of
the campaign than at the beginning (27 percent in
1992 compared to 44 percent in 1991).

�� More young people reported using condoms,
particularly those who were unmarried or had a
sexual partner outside of  marriage.

�� Interestingly, the evaluation showed that
pregnancy prevention, not disease prevention, was the
major reason for condom use among the youth target
group.

Using radio to promote clinic use in
Kenya (Kiragu et al. 1998). This study of  a
multimedia campaign in Kenya demonstrated
that radio was an important source of  referral
among youth who had visited clinics. Key
findings follow.
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�� Approximately 14 percent of  youth reported taking
some action related to reproductive health as a result
of the media campaign, including a small
percentage (one percent) who visited a health
center.

WHAT WE CAN CONCLUDE ABOUT
SOCIAL MARKETING AND MASS MEDIA
PROGRAMS

Limited evidence exists to demonstrate that
social marketing and mass media approaches
increase use of  clinic health services and
condoms by youth, yet these programs appear
to be a promising approach for bringing
about positive behavior change among
adolescents. To date, program planners have
considered the use of mass media to be an
effective means for communicating
reproductive health messages to large
numbers of  young people. They have also
believed that the media provide a strong way
to promote condoms and other products as
well as specific service delivery points.
Unfortunately, most of  the evidence to date is
based on broad-based promotion, primarily to
adults, not on youth-specific social marketing
and mass media work. Moreover, social
marketing and mass media interventions have
proven more successful in influencing access
to and use of  condoms than in influencing
use of  the other types of  reproductive health
services. Only one study showed that mass
media increase clinic use (Kim et al. 1998,
2001); however, the program is linked to
youth-friendly services, which makes
separating the specific impact of  the mass
media campaign difficult. Moreover, the
results of that study are limited because it
does not involve a true comparison group.
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COMMUNITY OUTREACH19

What is community outreach?
Community outreach means
finding ways to take programs to
youth rather than making youth

come to programs. Community outreach can
be accomplished in several ways, including
deploying outreach workers from health
facilities, linking with programs or
organizations in the community that serve
youth, and providing services in nonclinical
settings. Community outreach goes where
young people are�in their neighborhoods,
where they work, and where they spend their
leisure time. It includes community-based
distribution of  contraceptives by traditional
birth attendants, village health workers,
agricultural extension workers, and peer
educator-distributors. Often, many outreach
activities are carried out simultaneously. These
combinations help ensure that young people
get the messages and assistance they need
from a source that is relevant to them,
reinforced by information from elsewhere.
Community outreach is a practical way to
channel information and motivation through
as many as possible of  the myriad influences
and stimuli in young people�s lives.

Why is community outreach important?
Community programs address many of  the
levels of  influence on youth sexual and
reproductive behavior discussed in chapter 1,
including working through peers and
addressing community norms. The dangers of

19 This section will focus on efforts to take reproductive health
services to young people in their communities. Community
outreach programs sometimes include youth centers and
workplace programs, which were discussed in an earlier section
of  this report.
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HIV/AIDS and other STIs have increased the
urgency to get lifesaving information and
services to young people and have made
reaching young people even more critical.
Given the difficulties noted throughout this
report in effectively reaching some young
adults in places such as schools and health
facilities, other community approaches have
been devised for reaching them. The
community programs can be especially
important for reaching youth who do not go
to school, unmarried youth, marginal youth,
and other hard-to-reach young people. These
programs use specially trained workers, often
youth themselves, to reach out to young
people in their communities. Community
programs eliminate distance as a barrier to
access and can better penetrate the distrust
and alienation felt by many hard-to-reach
groups of  youth.

FINDINGS FROM STUDIES WITH STRONG
RESEARCH DESIGNS

The Better Life Options project in India
(Levitt-Dayal and Motihar 2000). Described
in chapter 4, this project was a
multicomponent, youth-development initiative
that, among other things, provided health
information and services. Key findings follow.

�� The project significantly increased use of  a range of
services: Program participants reported greater
use of  contraceptives, prenatal care, oral
rehydration solutions, and hospitals for
deliveries.

As was noted earlier, however, the study held
the potential for self-selection bias in the youth
who chose to participate in the program
compared to those who chose not to participate.

FINDINGS FROM SUPPORTIVE STUDIES

Community-based distribution of
contraceptives for young newlyweds in
Bangladesh (Barkat, Houvras et al. 1999).
Pathfinder in Bangladesh carried out another
potentially effective outreach scheme. The
program sought to provide reproductive
health information and services to young
married adolescent females (newlyweds)
before they began childbearing. In
participating areas, all newly married couples
were visited by a fieldworker who established a
relationship with the couple and their in-laws
and who provided information on family
planning. To minimize the need for adolescent
women to visit health facilities, home visits
were made by �contraceptive depot holders,�
women well-known in their communities, who
sell contraceptives on commission and who
also make referrals, as appropriate, for
maternal and child health care. Available data
indicate that contraceptive prevalence among
15- to 19-year-olds in targeted areas increased
from 19 percent to 39 percent over a four-year
period (1993 to 1997). This finding can be
compared to the contraceptive prevalence of
all married women from 15 to 19 years old
from the Bangladesh Demographic and Health
Survey, which was 31 percent in 1996�1997.

Outreach for university students in Kenya
(Johnston 2000). Faced with sizeable
numbers of  university students who dropped
out because of  pregnancy, in 1988, Pathfinder
International initiated a program at the
Kenyatta University campus on the outskirts
of  Nairobi. This intervention included
student-run guidance and counseling on
reproductive health combined with services
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delivered from both a clinic on campus and
by means of  community-based distribution
of  contraceptives that was carried out at
kiosks and by the adult hall wardens or
housekeepers in the university�s dormitories.
With these various services, unwanted
pregnancies among undergraduate students
have decreased from 8.4 percent of  all female
students in the 1987�1990 period to 1.9
percent in 2000. This result was aided not
only by the contraceptive distribution at
various sites on campus but also by the
advent of  emergency contraception, which
Pathfinder began providing in 1999. The
evaluation also showed impressive declines in
the numbers of  unsafe abortions and
pregnancy-related dropouts from the
university as well as of  STIs (which between
1998 and 2000 have decreased 22 percent).
This decline has occurred even though the
numbers of  students who are sexually active
have not changed. Rather, the decline appears
to be influenced by the dramatic 60 percent
increase in condom use between 1993 and
1999 among the student population.

WHAT WE CAN CONCLUDE ABOUT
COMMUNITY OUTREACH PROGRAMS

Limited evidence shows that community
outreach approaches may have potential for
increasing use of  health services. The Better
Life Options program in India, for example,
increased use of  contraception, prenatal care,
and delivery services among participating
youth.
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20 Secondary analyses of  Demographic and Health Surveys III
found that, in four out of  nine countries, the private sector
accounted for 50 percent or more of  the young adult market.

PRIVATE SECTOR INITIATIVES

What are private sector
initiatives? The private sector
includes private physicians,
nurses, nurse-midwives,

midwives, pharmacies, other retail outlets,
traditional healers, and others who offer or
could offer reproductive health information
and services to young people.

Why is the private sector important? The
private sector offers young people the
opportunity to seek information and services
in a relatively anonymous way. A recent youth
survey in Jamaica shows that nearly two-thirds
of  young sexually active males use condoms,
which they obtain from commercial sources.
In Mali, a recent survey shows that more than
40 percent of  sexually active young males use
condoms primarily obtained from the private
sector. Analysis of  Demographic and Health
Survey data under FOCUS confirms the
finding that a high proportion of  youth
around the world use the private sector20

(Murray 2001b). Increasing the commercial
sector�s understanding of  the size and
potential of  the youth market will encourage
manufacturers, retailers, and providers to be
more �youth friendly� in their marketing
approach and in service delivery.

What information do we have on the
effectiveness of  private sector programs? We
know little about private providers and young
adult reproductive health, but the experience
is growing. Currently, we have little
documentation of  programs that encourage
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private providers to offer adolescent
reproductive health care. Our review found
no rigorous studies on these types of
programs.

FINDINGS FROM PROGRAM EXPERIENCE

Procter and Gamble partnership in Russia
(Bassan et al. 2000). For four years, Procter
and Gamble has funded the Russian Family
Planning Association (RFPA) to carry out the
Changes program in 165 cities. This program
trains teachers to provide one-hour sessions
on puberty, hygiene, and reproduction to girls
and boys ages 12�13 after which girls are
given samples of  Always®21 sanitary napkins
and tampons. All students are given a
pamphlet about puberty, which they are
instructed to give to their parents. This
program has allowed the family planning
association to get sex education into the
schools and provides Proctor and Gamble
with a way to introduce products to girls just
as they are beginning to need them. In 1999,
the Russian Ministry of  Health officially
approved this program. Procter and Gamble
and the association are now negotiating to
expand this program to 14�15-year-olds. The
association�s project manager notes that one
hour of  training for young people is not
sufficient, but it is an excellent start.

Other recent efforts. A variety of  additional
efforts include (1) a project working with
nurses and nurse-midwives in Zambia; (2) a
new project in Madagascar where Population
Services International, under the Commercial
Market Strategies (CMS) project, is helping to

establish a network of  11 private clinics that
specifically work with youth; (3) the Friends
of  Youth project in Kenya that gives vouchers
to young people for subsidized services with
either private sector or public sector
providers; and (4) a project in Ghana, assisted
by PRIME, where private-practice midwives
are encouraged to make their services youth
friendly (Rosen 2001b). In addition, over the
years, various social marketing programs,
projects to train pharmacists and traditional
healers, and other programs have also tried to
widen the youth friendliness of  private sector
services and expand the number of  service
sites available to young people. Senderowitz
and Stevens (2001) provide numerous
examples of the public and NGO sectors� use
of  strategies to engage the private sector.
According to the authors, these approaches
work well when a good balance is struck
between a government�s or NGO�s need and
the for-profit�s interests. Key to successful
partnering with the private sector is ensuring
that the interests of and benefits to the
commercial entity are identified, served, and
maintained.

WHAT WE CAN CONCLUDE ABOUT
PRIVATE SECTOR INITIATIVES

Youth worldwide state that privacy and
confidentiality are two of  the things they
most value and want in reproductive health
services. The fact that a large percentage of
young people who use contraception already
receive their contraceptives from private
pharmacies indicates that they want to go
where they can easily get supplies and that

21 Always is a registered trademark of  Proctor and Gamble.



75

they are willing to pay something for those
services and supplies. Although using the
broader private sector appears to be a
promising approach, we do not yet have
enough information to measure the private
sector�s effectiveness in terms of  improving
young adult reproductive health. However,
applying the new initiatives in this area is
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important because they may open the
possibility of  expanding youth access to
reproductive health services in additional sites.
These initiatives need to be carefully evaluated
to show their effectiveness, their reach, the
types of  young people who avail themselves of
the services, and their cost both to the
consumer and to any programs that subsidize
them.
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concentrated on four areas of capacity
building:

�� National strategic assessments and planning

�� Performance improvement

�� Information exchange and sharing

�� Monitoring and evaluation

EXPERIENCES IN CAPACITY BUILDING

National Strategic Assessments and Planning

In the YARH field, strategic assessment and
planning include using qualitative and
quantitative information to identify (a) the
reproductive health needs of  young people;
(b) the priorities and constraints to meeting
those needs; and (c) the strengths,
weaknesses, opportunities and threats of  the
institution or institutions involved (or
planning to become involved) in young adult
reproductive health. Strategic assessment and
planning is particularly important for YARH
efforts because reproductive health groups
generally know little about the special
characteristics of  youth. Assessment and
planning also play a special role in the many
countries where YARH programs are new and
have not yet become routine elements of  a
country�s reproductive health and youth
efforts. FOCUS carried out a number of
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This chapter describes three key
operational issues that cut across
regional and cultural boundaries and
that hold significant implications for

all YARH policy and program initiatives:
capacity building, scaling-up and sustainability,
and youth involvement. These issues are
important for any reproductive health activity,
regardless of  the target age group. This
chapter focuses on these issues as they relate
to policies and programs for youth, with an
emphasis on the lessons learned by FOCUS
and other groups.

CAPACITY BUILDING

Programs for youth are not simply
programs for adults offered to a
younger age group. The needs of
young people, their access to

information and services, and their abilities to
think and act are different by virtue of  their
age. Those working with youth thus need to
acquire specialized skills to effectively provide
reproductive health care, whether they are
advocating for young adult reproductive
health, counseling young people, distributing
contraception, designing and managing youth
programs, communicating HIV/AIDS and
pregnancy prevention messages by means of
mass media or in the community, or acting as
peer educators. In its work, FOCUS
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YARH strategic assessment and planning
activities, which are described in the
following three categories.

National Strategic Plans and
Assessments. In Bangladesh, Bolivia, El
Salvador, Jamaica, Kenya, Madagascar,
Malawi, Mali, and Nigeria, FOCUS has
worked with local stakeholders to conduct
strategic assessments, which have included
youth profiles, situation analyses, or other
means to collect data and information from
multiple sources on the reproductive health
status of  youth and to use them to make
policy and program recommendations. After
these preliminary activities, stakeholders have
jointly discussed their recommendations and
have identified future actions. In several
places, most notably Bolivia, Jamaica, and
Malawi, the FOCUS work was used to form
the basis for YARH policy development and
strategic planning of  program efforts.

National Inventories of  Youth-Serving
Organizations. FOCUS has conducted
national inventories of  youth-serving
organizations in Bolivia, Jamaica, Mali, and
Zambia. These have been used to identify
gaps and overlaps in youth-oriented services
with the goal of  achieving more efficient
planning and resource allocation. At the end
of  each exercise, FOCUS has sponsored a
meeting of  the organizations that have been
inventoried to identify overall findings and
recommendations and to discuss future
actions (Centro de Educacion y Desarrollo
de la Mujer 1995; Haambayi and Weiss 1999;
DeLay, Gorsline-Flamm, and Doumbia 2000;
Gorsline-Flamm 2000; Murray, Ruiz, et al.
2001).

Tools for Collecting and Analyzing YARH
Information. FOCUS has developed and
tested a number of  tools that have been
especially useful for collecting and analyzing
information for the strategic assessments and
planning. These include, for example: (1)
Listening to Young Voices: Facilitating Participatory
Appraisals on Reproductive Health with Adolescents,
which has proved especially useful for
involving young people and the community in
identifying YARH issues, needs, and possible
solutions; (2) Developmentally Based Interventions
and Strategies: Promoting Reproductive Health and
Reducing Risk among Adolescents, which provides
a format for working with young people,
program implementers, and others in the
community to help segment youth on the
basis of  gender, age, and developmental stage
to better plan programs for and with them;
and (3) NewGen, a demographic projection
model that demonstrates the effects of
different policy and program scenarios on
YARH outcomes such as births, induced
abortions, HIV/AIDS, and other STIs.

Performance Improvement

YARH performance improvement focuses on
identifying and building among individuals
and institutions a set of skills that are required
to more effectively meet the reproductive
health needs of  youth. Values and beliefs
affect the work of  YARH program staff
members to a greater extent than they affect
professionals in other fields of  work. Many
staff  members harbor ambivalence about the
rights of  young people, puritanical attitudes
about sex and sexuality, and restrictive cultural
and religious attitudes and practices. As a
result, YARH training needs to go beyond
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imparting the standard technical knowledge
and skills and needs to help institutions and
individuals come to terms with their personal
feelings and potential biases. Moreover,
providers must also be sensitive to
community feelings and potential opposition
that may hamper their work, even where
official policies may support YARH services.
FOCUS has carried out a number of
performance improvement activities,
including the following:

�� Training of  policymakers, program managers,
and others responsible for program design
and delivery as well as allocation of  resources
for YARH programs

�� Several state-of-the-art workshops on the use
of  adolescent-specific advocacy,
programming, and monitoring and
evaluation tools,which have been held for
USAID and its partners in Washington, D.C.,
as well as for staff  members from USAID
field offices, governments, and NGOs in
East and Southern Africa, South East Asia,
and Nigeria

Information Exchange and Sharing

An important function of  the FOCUS
program was to identify, develop, and share
information about (a) past and present
initiatives; (b) new approaches; and (c)
methodologies, tools, and resources designed
to improve young adult reproductive health
around the world. This effort responded to
needs identified in the field and by FOCUS as
well as others about what works best to reach
and serve youth. FOCUS contributed to
improving knowledge of  YARH policies and
programs in the following five general ways.

Disseminated information. FOCUS
disseminated information by means of
multiple formats, including bound
publications, diskettes, and the Pathfinder/
FOCUS website: www.pathfind.org/
focus.htm. To reach a wider audience,
FOCUS, with the assistance of  other
organizations, translated selected publications
into Spanish and French. FOCUS
publications provided needed information
related to youth country profiles, strategic
assessments, inventories of  programmatic
activities, research and evaluation results, case
studies, and tools.

Distributed materials. FOCUS distributed
materials to more than 2,000 individuals and
organizations from partner organizations,
U.S.-based technical assistance organizations,
USAID field offices, and developing country
NGO and government officials. FOCUS
disseminated publications widely and
systematically to developing countries through
intermediary organizations�international
NGOs, USAID missions, etc.�and
encouraged them to copy and share them
with colleagues. FOCUS staff  regularly
participated in meetings and conferences and
often provided FOCUS materials for
colleagues. FOCUS also took part in health
resource fairs, making materials available on
the spot or through a publications order
form.

Provided a neutral communication venue.
FOCUS provided a relatively neutral place to
share ideas and publications. This practice
promoted contributions from many
organizations, which helped FOCUS develop
communication products that advanced the
YARH field. Working relationships

CHAPTER 6: KEY OPERATIONAL ISSUES RELATED TO YARH POLICY AND PROGRAM EFFECTIVENESS
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established by FOCUS resulted in greater
coordination among these organizations to
advance common interests. In Bangladesh, for
example, FOCUS brought together
researchers and program implementers�who
were initially averse to working with one
another�in a qualitative research exercise
that strengthened adolescent programming.

Leveraged resources. FOCUS leveraged the
resources of  U.S.-based technical assistance
organizations and other partners, including
USAID field missions. The field presence
allowed FOCUS to reach local audiences
through multiple channels, thus extending the
reach and impact of  FOCUS dissemination
activities.

Brought together key experts. FOCUS
coordinated dialogues and working groups
that brought together key experts in YARH to
share information, resources, and approaches.
These sessions stimulated critical thinking
about effective YARH interventions and how
best to assess the impact of  YARH programs.
They also served to help identify priorities for
future action. FOCUS also held less-
structured meetings, such as brown-bag
lunches, and provided other forums for
sharing information, experiences, and felt
needs and for planning future actions,
including collaborative efforts.

Monitoring and Evaluation

Monitoring and evaluation are part of  the
normal operations of  any well-run
reproductive health program, but they take on
added significance for YARH programs
because many YARH programs are relatively
new and untested. Monitoring and evaluation

help to determine whether and how youth
programs are working; shape the decisions of
funding agencies and policymakers; contribute
to the global understanding of  �what works�;
and mobilize communities to support young
people. FOCUS monitoring and evaluation
efforts concentrated on the following
objectives:

�� Developing tools, including a monitoring and
evaluation guide (Adamchak et al. 2000), a
guide for carrying out participatory learning
assessment (Shah et al. 1999), and a tool for
assessing and planning for youth-friendly
reproductive health services (Nelson et al.
2000)

�� Providing technical assistance in a number of
countries with respect to monitoring and
evaluation

�� Carrying out research and evaluation studies
(described in chapters 2�5 and in appendices
E�I)

WHAT WE CAN CONCLUDE ABOUT
CAPACITY BUILDING

Strategic Planning

�� Although a number of  proven tools and
methodologies exist to systematically gather
and analyze information for developing
effective YARH policies and programs, more
needs to be done to evaluate the effectiveness
of  these methodologies.

�� Other issues needing further study include
how to ensure an ongoing commitment to
follow through once strategic planning is
complete; ways to identify appropriate
programs or institutions that can serve as
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bases for adding or building YARH
components; how and when to best involve
different stakeholders in the planning and
assessment processes; how to best facilitate
and manage the planning process; the extent
to which youth involvement in the planning
and assessment processes results in more
effective policies and programs; and the
most appropriate planning methodologies
for use in different settings.

Performance Improvement

�� A tremendous need for training in young
adult reproductive health exists, especially
among NGOs and government
organizations.

�� People are eager and willing to learn about
young adult reproductive health and the
best methodologies and experiences for
moving the YARH agenda forward.

�� Personal attitudes, values, and beliefs of
providers and decision makers that inhibit
the delivery of  YARH programs and
services must be explored and confronted.

�� All performance improvement efforts must
be culturally specific and take into account
the limitations and opportunities facing field
staff.

�� Follow-up to initial training, through
supervision or other means, should be an
integral part of  performance improvement.

Information Exchange and Sharing

�� Many professionals in developing countries
desire to exchange (rather than merely
receive) information on YARH programs

and want to explore opportunities to adapt
approaches.

�� Field programs want practical, �how-to�
information and descriptions of  successful
program approaches in other countries and
settings. The popularity of  the InFOCUS
series has shown the usefulness of  shorter
publications, and the positive response to the
Project Highlights series illustrates that YARH
programs, most of  which work in isolation,
have been eager to hear about and apply the
experience of  other organizations.

Monitoring and Evaluation

�� All too often, organizations carry out
monitoring and evaluation of  YARH
programs either too late or not at all, with the
result that evaluators cannot identify whether
a program is successful.

�� FOCUS�s extensive review of  efforts in
developing countries shows that monitoring
and evaluation processes are seriously limited
in quantity and quality.

�� Many reasons can account for the lack of
monitoring and evaluation, including, for
example, fear of  the results, lack of
knowledge about how to conduct monitoring
and evaluation, and lack of  funding. Practical
responses must be formulated to address
these realities.

�� It is just as important to know what does not
work as what does work and to report on
failures as well as successes. Even so,
program managers frequently ignore negative
results that do appear in the literature, or they
are not aware of  evaluation results because
of poor dissemination.
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likely the project will incorporate effective
means to carry on its activities. These design
features include management structures that
support staff  development and promotion,
incorporation of  project activities into the
institutional framework, acquisition of
internal and external policy support, and
mechanisms to assure financial support as
needed through income generation,
diversified funding, and institutionalization
through collaborative means. Examples of
sustainability include the following:

�� Projects that integrate YARH policies and
programs into national-level programs within
government education systems, service
delivery systems, and other systems as well as
ensure that sufficient funding is allocated so
they will last over time

�� NGOs that make innovative efforts to
ensure ongoing support for their YARH
work (e.g., by means of  funding mechanisms
such as fees for services, cost controls, long-
term commitment from donors, or any
combination of  these means) or that turn
their programs over to the government

�� Initiatives that involve new groups in the
programs, which will widen the support and
involvement of  groups such as service clubs,
faith-based organizations, youth groups, and
others and will add their commitment to
sustainable YARH programs

�� Programs that link public and NGO
programs with private doctors, midwives,
nurses, and traditional healers, who can
provide YARH information and services as
part of  their ongoing work.

A
SCALING UP AND
SUSTAINABILITY

Almost all YARH efforts start out
as small, simple interventions, often
with defined time limits. Scaling up
is the process of expanding a small,

effective program to reach large numbers of
youth. Scaling up also implies
institutionalizing large-scale programs to
ensure their sustainability (Smith and Colvin
2000). Efforts at scaling up YARH programs
typically use one or more of  the following
four approaches:

�� Planned expansion�A steady process of
expanding the number of  sites and the
number of  people served by a particular
program once it has been pilot tested

�� Association�An expansion of  program size
and coverage through common efforts and
alliances across a network of  organizations

�� Grafting�The addition of  a new initiative to
an existing program, for example, adding a
sexuality education program to academic
school programs or making family planning
programs that are directed at adults �youth
friendly�

�� Explosion�Sudden, large-scale program
delivery, usually prompted by high-level
politics (Smith and Colvin 2000).

Program planners and implementers need to
address the challenge of  sustainability, that is,
the need to help projects continue beyond
their initial design phase and funding support.
The earlier this task is considered, the more
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Scaling up youth programs and ensuring
sustainability over time may bring a number
of  important gains:

�� In addition to reaching more young people,
scaled-up YARH programs can positively
influence public opinion about adolescent
needs and issues.

�� Scaled-up programs can be a more efficient
use of  scarce resources; for example,
reaching more young people may achieve
economies of  scale.

�� Scaled-up programs can reach beyond
urban areas to provide services for youth in
rural areas.

EXPERIENCES IN SCALING UP AND
SUSTAINABILITY

The Bangladesh Newlyweds Program
(Smith and Colvin 2000). The newlyweds
program in Bangladesh (also described in
chapter 5) demonstrates the potential, when
policy and program environments are both
supportive, for quickly starting a large new
program. Beginning in 1992, this program
followed both the explosion and grafting
models of  scaling up. It established its own
cadre of  family planning fieldworkers
nationwide and worked with a network of
NGOs to carry out the program providing
reproductive health information and
services to newlywed couples. In 1997, the
government of  Bangladesh incorporated a
focus on newlyweds into its national family
planning strategy, considerably expanding
the program�s coverage. The newlyweds
program is considered an integral part of

Bangladesh�s national strategy to reach the
goal of  a two-child family by 2005.

China Family Planning Association�s
YARH program (Liu et al. n.d.).
Recognizing the growing importance of
addressing adolescent reproductive health
needs in China, the China Family Planning
Association (CFPA) launched an innovative
YARH program in September 2000, with the
goal of  reaching 80 million adolescents in 12
provinces over a five-year period. This project
represents an ambitious plan to start a
program at a large scale in the world�s largest
country. With technical support from the
Program for Appropriate Technology in
Health (PATH), the association will develop
programs for at-risk youth (out-of-school
youth, unmarried sexually active youth, as well
as migrant and working youth) in urban
communities in the selected provinces. The
project includes providing life skills training;
making existing services youth friendly;
promoting advocacy and community
mobilization; conducting training, monitoring,
and evaluation; and documenting and
disseminating results.

Sexuality Education in Mexico (Pick et al.
2000). In 1998, after years of  efforts by
nongovernmental organizations to promote
sexuality education in Mexican schools,  the
Mexico ministry of  education came out in
favor of  comprehensive sexuality education as
part of  the standard school curriculum. Since
then, the course, with accompanying
textbook, has been introduced nationwide in
fifth through ninth grades. Years of  efforts by
private groups preceded the decision by the
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ministry of  education to adopt a nationwide
curriculum. The successful effort to establish
a nationwide sexuality education program
relied heavily on research to overcome
opposition from both organized religious
groups and politicians fearful of  public
opinion. A key study showed that students
taking a pilot sex education course (see the
discussion of  the Planeando Tu Vida
curriculum in chapter 4) were more likely to
use contraception but no more likely to have
sex than students who did not take the course.
As another powerful tool in gaining support
from politicians, advocates used a public
opinion poll showing widespread, though
muted, support among parents for improving
sexuality education. By publicizing the high
level of  public support for these programs,
advocates helped embolden many supporters
who might otherwise have remained silent.
Another key ingredient in the effort to scale
up was a cautious approach that avoided
pushing for the inclusion of  overly
controversial topics such as homosexuality
and abortion in the comprehensive
curriculum. In addition, proponents of  the
sexuality education program reached out to a
broad spectrum of  individuals and
organizations, including some who were
initially opposed to sexuality education in the
schools.

WHAT WE CAN CONCLUDE ABOUT
SCALING UP AND SUSTAINABILITY

To scale up, it is important to know what
types of  YARH programs are effective and
worth scaling up. Although we find a few
examples of  YARH programs that have been
scaled up or started at scale, virtually no
documentation has been done over the
medium to long-term (5�10 year) period nor
has any evaluation been done of  these efforts
and their impact on young adult reproductive
health. The examples listed above are based
primarily on anecdotal information. Better
documentation and evaluation of  efforts to
scale up can contribute to the field�s
understanding of  how to initially design and
deliver larger-scale programs.

Similarly, information about the sustainability
or cost of  YARH policies and programs is
lacking. Thus, considerable need exists not
only to document efforts at scaling up,
sustainability, and costing of  YARH programs
but also to conduct strong research and
evaluation to show the effectiveness of
scaling up and of  sustaining these YARH
efforts.

Furthermore, it is important to consider
scaling up, sustainability, and costing when
initially designing programs. FOCUS has
developed a tool, Getting to Scale in Young Adult
Reproductive Health Programs, to help frame this
process. Other groups should also provide
appropriate tools for YARH program
planners and implementers to ensure that they
plan for sustainability and costing in each and
every major YARH effort.
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made, how information is spread, and how
behaviors are formed and transformed in
their subculture. But more than operating as
�informants,� youth can publicize, network,
raise awareness, and communicate important
YARH messages to their peers (Senderowitz
1998b). Moreover, those youth who do get
involved signal to adults and, more
importantly, to other youth that they are
aware and concerned about their own health,
thus, achieving greater control over their
health and their lives as well as setting a
positive example for their peers to follow
(Rajani 1999).

EXPERIENCES IN YOUTH INVOLVEMENT

Selected FOCUS Experiences in Involving
Youth. Since its inception, FOCUS has
worked to promote youth participation and
involvement in a variety of  activities,
including the following:

�� Identified the issues and the efforts to
involve young people in the publication
Involving Youth in Reproductive Health Projects
(Senderowitz 1998b)

�� Documented various youth involvement and
participation projects, for example, in
Zambia (Phiri 2000), Kenya (Kamanja 1999),
and El Salvador (Rose-Avila 1999)

�� Developed tools to help insure that youth are
involved in planning the reproductive health
programs that will affect them, including
Listening to Young Voices: Facilitating Participatory
Appraisals on Reproductive Health with Adolescents
and Developmentally Based Interventions and
Strategies: Promoting Reproductive Health and
Reducing Risk among Adolescents

T
YOUTH PARTICIPATION AND
INVOLVEMENT IN YARH POLICY
AND PROGRAMMING

The essence of  youth involvement
is a partnership between adults and
young people at all stages of  policy
development as well as program

design and delivery. Youth can be involved in
a broad array of  activities, ranging from
participatory research, surveys, needs
assessments, and situation analyses to the
production of  publications, videos, and radio
programs that are designed entirely by young
people. Peer education in which youth
communicate directly with other youth to
influence their attitudes and behaviors is
youth involvement at the delivery level. Youth
membership on boards of directors and
advisory councils is a form of  youth
involvement and participation in policy
making.

Participation by the beneficiary or target
group is an important principle of  all
reproductive health programs. With youth,
however, achieving this participation is both
more difficult and more important. Adults�
who are sometimes far removed from
adolescents and their families�are typically
the ones making important decisions about
young adult reproductive health. Youth
involvement and participation provide many
advantages to a program, its target audience,
and the participating youth themselves
(Senderowitz 1998b). Youth can tell us what it
is they really need and how best to meet that
need by telling us what they do, with whom,
when, where, and why. They can give us
invaluable insight into how decisions are
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�� In Zambia, worked with the SEATS project
to better understand the reproductive health
situation of  youth in Lusaka; using
participatory learning and action (PLA)
techniques (see chapter 3), FOCUS involved
youth and the community in identifying the
issues and discussing possible solutions at the
earliest stage of  program design (Sambisa
and Chibbamulilo 1999)

�� Supported a comprehensive national youth
survey in Bolivia and then ensured that
young people participated in analyzing the
survey and discussing its implications for
policy; the plan that was finally developed
and promulgated encourages the
participation of  adolescents in health
programs (Rosen 2001d)

�� Worked with the National Youth Office in
the Dominican Republic to engage young
people in the policy-making process and in
local policy implementation. The National
Youth Office set quotas for youth
participation; carefully monitored the level of
participation to ensure compliance; and
recruited youth from diverse associations,
clubs, schools and other nongovernmental
organizations, which resulted in roughly a
quarter of  the participants in the local youth
committee meetings being young people,
including teens as young as 13 (Rosen 2001d)

�� Involved youth in each of  its State of  the Art
(SOTA) training courses held in South Africa
for Eastern and Southern Africa, in Thailand
for Southeast Asia, and in Nigeria for
Nigeria; the youth perspective added greatly
to adults� understanding of  youth issues and
needs at each of  these workshops.

The Youth to Youth for Healthy Life
project in Malawi (Save the Children 2000).
Involving youth in the design, development,
and management of  programs takes
additional time and money. However, that
initial investment can pay off  in terms of
appeal to youth and, ultimately, in terms of
reach and impact. For example, in Malawi,
Save the Children�s Youth to Youth for
Healthy Life project was designed at a YARH
workshop chaired and led by youth who also
helped develop the three-year project delivery
plan. Before the workshop, youth conducted
focus-group discussions among their peers as
part of  the needs assessment and presented
their findings at the workshop. Young people
are now helping to carry out the project as
peer educators and as distributors of
contraceptives. They also participate on the
project management board along with
representatives from the government, NGOs,
and religious associations. Save the Children
believes that this participation has improved
program relevance and effectiveness and has
led young people to feel a sense of  ownership
of the project.

The IPPF experience. The International
Planned Parenthood Federation (IPPF) has
been a leader in youth participation and
involvement, including ensuring that youth are
part of  its decision-making bodies. In 1998,
IPPF convened young people from around
the world to develop a Youth Manifesto, the
organization�s statement of  policy on youth
involvement and programming (IPPF 2000).
A number of  the federation�s affiliates have
taken concrete steps to increase youth
participation. For example, in El Salvador, the
local IPPF affiliate established a �young
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leaders� group. The group gives talks on
preventing unwanted pregnancy, HIV, and
STIs; reviews education and training
materials; develops guidelines for youth work;
represents the organization at international
events; and works with new peer educators on
how to address certain subjects with different
groups of  youth. Youth leaders receive
training and information frequently from
older staff  members with whom they work
closely.

The Youth as Resources program
(Senderowitz 1998b). This U.S.-based
program, which has recently expanded to
three other countries, provides small grants to
young people to identify, design, carry out,
and account for projects that address social
problems and contribute to positive
community change. Youth, in collaboration
with adults, govern the program and are
responsible for making grants. Projects
address a range of  social issues, including
health, housing, education, drug abuse, gangs,
and crime. The programs have succeeded in
attracting a diverse cadre of  involved youth as
well as business and community sponsors. In
the communities where it is active, youth-
adult understanding and partnerships have
increased, often giving youth a voice for the
first time in policy making, governing, and
funding.

WHAT WE CAN CONCLUDE ABOUT
YOUTH INVOLVEMENT

Clearly, many YARH programs recognize the
value of  youth involvement and participation
and have incorporated youth in a number of
ways. As noted in chapter 4, peer-education
programs�an important type of  youth
involvement�can successfully improve youth
knowledge, attitudes, and behavior related to
the prevention of  pregnancy and STIs.
However, few other youth involvement
efforts have been rigorously evaluated for
their impact on sexual and reproductive
behaviors.

Thus, although we find a virtual total
agreement that youth involvement and
participation are important to youth
reproductive health and development success,
the lack of  studies showing their real impact
on policies and programs means that we
know neither that these efforts are in fact
meaningful nor which elements of  them help
generate success. Rigorous evaluation of  the
youth involvement and participation efforts
are needed, including the development of
indicators that show their impact on
programs and policies.
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CHAPTER 7: RECOMMENDATIONS FOR IMPROVING AND EXPANDING YARH INITIATIVES

I In the ideal world, each country
would have in place strong,
supportive policies, effective
channels of  communication to

inform and educate youth about reproductive
health, and a full range of  culturally
appropriate reproductive health services.
However, resources�though increasing�still
fall far short of  the required levels. Moreover,
many donors and country-level decision
makers still need to be convinced about the
benefits of  investing in young adult
reproductive health and of  the devastating
consequences to both individuals and society
when investment is lacking.

Faced with this reality, countries must do what
is financially and politically feasible. To decide
how to best use their scarce resources,
countries must rely on the increasing�albeit
still insufficient�knowledge base of  effective
policies and programs. In addition, rather
than set their priorities in terms of  a single,
rigid set of  actions, countries must adopt a
flexible approach that makes policies and
programs relevant to local needs.

Recognizing these constraints and
opportunities, FOCUS presents the following
recommendations, organized into three
sections. The first summarizes findings on
effective YARH policy and program
approaches, based on the review of  research

1

and evaluation presented in this report. The
second section articulates important
principles critical to the expansion of
effective YARH policies and programs. The
third recommends future priority actions to
fill important gaps in our current knowledge.

RECOMMENDATIONS FOR
EFFECTIVE YARH POLICIES AND
PROGRAMS

1. Carry out continuous and
broad-based advocacy to
support YARH efforts.
Advocacy efforts are key to

building support for policies that promote
YARH programs. Advocacy groups that
widely involve adolescents and the community
and that speak on behalf of the needs of
adolescents are particularly effective in
desensitizing YARH issues and pushing for
positive change. More follow-up and
continuous advocacy for educational and
service delivery programs are critical even
after the enactment of  positive YARH
policies. Funding and technical assistance are
needed to improve monitoring and evaluation
of  policy efforts and to disseminate policies
to the public as well as to officials and field
staff  of  appropriate governments and NGOs.
Advocacy groups can also have a key role in
fostering the multisectoral coordination that is
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needed to effectively carry out youth policy
and to address the multiple influences on
youth behavior.

2. Carry out well-designed reproductive
health education in schools. As the review
in chapter 4 shows, school-based reproductive
health education programs were nearly
universally effective in improving young
peoples� knowledge of  sexual and
reproductive health, including contraception
and HIV/AIDS prevention. Moreover,
approximately half  of  the rigorously
evaluated school programs also significantly
improved key YARH behaviors. Effective
school programs can engage communities,
parents, and education authorities and can
address many of  the risk and protective
factors on the individual, institutional, and
community levels.

Where school enrollment is fairly high, a
comprehensive approach should include
schoolwide reproductive health education to
reach large numbers of  young people. School
programs should begin in primary school�
before young people reach puberty or become
sexually active�to maximize their preventive
benefits, and they should continue into the
secondary years of  education, with age-
appropriate information. Ideally, governments
should scale up these efforts to be national in
scope and should endorse these programs
through official reproductive health education
policies. Once these policies have been
enacted, it is extremely important that school
systems develop appropriate curricula and
materials; train teachers in modern,
participatory teaching methodologies; and
give teachers and school administrators
adequate, ongoing support.

School programs linked with health facilities
need further evaluation to determine
whether referrals to clinics increase young
people�s use of  contraception. Most young
people who are using contraception use
condoms and other barrier methods easily
obtained from nonclinical sources. Thus,
further research is needed to determine how
to strengthen connections among school
programs and commercial sources as well as
among other nonclinical sources of
reproductive health care.

3. Promote condom use through social
marketing programs and mass media.
Young people have a critical need for
information on strategies such as
negotiating condom use and using them
correctly that help this group prevent
unwanted pregnancy and HIV/AIDS. The
condom is particularly suited not only to the
low frequency of  sexual intercourse
reported by many sexually active adolescents
but also to young people who have multiple
sexual partners.

As chapter 5 concludes, social marketing
approaches directed at youth appear to hold
significant promise for promoting condom
use on a relatively large scale and for making
regular condom use more socially
acceptable. Media promotion efforts should
be coordinated with pharmacies and other
private sector outlets that young people
prefer for reasons of confidentiality and
convenience. These initiatives should also
adapt training programs and on-site
materials for pharmacists and owners of
other retail outlets to make these service
sites more welcoming and youth friendly
and to help young people use contraceptives
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correctly. Programs can also use the
communication media to direct youth to
public sector sites that offer condoms to
young people.

4. Carry out broad-based community
initiatives. This paper�s review of  program
effectiveness shows that community programs
across a broad range of  settings and types�
including youth development, peer
promotion, mobilization of  youth and adults,
and community-based distribution of
contraceptives�can be successful in
improving youth reproductive health
behaviors. Typically, these community
programs attempt to influence youth at
multiple levels (as individuals, peers, and as
members of  families and communities) and
can be an important channel to reach the
many youth who are not in school. They give
youth consistent messages and information
from a variety of  sources, often provide
reproductive health services, and support
young people�s decisions to delay sexual
activity and practice abstinence.

Although the community approach is
promising, more evaluation is needed to study
the reproductive health impact of  these
efforts. Topics for further research include (a)
the effectiveness of  outreach programs for
referring youth to clinics and (b) the type of
community service delivery (e.g., peers,
commercial-sector outlets, traditional health
workers) that is most appealing to different
groups of  young people�particularly those
not attending school.

More study is also needed to determine the
impact of  youth development programs on
reproductive health. Many of  these programs

appear to be effective in a specific setting but
may not be replicable or easily scaled up.

5. Build on the promise of  youth-friendly
services. A youth-friendly approach to
YARH services includes special training for
health workers serving youth and efforts to
ensure that staff  treat youth with respect and
confidentiality. Evidence from the relatively
rigorous but limited number of  studies
discussed in chapters 4 and 5 did not show
conclusively that a youth-friendly approach is
more effective in attracting young people to
clinical services. Nonetheless, combined with
the evidence from supportive studies, the
youth-friendly approach is clearly a promising
one, particularly when such programs also
actively work to build broad support within
communities for providing information and
services to young people. It is equally
important to incorporate the principles of
youth-friendliness in services outside the
clinic�in the many community, social,
recreational, and commercial settings where
youth seek reproductive health care. Such an
approach is also promising�though still
largely untested.

Expanding access to high-quality, youth-
friendly clinic services is of  particular
importance to married adolescents, who
presumably face fewer psychosocial barriers
to the use of  public health clinics. These
services are also essential for all youth seeking
diagnosis and treatment of  STIs,
postabortion care, pregnancy testing, and
prenatal as well as postnatal care. To increase
the impact of  the youth-friendly approach,
more study is needed to determine the
patterns of  adolescent sources of  YARH

CHAPTER 7: RECOMMENDATIONS FOR IMPROVING AND EXPANDING YARH INITIATIVES
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information and services as well as the prices
that youth are willing and able to pay for
reproductive health care. Programs also need
to better understand the special needs of
married adolescents.

The idea of  youth centers�which were
intended to offer reproductive health as one
of  many recreational and other services�was
and is still very appealing. However, several
evaluations have found that youth centers are
a relatively expensive and ineffective way to
provide reproductive health care to young
people. Governments and donors need to
redirect scarce resources from further support
for youth centers to more cost-effective,
multicomponent, community-based YARH
programs that reach large numbers of  youth.

6. Enhance peer programs. Peer programs
are culturally appropriate initiatives that can
help change community norms and individual
reproductive health behavior in diverse
settings. Peers are an important source of
information on sexuality and can significantly
influence youth attitudes and risk behaviors.
Despite the promise of  peer programs, a
number of  important questions remain about
how effective they are for those besides the
peer promoters themselves�for whom there
is good evidence of  a positive impact. Many
peer programs suffer from high turnover rates
and need significant levels of  supervision and
continuous training to ensure high quality.
Little is known about the optimal amounts of
time and effort that individual peer promoters
need to be effective in their outreach;
similarly, the impact of  payment or other
incentives on the work of  peer educators has
not been closely examined. More information

T

is also needed about effective ways of
reaching hard-to-reach youth populations
such as HIV-positive youth, refugees, street
children, and commercial sex workers.

RECOMMENDED PRINCIPLES FOR
EFFECTIVE POLICIES AND
PROGRAMS

The following principles of
program design, delivery, and
evaluation are grounded in the
experience that FOCUS and
others have gained in carrying

out YARH programs in the developing world.
Although, in most cases, their impact on
YARH outcomes has not been rigorously
measured, many evaluations have shown that
programs adhering to these principles are
more likely to succeed.

1. Involve young adults in meaningful
ways in YARH policy dialogue and
programming. Involving young people in
designing, carrying out, and evaluating YARH
policies and programs will enhance the
relevance of  these efforts and will increase
the sense of  �ownership� that young people
feel toward the policies and programs.

In whatever capacity it occurs, youth
participation must be real, meaningful, and
sustained rather than token. Organizations
must make youth involvement a core strategy
and not simply mobilize youth on an ad hoc,
temporary basis. Youth must feel that they are
making an important contribution to the
program and that they have a voice in
decisions and outcomes. To involve youth in a
meaningful way, many organizations must
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make fundamental changes in their structure,
culture, and staff  attitudes as well as
significant initial investments of  both
financial and human resources. Effective
youth participation requires training not only
the youth who will participate but also adult
staff  members and volunteers, who must
come to view adolescents as valuable,
contributing members of  the organization.

2. Emphasize condom use and dual
protection to prevent HIV/AIDS and
pregnancy. An emphasis on dual protection
including condom use�especially for
unmarried youth�is an effective way to
address the twin risks of  unwanted pregnancy
and HIV/AIDS. Mass media and social
marketing strategies have shown some success
in reducing the stigma of  condom use, but
more of  these efforts are needed because
many adolescents continue to view condom
use negatively. In many places where public
discussion of  sexual behavior was previously
taboo, concern around HIV/AIDS has
opened up the possibility of  greater debate
and dialogue. Programs should use this
opening to foster support for broader sexual
and reproductive health programming. In
addition, donors and governments need to
find ways to combine pregnancy and HIV
prevention programs and funding streams.

3. Explicitly address gender inequality.
Gender inequality increases the vulnerability
of  girls and young women to coerced sexual
intercourse, unwanted pregnancy, and HIV/
AIDS and other STIs. Policy and program
efforts need to help change prevailing social
norms when they are harmful to girls and
young women. To accomplish these changes,

efforts are also required that will focus more
on young men, including efforts that will
address young men�s notions of  gender and
sexual identity, help to raise young men with
alternative views of  male roles in society, and
promote male involvement in reproductive
health. During adolescence, boys are most
susceptible to social pressures to conform to
masculine norms, so initiatives to transform
those norms and to promote health and
gender equity should begin in early
adolescence or even earlier.

4. Identify the policy and program mix
best suited to the target population.
Schooling, employment, and other
opportunities vary widely for youth within
and across countries. In addition, young
people�s sexual and reproductive health
practices, the magnitude of  their reproductive
health problems, and the availability of
reproductive health care differ within national
settings and among countries. Regardless of
the setting, assessment that is based on good
information should precede any program
effort. This assessment is necessary to
understand this cultural context, the needs,
and the issues as well as to identify the
program mix best suited to the target
population. A number of  tools are now
available to help decision makers tailor policy
and program responses that appropriately
address the variation among youth.22

Programs need to use their limited resources,
first, to provide services to those youth in
greatest need and, then, to use different
strategies that take into account differences in
age, sex, and marital status.
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5. Design comprehensive programs that
address multiple youth needs. The findings
in this report, supported by other recent
reviews of  programs in the United States
(Kirby 2001) and developing countries
(Senderowitz 2000) suggest that
comprehensive, multicomponent programs
may be more effective than narrowly focused
programs in improving reproductive health.
Comprehensive programs combine strategies
and interventions to simultaneously address
the different categories of  risk and protective
factors that influence young people. An
example of  a multicomponent program is one
that works in both schools and communities,
includes a clinical services component, and
uses mass media to promote positive YARH
messages.

6. Design projects with expansion in
mind. YARH programs over the past decade
have tended to be relatively small pilot
projects with limited coverage. To meet the
needs of  the large and growing youth
population, larger-scale YARH programming
is now required. Efforts to scale up should be
based on (a) knowledge about effective
YARH policy and programs as discussed in
chapters 2 through 5 and (b) the lessons
learned with respect to scaling up that are
described in chapter 6. Decisions to scale up a
program also should take into account
information on cost, financial feasibility, and
sustainability. Ideally, before carrying out the
program on a large scale, program managers
would collect credible evidence showing long-
term program impact on key YARH
behaviors. However, given the enormity of
youth reproductive health problems, some
countries�particularly those hit hard by

T

HIV/AIDS�may have to expand programs
while simultaneously measuring program
costs and gathering strong evidence of
program effectiveness.

7. Incorporate monitoring and evaluation
from the start. Programs should establish
clearly defined indicators and costing
mechanisms to measure achievement of
program goals and cost-effectiveness and to
better understand project dynamics to ensure
necessary mid-course corrections. Programs
must also try to better measure changes in
behavior. If  the use of  experimental designs
to measure these changes is not feasible,
programs should use less-rigorous methods
to assess whether an initiative has improved
YARH behaviors. Technical assistance can
help build local capacity for monitoring and
evaluation.

RECOMMENDED FUTURE
ACTIONS

The following list identifies key
future directions for the YARH
community that have been
determined after considering the

FOCUS experience of  the last six years.

1. Pursue additional research. Additional
research is needed on critical influences and
factors affecting YARH behaviors that are
actionable through policy and programmatic
interventions. Within this research, the YARH
community must place an emphasis on gender
norms and behaviors, attitudes related to
protection and acceptability and use of
condoms, and social norms related to age of
first sex as well as age of  marriage and
childbearing.
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2. Assess programs to alter social norms.
Better assessment is needed of  programs that
influence attitudes and practices with respect
to gender roles and equity, women�s status and
opportunities, and sexual responsibility. More
emphasis is needed on programs that use
mass media and other communications,
involve community activities, and work with
opinion leaders and policymakers to affect
social norms.

3. Document the nexus between policy
and effective YARH programming. In
particular, efforts to identify these
connections should study how policy can be
influenced and changed to result in greater
acceptance of  and support for YARH
programming. Moreover, compiling evidence
on the effectiveness of  efforts to influence
policies and contextual factors is crucial to
our understanding of  program priorities and
resource allocation decisions. These studies
should feed into continuing efforts to identify
and disseminate to the YARH community
those elements associated with the successful
development and implementation of  policy.

4. Through policy action, address the
contextual factors that influence young
adult reproductive health. Reproductive
health programs alone cannot address the
many structural factors that affect young adult
reproductive health, including education,
income levels, and job opportunities.
However, YARH advocates can help show
policymakers the importance of  these
connections and can encourage policies that
address allocation of  resources for youth
programs outside the health sector.
Education, for example, is a key positive

influence on the reproductive health of  young
people. Government decision makers must
support efforts to increase the duration and
quality of  schooling�especially for girls.

5. Identify the most important linkages
between YARH programs and other youth
activities, and study practical and effective
strategies to achieve these linkages.
Nonhealth interventions are important and
relevant to improving young adult
reproductive health, but reproductive health
professionals cannot competently or feasibly
carry out overly broad and diverse programs.
Thus, we must establish effective links with
efforts that have related goals, including
general youth development activities,
programs such as micro-enterprise and job
training that try to improve youth livelihoods,
and efforts to expand educational
opportunities. Better evaluation of  these
multisectoral linkages is needed to understand
effective roles and dynamics of  different
sectors and the fundamental institutional
supports needed for these efforts, including
funding mechanisms that allow for programs
that address multisectoral needs.

6. Develop cost-benefit analysis
methodology for YARH programs and
use the methodology in demonstration
projects. This methodology is needed to
practically identify and select project activities,
especially in resource-poor settings, and to
guide decisions with respect to scaling up of
YARH projects.

7. Leverage the private and commercial
sector for greater participation in and
contributions to YARH programming,
including workplace programs and private
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health care delivery. The added participation
and contributions would raise the level of
available financial resources and create
broader reach to clients and consumers. To
inform policy and pricing schemes, additional
research should be done on youth�s
willingness and ability to pay and the extent to
which fees are obstacles to the use of  the full
range of  reproductive health services,
including prevention of  STIs and HIV/AIDS.

8. Undertake studies of  the effects of
scaling up proven projects. At a minimum,
these studies should include the effects of
scaling up through in-school reproductive
health education and social marketing. At the
same time, more rigorous impact evaluation is
urgently needed to determine whether
promising smaller program efforts can
succeed on a large scale and over the long
term.

9. Set realistic goals for sustainability.
Pressure to achieve sustainability too early in a
program can handicap the survival of
budding YARH programs and can hamper
initiatives to scale up or begin operations at
scale. Donors should define sustainability in a
way that supports YARH program objectives
and that takes into account young people�s
limited ability to pay for reproductive health
care relative to adults.

10. Assess how existing public health
structures can be made more youth
friendly and become more effectively used
by youth. In particular, assessments can
begin studying these efforts in many
developed countries and, increasingly, in Latin
America. Government-run services are the
primary source of  essential reproductive

health care in many countries but, typically,
are the most difficult setting in which to apply
the principles of  youth-friendly care.
Nonetheless, it is critical to build on these
extensive existing networks to reach large
numbers of  youth.

11. Establish more effective and
sustainable mechanisms to provide
technical assistance, training, and other
capacity-building measures to
organizations who are planning to reach
youth with reproductive health
programming. A top priority is to strengthen
host country and regional or subregional
organizations that can carry out this needed
work. A major focus of  these efforts should
be on incorporating monitoring and
evaluation into programs, scaling up, and
sustainability. Technical assistance
organizations should provide tools and
materials in major local languages, such as
French and Spanish, to field organizations
and should train local groups how to use
them.

12. Conduct operations research in
different national contexts to identify a
minimum package of  YARH
interventions. Although multicomponent
programs may be the most effective approach,
not all YARH efforts can include large
numbers of  components, and the same
package of  components will not be equally
effective in all contexts. Accordingly, research
should compare the effectiveness and cost of
different combinations of  interventions in
different contexts. The goal of  this research
would be to identify a minimum YARH
intervention package that programs could
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apply in most if  not all settings. At the same
time, research should continue to explore new
and innovative approaches to meeting YARH
needs that build on research findings to date.

13. Expand investment in young adult
reproductive health. To reach even a modest
proportion of  the developing world�s youth
with effective YARH programs requires a
much greater investment on the part of
governments, donors, and communities.
Moreover, the way in which programs are
funded must also improve. First, to allow
efforts to take root and significantly affect
YARH behaviors, donors should support
long-term funding of  programs, including
evaluation and research. Similarly,
governments need to make an ongoing

CHAPTER 7: RECOMMENDATIONS FOR IMPROVING AND EXPANDING YARH INITIATIVES

commitment to YARH programs by
institutionalizing these efforts through
permanent administrative structures and
budget authority. Second, international
donors�who fund a substantial proportion
of  YARH programs in many countries�must
better coordinate how and where they commit
resources at the regional and country level.
Finally, improving young people�s
reproductive health requires a
multidisciplinary approach that goes beyond
the health sector. Governments, private sector
organizations, and donors need to make their
funding mechanisms more flexible to
encourage effective partnerships and linkages
among groups working in education,
employment, young adult reproductive health,
and youth development.
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APPENDIX A 
FOCUS STRATEGIC FRAMEWORK 

FOCUSIUSAID, 1995 

Promiring young adult policy 
approachei and model 

programs identified through 
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APPENDIX B 
FOCUS RESEARCH AND EVALUATION 
CONCEPTUAL FRAMEWORK 



APPENDIX C 
FOCUS ON YOUNG ADULTS: KEY QUESTIONS 
GUIDING FOCUS ON YOUNG ADULTS PROGRAM 

Broad Key Questionr Key Questions 

Why should policymakers and programmers 
focus on reproductive health (RHI programs 
for youth? 

A What demographic trends relote to youth? 
A What are the dimensions of specific health issues (well-being, SIllHlVlAlDS, high-risk pregnancy, general 

nutritional needs, anemia) of youth? 
A What are the sociaeconomic consequences of poor health and unintended pregnancy among youth? 
A What human rightr and gender issues pertain to youth? 

A What do youth perceive their needs to be? 
A What do program evaluations and research identity as youth needs? 
A Haw do reproductive health needs relate to other youth needs hg., education, employment)? 

A What social, cultural, econamic, and politico1 canditionr cantribute to risk behaviors? 
A At what levels of social structure (e.g., individual, fomily, community, institution) can risk behaviors be 

A What research methods are needed to assess risk far RH problems? 
A How can research results inform policy and programs? 

A What has been the experience in initiating programs? 
A What policy actions kg., advocacy, demonstration projects) have stimulated YARH octivitier? 
A How can training influence program development? 
A What role can leaders play in stimulating YARN actions? 

A What are the strengths and shortcomings of different types of adolescent reproductive health programs in 

What ore the reproductive health needs of 
youth? 

What works to change the environment and 
the youth behaviors that put youth at risk 
far AH problems? 

influenced? 

What works to initiate programs? 

What works in program design and 
implementation? terms of the following? 

o Program ond iervirc imw . Coverage . Quality . Replicability . Scaling-up . Cost and Cost-effectiveness . Sustainability 
4 locioldeterminonh 

Gender issues and differences . Violence . Poverty 

. Haw have programr enhanced their strengths and dealt with shortcomings? 
o huh$ lnvalvemenf 

CO~MW on page 103 



continue from p*ge 102 

Broad Key Quertianr Key Quertianr 

What workr in program derign and 
implementation? 

Community-bared Progromr 
A What +per of community-based initiativer (e.g., outreach, youth centerr) lead to poritive RH outcomes 

A Haw can existing community graupr and rocial inditutionr be mobilized to act or catalyrtr far change in 

A How can peer and parental involvement have a poritive impact on youth RH? 

Mars MediallEC Pragramr/Iocial Marketing 
A What rtrategicc, chonnelr, and content reach variwr youth populationr (e.g., out-of-school youth, high-rirk 

groups, married youth, young men)? 
A What recammendotionr can be made far program content? far project rurtainability? for linkager with 

exirting products and rervicer? 
A Haw can the private rector be mobilized to promote positive RH merrager far youth kg., through the 

recognition of the profitability of marketing youth irruer)? 

(defined or participation, knowledge, rkillr, attituder, rervice use, and behavioral change)? 

rocial and cultural normr (through individual action, collective action, or bath)? 

Health facilitier 
A What componentr of health facility rervicer hod to positive outcomer among youth? 
A What recommendationr can be made for rervice content? for provider recruitment and training? for 

counieling training and methodr? for the phyrical environment? far houri of operation and flcxibility in 
appointmenti? for Stand-alone or integrated clinics? 

A Haw con adult rervicer be adapted to increare their dfectivencrr in rerving youth? 

Ichoal-bared Progromr 
A What componentr are mortly likely to reiult in poritive outcomer at variour ager and grader? 
A What recommendationr can be made for rexuality education, rkillr training, and other curricula? far training 

of inrtructorr? for clarrroom teaching methodr? for family l i fe €ducation out of rchoal? for parental 
involvement? 

or rchool-linked)? 
A What recommendationr can be made far rekrral to health and arroriatd rervicer? for locntion (rchool-bared 

Workplare Prograrnr 
A How daei the workplace environment protect youth from or expare them to RH health rirks? 
A What recammendationr con be made to get workplace management to rupport Rtl  programr in the 

A How ton workplate programr be linked to ather RH education ond health rervicer? 

Organizational Networks and Coalitianr 
A What rtrategier work best in initiating and building networkr among youth-friendly arganizatianr? 
A What recammendationr can be made to farter program collaboration ond resource rhoring? 

workplace? On content and types of programr appropriate to the workplace that lead to paritive outcomer? 

Continue on page 104 
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Broad Key Qucdianr Key Quedianr 

What workr to increore program coverage 
and ure? 

A What factors and procerrer lead to program expanrion? 
o What policy and program conditions are necerrary, beneficial, or harmful? 
o What management factorr kg., cortr, quolily control, monitoring, and evaluation) are needed? 
o What traininglrupervirion irruer are involved? 
o What are the factorr and the procerrer for inrtitutionalizotion? 
o What policy and program conditionr are necesary, beneficial, or harmful? 
o How can commitment to sustain progromr be reached? 
o What ore the critical decirion points? 

A What typer of programr hove led to increared demand and urc of rervicer? 

A What methodr and mearurementr are needed by policymakerr, program managerr, rervicc providers, and 

A How can low-cart monogement information sydcmr and other quantitative and qualitative data onalyrir be 

A How can the effect on adolercentr be evaluated in programr that cater to a11 age groupr? 
A How con rerultr be used in decision making to improve rervicer, pragromr, and policier? 
A What methodr and mearurementr capture changer in perceived social and cultural normr? 

What workr to evaluate youth AH 
progromr? youth to orrerr effectivenerr? Aearurer of tort? 

developed and promoted? 



APPENDIX D 
NOTES ON METHODOLOGY AND SOURCES OF DATA 

METHODS FOR FOCUS- 

AND PROTECTIVE FACTORS IN 10 
COUNTRIES (CHAPTER I) 

SPONSORED RESEAMCH ON RISK 

populations exposed to sex education and 
reproductive health intervention programs; 
and a cross-national comparative study of 
DHS data assessing the effects of girls’ in- 
school status on age at initial participation in 
sexual intercourse. Appendix E summarizes 
FOCUS-sponsored survey data, the country in 
which each survey was undertikp, the type of 
sample used, and the reproductive health 

outcomes examined for each data set in 
multivariate analyses. The individual-, peer- 
partner-, family-, institutional-, and 
community-level factors tested in country- 
specific analyses are listed also. 

Comparability of Analysis. The similarities 
among the FOCUS-sponsored surveys and the 
fact that the analyses were guided by a single 
project permit comparison of fairly similar 
models, most of which provide information 
on several of the factors identified in each of 
the five broad categories, or levels of 
influence, identified above. Because of 
variations in sample size, however, and 

methodological decisions made in 
collaboration with local research and program 
counterparts, none of the FOCUS surveys or 

analytic models are identical in terms of the 
independent variables included in the models. 
Nonetheless, all make use of similar 
multivariate statistical approaches for both of 
the primary outcome variables discussed here, 
whether or not a respondent had ever had 
sexual intercourse and whether or not he or 

she had used a condom at last sexual 
encounter. 

Analytic Methods Used. Logistic regression, 
pooled logistic regression, and survival 
analyses were used unless otherwise noted. All 

three of these approaches are appropriate for 
dichotomous outcome variables, such as ever 

having experienced sexual intercourse, or 
whether or not an individual used a condom 
at last sex. The analytic models examining the 
factors associated with sexual initiation are 
available for all 10 countries, and they have 

larger samples available to them for statistical 
analyses than do the analytic models 
examining the factors affecting condom use at 
last sex (which are available for only 8 of the 

10 countries). 

Sample Size Limitations. Unfortunately, in 
the statistical models examining the factors 

affecting condom use, sample sizes do not 
permit multivariate analyses of the cases 



involving young women in Paraguay, Peru, 
and Jamaica. Despite these limitations, this 
body of research suggests that certain factors 
are particularly robustly associated with 

whether or not adolescents have experienced 
sexual intercourse. Though the fmdings 
presented for the outcome variable of 
condom use are less def~t ive ,  it is hoped that 
they will motivate further investigation of the 
most common factors affecting contraceptive 
use among young people. 

Unclear Direction of Causation. The data 
analyzed for this report were obtained from 
cross-sectional surveys, and thus it is often 
not possible to determine the direction of 
causation between the factors and outcomes 
considered, only that they are statistically 
associated. For example, though it can be 
concluded from the analyses that peer 
behaviors are significantly associated with 

selected adolescent reproductive health 
outcomes in many countries, it cannot be 
determined from the available data whether 
associating with sexually acrive peers occurs 

after inexperienced young people themselves 
become sexually active or, alternatively, 
whether associating with sexually active peers 
actually accelerates sexual debut among the 
sexually inexperienced. Panel or reaospective 
history data are needed to determine which of 
these explanations is the correct one (see 
chapter 6 for suggestions for further 
research). 

Educational Attainment versus School 
Attendance as an Indicator for Schooling 
Effects. Educational attainment may not be 

as good an indicator of sexual experience as 
school attendance or school enrollment when 
interviewing young people who have not yet 
completed their education and for whom we 
have incomplete information. Thus, in the 
FOCUS-sponsored studies, when assessing 
the effects of schooling using educational 
attainment or literacy as predictor variables, 
only in the case of South Africa was 
educational attainment significantly associated 
with sexual debut for young men, and in this 
instance, its effects ran in the opposite 
direction from those of school attendance 
and school enrollment. Similarly, though 
educational attainment and literacy variables 
were significantly associated with sexual 
initiation for young women in Ghana and 
Zimbabwe, in the case of Ghana, educational 
attainment was positively associated with 

sexual debut whereas school enrollment was 
negatively associated. A study in Kenya 
showed current enrollment in school to be 
associated more with lower levels of sexual 
activity than with the level of schooling 
attained (Ajayi et al 1991). A study in 
Botswana showed mixed results: boys were 
more likely to have had sexual experience if 
they had some level of secondary education, 
and current enrollment had no significant 
effect on sexual experience. For girls, current 

enrollment was associated with lower levels of 
sexual experience, and having a secondary 
education had no significant effect. Studies in 
Kenya and Liberia (Nichols et al.1987) 
showed that current enrollment in school had 
a greater negative influence on pregnancy 
than the level of schooling achieved (Ajayi et 
al1991; Nichols et al.1987). 



LIMITS OF THE EVIDENCE BASE 
FOR MEASURING EFFORTS TO 
AFFECT THE ENVIRONMENT FOR 
YARH PROGRAMMING 
(CHAPTER 3) 

studies document successful interventions. A 
number of factors explain the absence of this 

evidence. First, the evaluation of these 
strategies must take place at the macro level, 
either through institutional or community 
assessments, surveys of opinion makers, or 
reviews of policy documents, legislation, and 
regulations. Most assessments or evaluations 
of interventions focus on changes in 
knowledge, attitudes, and behaviors at the 
individual level of survey respondents, a 
technique ideally suited for assessing changes 

in goals 2 and 3, but less well suited for 
assessing changes in the overall environment 
in which an individual lives. In addition, even 
when such macro-level reviews or impact 

assessments are undertaken, they are rarely 
conducted using experimental or quasi- 
experimental design approaches, particularly in 

the case of policy formulation and 
implementation. Documentation of the 
effectiveness of YARH policy initiatives 
usually comes from more descriptive efforts to 
document the development of successful or 
promising policy initiatives and the changes 
that have occurred in the availability of 
information and services for young people 
(Rosen 2001d); Calves 2000; Oliveira et al. 

2000; Stern and Reartes 2000, Gutierrez, 
Gogna, and Romero 2000; Luke 1998; 
Callender 2000). 

METHODS FOR REVIEW OF THE 

EFFECTIVENESS 
(CHAPTERS 3-5) 

LITERATURE ON PROGRAM 

databases were searched for studies related to 
young adult reproductive health over the 
period 1990-2001: POPLINE, MEDLINE, 
and ERIC. A search was also conducted of the 
database for USAID’s Center for Development 
Information and Evaluation, which lists 

program evaluations and other documents 
from USAID-supported activities. Examples 
of keywords used in the database searches 
include youth, adolescents, schools, school- 
based, sex education, social marketing, mass 
media, AIDS, family planning, condom, 
pregnancy, program effectiveness, program 
evaluation, developing countries (specifically, 
countries in Africa, Asia, Lath America, and 
South America), community, and research 

studies. Only studies for which data were 
available for adolescents (age 10.19) or young 
adults (age 20-24) were included in the review. 
Programs that targeted broader age groups 

* 

were considered only if evaluation results were 
presented separately for adolescents, young 
adults, or both. 

In addition to the database searches, a 
comprehensive search for other, unpublished 
literature was undertaken. Individuals and 
organizations working in the field of 
international reproductive health were 
contacted and requested to provide copies of 
reports on and evaluation studies of their 
adolescent reproductive health programs. 



The bulk of the fmdings presented in 
chapters 3 through 5 are the result of 
evaluation studies undertaken during the 
1995-2000 period. However, because the 
number of rigorous evaluations of YARH 
interventions in developing countries remains 
modest, studies undertaken during the 1990- 
1995 period and a small number of pre-1990 
studies were included in the synthesis of 
fmdings. It was, however, necessary to set a 
cutoff date for the inclusion of studies in the 
synthesis to allow sufficient time for the 
report to be published. The cutoff date 
chosen was May 1,2001; that is, the synthesis 
includes all evaluations and studies available in 
published or unpublished form prior to this 
date. Unfortunately, the cutoff excludes from 
consideration evaluation fmdings from some 
ongoing studies whose findings had not been 

disseminated by this date. 

Three of the rigorous studies found in the 
literature search concerned nonpregnancy- 

related outcomes; two focused on nutrition- 
related outcomes and one on breastfeeding 
behaviors. Because their small number 
precluded arriving at conclusions as to the 
effectiveness of interventions directed to such 

outcomes, these studies were not included in 
this document (nor in the 40 studies cited 
above). 

LIMITATIONS OF THE REVIEW OF 
PROGRAM EFFECTIVENESS 
(CHAPTERS 3-5) 

have been compiled and reported. These 
programs would appear to be only a modest 
proportion of the adolescent reproductive 
health initiatives that have been undertaken in 
developing country settings. We have no way 
of knowing whether the programs for which 
evaluation results and program output data 
have been reported are “representative” of all 
programs undertaken to date with respect to 
the level of success in achieving their 
objectives. 

Second, among the programs that have been 
evaluated or for which program output data 
have been reported, the review is limited to 

those whose fmdings have been reported in 
peer-reviewed journals or disseminated to the 

adolescent reproductive health community in 
the form of program reports. In the case of 
peer-reviewed journals, a bias is likely to 
operate in favor of the more successful 

programs because, although “negative” 
findings are as scientifically important as 

“positive” fmdings, journals tend not to 
publish large numbers of studies reporting 
negative results. It is also possible, although 
less clear-cut, that reports of successful 

programs have been more widely 
disseminated by sponsoring and 
implementing agencies, and among the 
available program reports, a bias is likely to 

favor the more successful undertakings. 



Third, the fmdings reviewed underrepresent 
the impact of programs directed to 
nonreproductive health outcomes that may 
have had unmeasured impacts on the 

reproductive health of adolescents. For 
example, as the use of drugs appears to be 
associated with a higher likelihood of risky 
sexual behaviors among adolescents (see 
chapter I), effective drug prevention 
programs may well have a positive impact on 
sexual risk-taking behaviors. However, if 
these impacts were not measured and 
reported in connection with program 
evaluations, they could not be included in the 
review of evidence. 

Fourth, although reports in Spanish and 
French were sought out, most of the studies 
reviewed were in English. This language 
limitation will result in an underrepresentation 

of impact fmdings from studies published in 
other languages. 

Fifth, because data on program costs were 
virtually nonexistent in the literature that was 
reviewed, the review does not address the 
issue of cost-effectiveness. Cost-effectiveness 
is a crucial issue in dedding how to spend 
limited resources in Y A W  programs and 

whether to scale up a program. Nevertheless, 
establishing the effectiveness of alternative 
program approaches in achieving program 
goals is an important step in addressing cost- 
effectiveness. 

Sixth, the review does not systematically 
address sustainability and replicability. These 
issues are considered in chapter 6. It should 
be noted, however, that informed discussion 

of these issues is contingent on empirical 
evidence as to the effectiveness of alternative 
program approaches because it is unclear as 
to why programs that have not been shown to 
be effective should be sustained, expanded, or 
replicated. 

Seventh, again, because information in the 
materials was insufficient, reviewers were 
unable to ascertain whether programs that 
failed to achieve an impact failed because the 
program approach used was flawed or 
because the program was not well carried out. 
Consequently, the findings are likely biased 
toward understating the effectiveness of the 
program approaches considered. 

Eighth, studies were designated as providing 
“strong evidence or as being “rigorous” 
according to their capability to address the 
question of attribution with respect to 
interventions. Other factors, of course, can 
determine the strength or rigor of a study- 
for example, the measurement tools and field 
procedures used. However, because of 
insufficient information, it was not possible to 
make informed judgments as to the merits of 
studies based on criteria other than their 
capability to address the question of 

attribution with respect to interventions. 

Finally, in summarizing findings across 
studies, simple proportions were used-for 

example, the proportion of social marketing 
programs in which impact on condom use 

was observed. These summary statistics 
should not be mistaken for a formal meta- 
analysis, which would require that much more 
data be compared across settings than were 
available for the present review 



APPENDIX E 
DETAILS ON FOCUS SURVEYS EXAMINING 
INFLUENCES ON REPRODUCTIVE HEALTH BEHAVIOR 

Organization Country Date of Sample Iize Age Range Geagraphit 
Iurvey (N) location 

Outtomr Variable 

PIIIPROMEIA Paraguay 
follow-up to 
Magnoni, 
Robinson et 01. 
(2000) study in 
Paraguay* 

focus Peru 
follow-up to 
Magnani, 
Gaffikin et 01. 
(2000) Study in 
Peru* 

f0CUS Brazil 
follow-up to 
Goffikin et 01. 
(2000) study* 

ford foundation, Chile 
IHU, CfMERA 

Hope Enterprirer, lomoico 
Addiction Alert 
Organization 

October 1,575 males 15-19 yearr 
1999 and females 

Ieptember- 6,962 males 13-18 years 
November and femoler 
1998 (2,759 males; 

4,203 females) 
In-school 
rumple 

November 3,520 males 11-19 yeorr 
1999 and females 

In-rchool 
sample 

November- 3,915 maler 12-20 yearr 
December and femaler (0-age a t  inter- 
1996 In-rchool view; retrorpective 

sample information) 

Urban and Ever had sex 
peri-urban N= 605 moles; 649 femoler 

No. of recent partners (lost 6 months) 
N= 504 moler; 540 femoler 
Modern contraceptive method use at first rex (moles only) 
N= 306 
Modern method ure at lart rex (males only) 
N= 306 

Urban, peri- Ever hod sex 
urban, and 
regional 
capitals months) 

N= 2,532 moles; 3,985 females 
No. of recent partnerr among those who ever had sex (lad 3 

(males only) N= 1,995 males 
Modern method ure at firrt rex (among those who ever had sex) 
N= 600 males 
Modern method ure at last rex (among those who ever had sex) 
N= 250 males 

Urban and fver hod sex 
peri-urban N= 1,088 males; 1,237 females 

Modern method use a t  first sex (among thore who ever hod sex) 
N= 720 maler; 533 females 
Modern method ure at  lad rex (among thore who ever hod rex) 
N= 724 moles; 532 femaler 

Iontiago Ever had sex 
(urban) N= 1,903 males; 2,010 females 

September- 1,956 males 10-15 yeorr Kingrtan Ever hod iex 
November and female, (urban) N= 751 males; 499 females 
1999 Modern method ure at first rex 

In-rthool N= 410 moler 
sample Modern method use at last rex 

N= 410 males 



Organization Country Dote of 
Iurvey 

fOCUS 
follow-up to 
Kouwonou and 
Amegee (2001) 
rtudy* 

IHU 

Boreline ~UNV 

lSI/fOCUS 

Boreline IUNV 

f0CUS 

Moyo et 01. 
(2000)* rtudy 

fOCUS, Horironr, 
M e o w  Il, 
Population 
Council 

follow-up to 

logo Noveniber 
1998 

Ghono April-luly 
1998 

Zambia September 
1998 

Zimbabwe September 
1999 

south Africa kptember- 
October 
1999 

Iomple I i ze  
(N) 

2,083 moles and 
temoler; 
1,881 ringler 
(only single 
romple used for 
modelr of "ever 
hod re<; only 
single romple 
"recently rexuolly 
activr" used tor 
other model3 

5,632 molar and 
femoler 

2,328 molar and 
femaler 

606 moles and 
temoler 

3,096 moler and 
femolcr (1,402 
moler; 1,694 
temolerl 

Age Range Geographic Outcome Variable 
location 

10-24 yeorr Lome, capitol Ever had rcx 
of Togo; 
population- 
bored 
romple 

N= 926 moler; 925 femoler 
No. of recent portnerr among thore who ever hod rex (2t 
partnerr in lost 12 monthr verrur no partner or one portner) 
N= 405 moler; 425 femoler 
Modern method ure at firrt rex (among thore who ever hod sex) 
N= 398 moler; 413 femaler 
Modern method use ot recent rex (among ruuolly active in l ad  3 
monthd 
N= 235 moler; 329 femoler 

12-24 yeorr Notionol Ever hod rex 
romple N= 2,033 molar; 1,442 femoler 

No. of lifetime portnerr (among thore who ever hod sex) 
N= 826 moler; 847 temaler 
No. of recent rexuol partnerr among thore who ever had rex (had 
>I partner in lort 3 monthr) 
N= 770 moler; 815 femoler 
Modern method ure at firrt rex (among rexuolly active unmarried 
youth) 
N= 792 moler; 555 temoler 
Modern method ure ot lost rex (omang ruuolly active unmarried 
youth) 
N= 621 moler; 505 temoler 

10-24 yearr Urban and Ever hod rex 
peri-urban 
rectionr of 
lurako 

N= 968 moler; 993 femoler 
No. of lifetime portnerr h a n g  thore who ever hod sex) 
N= 553 moler; 568 femoler 
No. of recent portnerr among thore who ever hod rex (hod >1 
partner in lost 3 month3 
N= 611 maler; 574 female, 
Modern method UIP at lait rex (among thore who ever hod sex) 
N= 509 moler; 347 femoler 

12-24 yeorr High-denrity, Ever hod rex 
reridential 
oreor of Gweru 

N= 344 moler; 241 femaler 

14-22 years Durban mefro fver hod rex N= 1,009 moler; 1,104 femoler 
ore0 and No. of recent portnerr (in lort 12 monthr) 
Mtunzini N= 458 maler; 400 femoler 
dirtrictr of Modern method ure ot firit rex 
Kwo Zulu- N= 687 moler; 733 temoler 
Notol province Modern method UIP at lad rex 

N= 565 maler; 641 femaler 

NOR.: * Ice opmndix I for citation ond detoilr. Iomple iim differ becaure of rntrirtionr on romt rubich of the overall complc and becoure of the wlume of miicing dota. 



APPENDIX F 
DISTRIBUTION OF THE FOCUS STUDY SAMPLES BY 

SEX, AND CONTRACEPTIVE USE AT LAST SEX* 
SEXUAL EXPERIENCE, CONTRACEPTIVE USE AT FIRST 

Outcome Paraauav Peru Brazil Chile Jamaica Ioao Ghana Zambia Zimbabwe Iouth Africa 

f i f f i f ~ f ~ f ~ f n ~ n f ~ ~ ~ f ~ f  

Ever had rex 
N (713) (867) (2775) (2025) (1261) (2238) (1149) (742) (943) (948) (2618) (1905) (1122) (1168) (352) (254) (1399) (1693) 
Yer 56.7 31.7 27.4 5.9 76.2 29.1 53.9 11.9 43.9 45.4 43.3 54.9 59.8 54.7 38.1 13.8 51.1 44.9 
No 43.3 68.3 72.6 94.1 23.8 70.9 46.1 88.1 561 54.6 66.7 45.1 40.2 45.3 61.9 86.2 48.9 55.1 

Method ure at 
firrt sex 

N 
Ured any 
method 
N (209) (113) 
Used condom 51.9 41.6 

Method ure at 
lad rex 
N 
Ured any 
method 
N 
Used modern 
contraceptiver 
N 
Used condom 
N 
Used female 
methods 
N 
Traditional 
methodr 

(754) (115) (893) (652) 

43.5 44.4 47.6 62.8 

(754) (115) (906) (659) 

54.8 56.8 82.3 83.6 
(906) (651) 

74.8 69.3 

(410) (429) 
31.0 29.4 

(619) (89) (828) (592) 
29.9 53.9 17.6 26.5 

(260) (114) (399) (63) (906) (659) (619) (89) (235) (329) (7691 (559) (653) (628) 
64.7 42.0 80.9 53.9 72.1 51.1 34.6 44.9 50.0 40.6 42.9 37.0 38.7 27.7 

(235) (329) 

1.3 3.3 
(235) (329) 

20.3 20.3 

(715) (7571 
20.6 21.6 

(134) (33) 
84.3 75.8 

(630) (718) 
55.2 43.9 

* //pfcfor more informofion on thew WNCyi, $90 appendiwi f, 6, ond H. Iornple size in this foble differ from thole in other tobler b p w e  of redridions on m e  h e t i  of fb owroll iornple ond 
bmuce of fb volume of miiring dda 



APPENDIX G 
FINDINGS FROM SURVEYS EXAMINING INFLUENCES 
ON SEXUAL DEIBUT* 

Antecedent Variablei Paraguay Peru Brazil Chile Jamaica Toga Ghana Zambia Zimbabwe South Africa 
~ 

Individual-level 
Characteristics: 

Puberty 
Age i. 

Rocelfthnicity 

RegionlRes idence I V  

Educational attainment1 N I A  
literacy 

MaritollUnian status 

School attendance 

Worklfmployment N I  
ReligionIReligiosity 

Knowledge of contraceptives1 
condo m s 

Knowledge of risks of IIIIHIVI 
pregnancy 

liberal attitudes re: 
premoritol sex 

Higher self~efficocyllocus of 
control (general) 

Higher self-efficocyllocus of 
control re: sexual relations, 
contraceptive use 

fngogement in noniexuol risk 
behaviors 

M t  
f -  

t 
N I  t t t t t t t 

N I  N I  M: I V  
f N I  

I V  

NI 
t t t 

N I B  N I A  NlA N I  M N I  M N I  N I  M t  
f: t f: - f: N I  

N I A  N I A  N I A  M NI M NI M N I  
f -  f -  f: - 

N I  NI t 
N I  NI N I  

M t  N I  
f: N I  
M -  - 
f: N I  

t 

M- 
f N I  

M: N I  M: N I  
f: - f -  

t M: t 
f N I  

NI t t 

Peer and Partner-level 
Peer nelwork extensiveness 

Peerdfriends ore sexuolly 
activelhwe experienced 
pregnoncylobartian 

didn’t hove sex 
Peerrlfriends would ridicule if 

Peerlfriend perceptions 

N I  

t t 

M t  
f: N I  

N I  

f: - 
Mt N I  M N I  
f N I  

t t t 1 M NI 
f t  

important 

activities f N I  
fngogement in nonsexuol risk N I  . .. t 



Antecedent Variables Paraguay Peru Brazil Chile Jamaica logo Ghana Zambia Zimbabwe South Africa 

Communicotion with friends 

Communication with lost/ - 
about IRH 

current partner re: rexuolity/ 
I11/AIDI/ pregnancy 

M t  
f N I  

t 

family-level 
living with one parenl 

(vr. both) 
living with other 

(vr. both porentr) 
Parent< education 

Iocioeconomic rtotur 

Mother had adolercent 

Iirter hod premarital 

Connectionr with parmtrl 

[ammunitation with parentr 
Communication with porentr 

pregnancy 

pregnancy 

other odultr 

about IRH 

NI 

R: NI N I  
f t  

M N I  M: N I  
f -  f -  

N I  
M NI 
f -  

N I  N I  N I  N I  

M: t N I  M N I  M: N I  
f NI f t  f t  

M t  N I  M t  M -  
f N I  f:- f -  
t 

M t  
f N I  

NI 

M -  
F: NI 

M -  
f N I  

M -  
f: NI 

Ichool-level 
Connectionr to teacherr 

Perceived level of rafety/ 
violence at school 

M N I  
f:- 
t 

M: - 
f N I  

Community-level 
Community economic rtotur 
Connectionr with community 

Protective community 

Perception of Iexuol activity/ 
pregnoncier among odolercentr 
or common 

environment 

N I  
NI 

NI NI M NI 
7 

M N I  
f -  

t 

Kq Logend: 
t = Positive oaQdOtiQn 
- = N q a t i n  oirocidion 

* NOTf: for mare information on f h w  rurvqr, ice oppendirei €4. Iomplc iim in thij table will differ from thoir in other tables becourt of reitridion, lo diffmnf ,ubds of fhc ovemll m p l c  ond the 
wlurne of “mining doh.” 

NI = Not rignificonl a1 lhc .05 level I V  = I ign i f imt  WriQtiOn within & g o r i a <  ot lhr .05 1kn1 M = hole 
IRH= Iam ond Rcprodrtive Rt~lIh 

f= fenlola 
Blank = Not meoiund Nlb = No1 opplimble for population ihdied 



APPENDtX H 
FINDINGS FROM SURVEYS EXAMINING INFLUENCES 
ON CONDOM USE DURING LAST SEXUAL ENCOUNTER* 

Antecedent Variables Paraguay Peru Brazil Jamaica logo Ghana Zambia South Africa 
(Mole, Only) (Molcr Only) 

Individual-level 
Charocterirticr: 

Age 

RaceIEthnicity 

RegionIReridence 
Educational attainment1 

literacy 
Ichaol attendance 

WorkIEmploymcnt 
Religion/Religiority 

Knowledge of contraceptiverl 
condomr; rirk of HlVl 
p r e g n a n c y 
Poritive attitude toward condom ure 
Perception of being at rirk for 
IIIIHIV; worried about 
getting HIV 
liberal ottituder re: premoritol 
rex; gender egalitarian index 
Higher relf-eff icacyllocur of 
control (general) 
Higher relf-efficacyllocur of 
control re: rexual relotionr, 
contraceptive ure 
Engagement in nonrexual rirk 
behoviorr 

N I  
I V  

NI A: N I  
f I V  
IV 

NlA  NIA N lA  N I  

NI NIA N lA  NIA N I  M N I  
f t  

N I  N I  NI 
M I V  
f N I  

N I  N I  N I  M t  
f N I  

t 

N I  

N I  

t 

M t  M: NI 
f N I  f -  

t M t  
f: N I  

t NI 

N I  N I  t 

N I  M t  
f: N I  

Peer and Partner-Level 
Peer network extenrivenerr N I  

ore rexuolly activelure f N I  
condomrlhove experienced 
pregnancylobortion 

important 
Engagement in low-rirk 
activities with friends 

Perception that peerr/friendr NI - NI NI M- 

Peerlfriend perceptionr N I  

- 



Antecedent Variables Paraguay Peru Brazil Jamaica (MOICI Toga Ghana Zambia South Africa 
(Molcr Only) (Maler Only) Only) 

Communication with friends t NI M t  
about IRH f: NI 
Ure of condom during first EX 
Age of recent partner - 

t 

(continuour) 
Recent partner from rame 
neighborhood 
Communication with last/ NI 
current portncr re: sexuality/ 
IIlIAlDIlpregnoncy 

M NI 
F -  

t t t 

familylevel 
living with other than both N I  - NI NI 
porentr' 
Parents' education NI 
Socioeconomic rtatur NI t NI  
Iirter had premoritol 
pregnancy 
Connections with parentdother NI  NI NI 
family memberr 
tammunitation with porentr N I  NI t NI 

Ichool-level 
Connectianr to teocherr 
Perceived Iwel of rofetyl 
violence at  rchool 

NI NI 
NI 

Community-level 
Community economic rtatur 

Connectionr with community 

Perceived level of rofetyl 
violence in the community 
Perceived norm: many in the 
community use condamr 

NI 

1: t 
F: NI 

M N I  M -  
f: - f t  

M NI 
f -  

NI 

Key legend: 
t = Positive omriotion "=.Me 
- = Nqotive ai,otidiom IRH= I~xuol and Reprod& Heolth 

NOT€$. 'for more infornolion on lhere m'vcy', see oppndiai E 4  Iample r i m  in this table will difftr from thobe in other tahlcr due to rertridion~ to different rub-iefr of the OVCIQII IOmplc, and the 
wlumt of "mirring dOt0." 

' for Pea-"mother only* 6. 'bofh parenti." 

NI = No1 cignifiront 01 the .05 kvel I V  = Iignifiiant variation within iotegorier of the .05 Ikw f= fmolr 
Blank =Not measured N/A = Not opplirohle for populotion iludicd 



APPENDIX I 
DETAILS ON THIE 39 AVAILABLE EVALUATION 
STUDIES WITH STRONG RESEARCH DESIGNS' 

fOCUI rponrored rtudier ore rhoded. 

School Proaromr 

Study Information Sample Dercription Ifudy Rerultr 

Author(r)/Publication location/ Age/ Program Dercription Design Analytic Rerultr: Change in Canclurionr/lmplitotionr 
Dote/Iitle Iomale ( M  Gender Methods Outcam$ 

2 Abolfotouh (1995) Arir region 14-19 
of south- yearr 

Saudi Arabia Moler 
The Impact of o l e t  wertern 
ture on AID1 on 
Knowledge, Attitudes Crow only 
and Beliefr of Male rectional 
Ithool-Age Adole$- 1 ~ 8 3 8  
cenfr in fhe Arir re- 
gion of Iouthwertern 
Iaudi Arabia 

One lecture on AIDS Quori-experimentol; porftert only Chi-rquorc 
education given by a five retondory rthoolr for maler tertr 
rchool doctor an World AIDS were randomly relected to re. 
Uoy 1992 wive intervention. l i x  monthr 

later, three of there rchoolr and 
three controlr were randomly 
thoren for porttert, 
Portfert: (6 months offer one- 
time intervention) intervention n 
=335; control n =503 

Overall knowledge 
about AlDI: 0 

fear of getting HIV/ 
AIDI: t 

One rarion ii not long enough; 
need to integrate AID5 educa- 
tion with rthool camprehenrive 
health curriculum;. Certified 
health inrtructorr ore the bert- 
qualified individuolr to provide 
AID5 education. The need exirtr 
for training, curriculum guider, 
and moterialr for both rtudentr 
and edutotorr. 

3 Antuner et 01. (1997) loo Paulo, 18-25 four 3-hour rerrionr Experimental, longitudinal rtudy bnalyrir of Communication with Progromr need to conrider the 
€valuating on AIDS Brazil yearr Content: HIV/AlDS risk with one pre- and two porttedr; tovorionce partner: rocioetonomic context of HIV 
Iexuol Risk Reduction N=394 Work full behavior, rexuol normr, wait-lirt control design approach to compare Moles: 0 risk behoviorr. Ihe qualitative 
Program for Young time and knowledge, ottituder, four rchoolr randomly thoren to boreline femoler: t component reveolr that HIV ir 
Adultr in Public Night attend condom use; teacher receive intervention (two) or to and Number of rtudentr but one of many concerns, in. 
Ichoolr in loo Paula, high training, small peer be control (two) follow-up who changed rirky be- cluding unwonted pregnancy, 
Brazil school in outreach component, and Preted: n=394 hovior between unemployment, houring, vio- 

bareline and podtedr: lence, and drug use. Progromr 
need to challenge traditional 

Commitment to rofcr High lorr to followup occurred 
lox: or the rerult of rubjett rtreri 

from working full time and 

evening 
Moler and community rupport; bored test): n =304 (77% of boreline) 
femoler on AID5 Rirk Reduction Podtart 2 (1 year after preteit): femoler: t mole rex roler and normr. 

public eventr to generate Portted 1 (6 monthr after pre- 
Moles: 0 

Model of Behavior Change n = 198 (50% of barelinel 

Moler: 0 
femoler: 0 going to rchool. 



School Programr ant. .. 
Itudv Information Iamde Dercridion Itudv Rerultr 

~ ~~~ 

Author(r)/Publication locotion/ AgelGender Program Dercription Derign Analytic Rerultr: Change in Conclurionr/lmplicationr 
Dotellitle Somple (4 Methods Outcome’ 

4 Aplorco et 01. (1995) Manila, Mean In-rchool curriculum bored Quasi-experimental; longitudinal, Two-tailed Knowledge of AIDS bi- Involvement of teacherr in CUP 

Rerultr of a Model Philippiner oge = 14 on Cognitive learning clurter-randomized, controlled student t ology, tronrmirrion, riculum development focili- 
AIDS Prevention Pro- N=845 yearr Theory; curriculum in- trial, pretert, and two porttertr tertr; and prevention: t toted occeptance and care of 
grom for High School Maler and cluded lecturer, gomer, four high rchoolr were randomly ertimote HIV-related implementotian. However, the 
Studentr in the Phil- femaler role playing, and group relected to be either intervention of attitudes: t curriculum war too extenrive 
ippiner dircurrionr; 2-day teacher (two) or control (two) rites. interclorr Overall intended pre- for the clarrroom period and 

workrhop alro imple- more time wor given to boric 
mented 12 rerrionr; 40 from each grode war either the by onc- Agreement that sex sex and drug education thon 
minuter each over o 6- intervention or control. woy rhould be delayed: t AIDS prevention. Ihe outhorr 
week period Pretert: n=845 onalyrir of recommend expanding and im- 
Content: Sexuality, AIDS, proving thir intervention with 
Illr, immune ryrtem, relf- tion of 6-week intervention) in- intenrive student participation. 
erteem, decirion-making tervention n =420; control Ieacherr need more training, 
rkillr, and refural rkillr and the curriculum rhould in- 
for unwonted rex dude more information on 

AIDS ond building of rkillr to 
refure rex and rerirt peer prer- 

Behavior change not mearured 

Within each rchool, one clarrroom correlotion ventive behavior: 0 

Porttat 1 (2 weekr after comple- variance 

n =384 
Porttert 2 (8 weekr after comple- 
tion of 6-week intervention) in- 
tervention n =420: control 
n=384 rure. 

5 Cacerw et 01. (1994) Lima, Peru 11-21 formal education cuiricu- Quasi-experimental; longitudinal Paired 
Evaluating a School- N=1,213 yeorr; lum guided by a theoreti- rurvey of intervention and con- student t 
Bared Intervention median caI framework using be- trol youth; prc-and porttertr tertr; 
for SWAlDI Preven- oge = 15.5 hoviorol theories, modelr Adalercentr in 14 rchoolr were multiple 
tion in Peru yeorr of AIDS risk reduction and randomized into intervention and linear 

Primarily theories of empowerment; control groupr. regrerrion 
Catholic curriculum included dircur- Pretert: intervention n =604; 
Maler and rionr, verbol exercirer, and control n =609 
femaler role ploying; teacherr Porttert (immediately following 

were trained in a 15-hour intervention-4 monthr ofter prc- 
workrhop over a %day pc- test) intervention n =406; con- 
riod trol n =402 (67% of bareline) 
Seven weekly, 2-hour rer- Paired Student ttertr; multiple 
rionr linear regrerrion 
Content: lncrearing Ill/ 
AIDS knowledge, improv- 
ing attitudes, and devel- 
aping rkillr to ure 
condomr 
Three-month intervention 

Knowledge of Sex: t 
Knowledge of AID5 

lhir intervention war designed 
to be a short, intenrive educo- 
tional effort aimed at  older 
adoleicentr unable to partiti- 

Poritive rexuality otti- pate in longer term rex educo- 
tuder: t tion programr. further rerearch 
Mochirmo (gender role on genderlmochirmo irruer 
ottituder): would rtrengthen curriculum;. 

Moler: 0 
femaler: t 

Maler: t Authors alro ruggert looking ot 
femaler: 0 how thir approach could be 

Attituder toward con- adapted to other rettingr. Pro- 
traceptiver: t gromr murt conrider rtructurol 
Attitudes toward rupportr (cg, porent pro- 
condamr: t gramr, condom dirtribution, i n  
Dirtrimination against dividual counreling) to encouI- 
people with HI! t age behavioral change. 
Behavioral intentionr: Behavioral change not mea- 
t wred 
Self-eff icacy: 

Maler: 0 
femaler: t 



Ichool Programr cant. .. 
Itudv Information Sample Dercription Itudv Rerultr 

Author(r)/Publication location1 AgelGender ProgramDercription Design Analytic Rerultr: Change in Canclurionrllmplicationr 

6 CEOPA, lHU/PCI Iokoto, Mean age formal curriculum Quari-experimental; bareline and Student t Knowledge of benefit Same variability war abrerved 
(1993) Kono, and of junior itnplemented in recondory follow-up rurveyr, panel design tertr of family planning, beheen zones (north verrur 
€valuation of Populo- Barno Setandory rchool clarrroamr; Intervention took place in rix AIDI, reproductive south) and by level of educo- 
tionlfamily l i f e  rtater in rchoalr = rubgraup expered to rtater; in each one, three rchoolr anatomy, and rignr of tion Sunior recondory rchool or 
Education the 14.25 intenrive “Population1 received the intervention and malnutrition: renior recondory rchool). 
Pragramme in Iec- northern Mean age family life Education” three were control,. One ~ I O I I -  Ienidrouth: t Curriculum beginr to fill the 
ondary Ichaalr in zoner; of renior campaign and more room from each rchool war ran- Others: 0 gap in adolercent knowledge. 
Nigerio Anabra, recondory frequent monitoring viritr domly choren to participate in Knowledge of 5111: 0 TO abrerve effect will take 

Riven, and rchoolr = baining given to 462 the rtudy. Attitudes about mo- longer than 1 rchool year. Pro- 
Oyo rtater 17.2 teacherr in curri(uIum and Bareline: n=3,194 nogamy: t gram olra needr more of an 
in the 
routhern and 39% in northern zones; 11 monthr af- planning: Did not examine reproductive 
zoner of femaler ter bareline in routhern zoned Ieniorlnorth t health behaviorr. 
Nigeria n =2,209 (70% of bareline) Others: 0 
N=3,194 Attituder about mar- 

Datellitle Iample (4 Methodr Outtom$ 

60% moler participatory methods follow-up: (1 year after bareline Attitude toward family “action” orientation. 

riage: 0 
Attituder toward fam- 
ily rize: 

Molar only Suniorl 
narth): t 
Others: 0 

Dircurrian of PopIflE 
topicr: 

Ienior and junior1 
routh: t 
Others: 0 

7 Coplan et 01. (in Benin City, Not formal and peer Quasi-experimental, pre- and Chi-rquare Knowledge of Illr: t Health-reeking behavior among 
prerr) €do, reported education about rexually parttert with intervention and tertr Ielf-reported Ill odolercenti can be improved 
Iexual Behavior and Nigerio transmitted infection! control groupr rymptamr: t through better health educa- 
Health Careleeking h o t  Content: Ill rymptomr; four intervention riter,eight can- Ure of private phyri- tion and counreling. Iexuality 
Behavior for Iexually reported complicationr from tral riter cianr or pharmacirt for education in the rchoolr ir a 
Iranrmitted Direarer nontreatment; haw to Pretest and portted 1 year apart I11 treatment: t cart-effective way to provide 
among Nigerian inform partner$; Numberr in graupr not available Ure of candomr: t informotion. lroining of health 
Youth prevention, erpecially from rummary report care providerr in youth-friendly 
(Bored an rummary correct uie of condomr rervicer ir critical. 
report) Selected doctorr, 

pharmacirtr, and “patent 
medicine“ vendarr were 
trained to provide 
confidential and high- 
quality rervicer to youth; 
peer educators referred 
rtudentr to there providerr 



School Proaramr tont.. 

Study Information Sample Drrcription Study Rerultr 

Author(r)/Publicatian location/ Age/Gender ProgramDercription Design Analytic Re&: Change in Conclurionr/lmplicationr 
n M l i t l n  (omnln fM Methods DutcomG ,.’, - _. _. .. . . - 

8 €gglertan et 01. 10 ‘new 11-14 years Specially developed Quasi-experimental; longitudinal Chi-square Knowledge of The Study war rigorour, meth- 
(2000) recondary” 7th grade family-life education rtudy with bareline and two fol- tertr at or- pregnancy prevention odalogically round. Mutational 
€valuation of a and ‘all rtudentr a t  curriculum IOWUp rIJN@yr rociation; and condom ure: t pragramr for youth can have 
“Sexuality Iducotion age“ bareline One rerrion per week for five intervention rchaolr; five ttertr, (not rurtained at rhort.term effectr, but the 
Program for Young rchaolr low to 1 year control rchoolr (urban and rural) and multi- follow-up 2)  need exirtr to conrider what 
Adolercentr in lo- acrorr lower Content: Reproductive Bareline: intervention n=426; variate lo- Knowledge of when elre ir necerrary to obtain a 
moico’ lamaica middle anatomy and phyriology; control n =519 girtic re- pregnoncy occurr: - longer term effect (more than 
lackron et 01. (1998) N=945 rocia- benefitr of rexual follow-up 1: (9 monthr after grerrion Attituder about rexual 1 year). Participatory teaching 
Ihe lamaica Adoler- economic abstinence; negative bareline) intervention n =392; bring GEI activity: t methodr and rmaller clorr size 
cent Study: final Re- rtatur conrequencer of rexual control n =476 (boys were more methodr) (not rurtained at are recommended to 
port Maler ond activity and pregnancy; likely to be lort at follow-up) follow-up 2) rtrengthen impact of interven- 

femaler trantmirrion, rymptomr, follow-up 2 (21 monthr after Attituder on tion. 
and treatment of 5115; bareline) intervention n =339; parenthood: t 
family planning; peer control n =379 (not rudained ot 
prerrure 
Compariron group: regular 
rex education progrom 

follow-up 2) 
Sexual initiation: 0 
Ure of contraceptive: 0 

9 fwo le  ef 01. (1999) Ibadon, Mean age Six weekly rerrionr held in Experimental; longitudinal de- Chi-square Knowledge about Behavior change, rpecifically 
condom use, needr more otten- A School-Bared AIDS Nigeria of inter- rchaolr, each larting from rign; pre- and parttert evaluation tedr of or- AIDI: t 

€ducation N=433 vention 2 to 6 hours; included four rchoolr (two intervention rociotion Aftituder toward tion in there pragramr. The 
Programme for Set- group = lecture, film, role play, riter; two control) and analy- people with AIDI: t program requirer more time 
ondary School Itu- rir of vori- Proportion of rtudentr and motivation on the pad of 
dentr in Nigeria: A Mean age errayr used to relect intervention and once rexually active: t rtudentr; rurtoinability irruer 
Review of fffective- of control Number of rexual part- and expanrion of the program 
nerr group = randomly far each rite (two ormi nerr: t must be addrerred. lhere pro- 

17.8 yearr (among rexually active gramr need to have a perron 
Maler and Pretert: intervention n =233; participantr) with AIDS rpeak out to combot 
femaler control n =217 Ure of condom at lart negative altitudes. 

sex: 0 
Conrirtent ure of a 
condom: 0 

AIDI: t 

17.6 yearr debate, rtorierlrongr, and Multirtage rampling technique 

control riter with rtudentr chosen 

with 20-25 rtudentr in each) 

Porttert: (6 monthr after cample- 
tion of intervention) intervention 
n =223, control n =210 (96.2% 
of bareline) Knowledge about 

10 Harvey et 01. (2000) KwaZulu- 13-29 Three-phare droma-in-edu- fxperimental; pre-and porHert linear Attituder toward HlV/ The program needs mearurer 

Condom ure: t (among incidence over time to arrerr 
rexually active partici- the impact of there +per of 

Sexual activity: 0 

€valuation of a Natal years cation intervention: evaluotion, panel design regrerrion AIDS: t ruth or changer in HlV 
Drama-in-Education province, Maler and (1) tearhen, nurser, and, Seven poirr of rchaolr random- 
Programme to In- Iauth femaler actorr presented a play .ized to receive intervention or 
(reore AIDS Aware- Africa in each rchaol; bookletr about HIVIAIDS pantr) programr. No evidence of 
nerr in South African N=1,080 
High Schoolr: A Ran- ured participatory Portted: (about 8 monthr after Number of rexual or other changer in rexual 
damized Community methodr in drama pretest, 6 monthr after comple- partners: 0 behavior patternr war found. 
Intervention lrial workrhopr; tion of intervention) n =699 he r  had STI: 0 Concernr were roired about 

rurtainobility of intervention 
and high ottrition rate, but 6- 
month follow-up period rhowr 
it had more than a rhort-term 
effect. 

(2) teacherr and rtudentr Pretert: n = 1,080 increare in number of partnerr 

(3)rtudentr made a preren- (64.7% of bareline) 
tation on “rchool open 
day” to celebrate d - 
mination of program. 

Control group had o book- 
Id only. 

hvm Ywr h u  Rvaoouiivt HUM: Aciiom im IHI Nm Dm 
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Study Information Sample Dercription Study Rerultr 

Authar(r)/Publicatian location/ AgeIGendcr ProgromDercription Design Analytic Rerultr: Change in Conclurionr/lmplicatianr 

11 Klepp et 01. (1997) Arurha and Primary ‘Ngoo” (rhield) education Experimental; longitudinal rur- Analyrir of Expoare to AID1 infor- School program led to cam 

Date/Title Sample (4 Mcthodr Outcome’ 

AIDS Education in Kilimonjoro rchool program implemented over vey; randomized, controlled cam- covorionce motion and communica- rnunity oworenerr about AIDS. 
Tonzanio: Promoting regionr of children 2 to 3 months in primary munity trial with preond and tion: t High rater of attrition an fol. 
Risk Reduction Tanzania 6th grade- rthoolr; curriculum adapted porttertr adjurted Knowledge about lowup rerulting from rchool 
among Primary N=1,063 1992 to rural and urban reftingr; 18 rchoolr (6 intervention; 12 meanr to AIDI: t dropout rater rhow need for 
Ithool Children 7th grade. iiitervention guided by o tontrolr) were included in Study; determine Attihdn toward people dfortr to reach out-of-rchool 

1993 thearetical framework in the intervention groups in direction with AlDI: + youth. The need exirtr to 
Klepp et 01. (1994) Mean age uring thean/ of rearand each region, at leait one rthool of Attihdpt toward having rtudy long-term dfectr of 
AIDS fdutatian for = 13.5 action and racial learning war urban, remi-urban, or rural intervention rexual intercourre: 0 programr like this one. What 
Primary School Chil- Males and thwry Pretert: n =1,063 effect Subjective norms and br- hoppenr when the interven- 
dren in Ionzanio: An femoler 20 houri of clorr time; Porttert: (12 months after pre- hoviorol intentions to- tion group leover rthool? 
Evaluation Study teacherr received 1 wwk of tert) n =814 (77% of bareline) 

training tcrcourrr t 
ward huving rexuol in- 

Initiation of rexual inter- 
course during prrviaur 
year: 0 

12 Kuhn et 01. (1994) Cope Town, 12-30 Pilot AIDS education Quorimperimentol; pre- and Pearran Kndedge about Intervention had paritive im- 
Participation of the Iouth years; program; participatory parttnt, fwo crorr-rectionol chi-rquore AIDI: t pact on knowledge and atti. 
School Community in Africa mean methodr ured to dptign and rompler tedr Attituder toward peaple tudn, but authors exprerr 
AIDS Education: An N=567 age = 18 iinplment program; One rthool only (ha tlorrer from with AID5 t concern about lingering mir- 
Evaluation of o High low SEl iiicluded role playing, each grade received intervention; Belidr about perronol conceptionr about AID5 after 
School Programme in Molcr and videor, gomn, and art comporiron group came from rurcqtibility or wlner- intervention. The need exirtr 
South Africa femoler octiviticr nearby rchool in some cammu- ability to AIDS: 0 for ongoing interventionr to 

Mean liltenre, high-profile fotur nib) lntentionr to ure ree lasting impact and behav- 
age = 14.5 on AIDS in rchwl aver o 2- Pretert: (took place after pro- 
Maler and week period gram planning) intervention in rerpanre to AIDS: 0 change requirer more teacher 
femoler n = 231; control n = 336 Communication with and parent involvement, 

Portted: (no information on fol- prentr, prerr, teacherr, which ir difficult in the con- 
lowup period) intervention n = rexuol potinerr, and td. kothcrr do not w n  
206; control n =276 nurrn about open to incrcarcd workload, 

AIDS: + and they need better training. 

condomr and other plonr ior change. Achieving that 

- 
h l Y  I 
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Itudv Information Iamde Dercridion Itudv Rcrultr 
Authar(r)/Publicatian location/ Age/Lender ProgramDescription Design Analytic Rerultr: Change in Canclurionr/lmplicotionr 

Date/litle Iamole (M Methods Outcame' 

13 Mbizvo et 01. (1997) Selected Mean Health education program Experimental; boreline and two 
fffectr of a Random- rchoolr in age = 14.5 cansirling of IB materialr follow-up surveys with random- 
ized Health fduco- Zimbabwe Maler and (Ieafletr, pomphletr, ized experimental and control 
tion Intervention an (exact females porterr) and lectures groups in rural and urban areas 
Arpectr of Reproduc- location Content of IEC moterialr: five intervention rchoolr, three 
tive Health Knowl- not Male reproductive control rchoolr 
edge and Reported reported) function, sexuality, HIV/ Boreline: intervention n = 
Behaviour among Randomized AIDS, female reproductive 1,159; control n =530 
Adolercentr in Zim- clurter function, anatomy, Illr, follow-up 1: (5 months after 
bobwe derign for human rexuality and bareline) intervention n = 

rompling rerpanrible behovior, 1,103; control n =502 
Rusakaniko et 01. N=1,689 unwanted pregnanq, follow-up 2 (9 monthr after 
(1997) contraception, and coreer boreline) intervention 
lrendr in Reproduc- porterr n=1,071;control n=518 
live Health Knowl- 
edge following o 
Health Education In- 
tervention among pregnancy and 
Adolercentr in Zim- contraception; human 
babwe sexuality and rerpanrible 

Content of lecturer: 
Reproductive biology; Ill/ 
HIV/AIDI irruer; unwanted 

behavior 

Comporiron Knowledge of men- Health education in rchoolr har 
between rtruation: an impact on knowledge; pori- 
groups - t (5 monthr) tive trends of knowledge on 
Chi-rquare 0 (9 months) reproductive health, IIlr/HIV/ 
testr and Knowledge of wet AIDS hove been observed. 
Wilcox- dreams: 
on two- t (5 months) 
rample 0 (9 months) 
testr, Knowledge of preg- 
9-month 
trend months) 
analysis Knowledge of family 

planning: t (5 and 9 
monthd 
Ever had sex: 0 (5 and 
9 monthr) 

nancy: t (5 ond 9 

14 Munodowah e l  01. 
(1995) 
fffectivenerr of 
Health Inrtruction 
Provided by Itudent 
Nurser in Rural Iec- 
ondary Ichoolr of 
Zimbabwe: A feari- 
bility Study 

five rural formr 2 Analyrir of Knowledge of Ills, 
secondary and 3 provide health indruction and porttert; nonequivolent con- covariance, HWAIDI, drugr, and 
rchoolr in (equivalent to in-rchool adalercentr or tral group dergn chi-square alcohol (14 out of 24 
Zimbabwe to 9th and a requirement for five rural rchoalr participated tertr items): t 
(exact 10th graduation at nursing (three intervention schools; huo 
location grader) rchool; nurrer received in- control rchoald 
not Males and rervice training far 2.5 Pretert intervention n=141; 
reported) femaler how, two timer o week control n =I44 
N = 285 for 6 weekr Porttert: (immediately fallowing 

Itudent nurser orrigned to Quari-experimentol; linked pre 

Studentr attended 14 40- 7-week intervention) interven- 
minute clarrer over a 7- tion n=141; control n=144 
week period. 
Content: III/HIV/AIDI 
prevention; drug, alcohol, 
and tobacco ure 

lhir rtudy demonrtrated the 
feoribility of uring nurrer to 
provide inrtructian about Ill/ 
HIV/AlDI and rirk behaviorr, 
thus relieving overburdened 
trotherr. Making this activity a 
requirement for graduation 
from nurring rchool demon- 
rtrated political will an the 
part of the MOH and the gov- 
ernment. Derpite this high-level 
commitment, however, the 
rtudy reveoled a need to over- 
come rerirtonce on the part of 
teacherr and rchool officialr, 
especially their objectionr to 
inrtruction about condom use. 
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Author(r)/Publicotion location/ AgeIGender ProgromDercription Design Analytic Rerultr: Change in Conclurionrllmplicatianr 

15 Murray et 01. (2000) Santiago, Moler and Ichoal and health facility Quasi-experimental; four rounds l i fe table Knowledge of human Program produced changer in 

Date/litle Sample (4 Methods Outcome’ 

An fvoluotion of on Chile fernoler education oroarom: of doto collection from March techniauer reoroduction md Ills knowledoe and behoviorr. Hav- 
I “ ,  

Integrated Adolorcent Crorr- 7th-12th curriculum implemented 1994 to November 1996 
Development Pro rectionol grader over 2-year time period Two intervention riter; three con- 
gram for Urban ken- rample Content Heolthy trol riter 
ogerr in Santiago, N=4,238 dotionshipr; rexuality; Boreline: intervention n =2,512; 
Chile Ilk; gender: rirk control n =1,736 

behoviarr ruth or drug ure follow-up I n=2,247 (8 
and rmoking manthr after bareline) (doto (01- 
local adolercent rerearch Iected only at intervention riter 
and rervicer group for monitoring purporer) 
(CEMIRA) provided follow-up 2 intervention 
additional information n =2,242; control n =1,920 
ond referralr to clinic (20 monthr after boreline) 

follow-up 3 intervention 
n =1,940; control n=2,l95 (32 
manthr after boreline) life table 
techniquer 

(index): t ing the ch re r v i ce r  at the 
Knowledge about rchool may have resulted in 
Ilk t higher contraceptive ure 
Knowledge of contra- among rexuolly active students. 
ception: 0 Ihe curriculum war rigorourly 
Attitudes (teen preg evaluated and rupparted by 
noncy, rexual relotian- parentr, teocherr, and rtudentr. 
rhipr between 
youth): 0 
Sexual activity: 0 
Contraceptive ure: 

Males: 0 
femoler: t 

Method ure at lart 
sex: 0 

16 Pick de Weis and Cuojimolpo Average Two treatment groupr: Quori-experimental; bareline and Itudent r General knowledge: t Itudy war limited by age dif- 
Palor (1989) and age range: (1) traditional rex two follow-up rurveyr, panel de- tedr Communication with ferencer among the three 
Development and Padierna, 13.4-14.9 education curriculum Sign Rerultr parentr: 0 groupr, rmall romple size, and 
longitudinal fvalua- Mexico Males and (2) new “Planeando tu Intervention rubjectr compared bared on Perception of condom the young age a t  the three 
tion of Comparative N=491 temoler vido” (Planning your with two control groupr, one re- only 8 ure and accerr: t groupr. (Mort youth had not 
Sex Education Courrer life) curriculum ceiving traditional rex education monthr of Ielt-eff icacy hod their rexual debut) The 

lwa-day training included and the other receiving no rex 
for educotorr education data terirticr”): t are thus limited. 
12 rerrionr-2 per week Bareline: intervention n=159; Iexual initiation: 0 
for 6 weekr Contraceptive ure at  
Content: Relationrhipr; follow-up 1: (4 months after firrt rex: 0 
decirion making; murse completion) intervention 
interperronal 
communication with 
portnerr and parentr: 
cinertivenoi with the 
troditionol rex education 
curriculum 

follow-up Yperronality thoroc. findingr on contraceptive ure 

control N = 133 and 199 

n =130; control 16 148 and 192 
follow-up 2 (8 months after 
courre completion) intervention 
n =123; control k 105 and 188 



School Prosramr cont. .. 
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Authar(r)lPublicatian Lacatianl AgeICender PragramDercriptian Derign Analytic Rerultr: Change in Canclurianrllmplicatianr 
Dotellitle Iamole (8 Methods Outcome’ 

17 Ieidman et  01. lantiago, Mean age Valuer-bared fertility Quasi-experimental; baieline and Student t 
(1995) Chile of inter- awarenerr/rexuality followup ~UNCV~; panel design tertr 
fertility Awarenesr N=532 vention education curriculum Pretert: intervention n =289; 
Education in the group = called “Teen Itar“ in control n =243 
Ichaalr: A Pilot Pra- 16.1; mean private and public Parttest: (8 monthr after pretest 
yam in lantiago, age of recondary rchaals and a -immediately following inter- 
Chile cantral padrecandory rthaal; vention) intervention n =289; 

group = parental approval required control n =243 
15.6 far participation 
Maler and 18 clarrer (of unrpetified 
femaler length), reparated by 

gender for firrt 8 clarrer 
leachcrr of biological and 
racial rciencer received 
workshop training 

Attituder about abrti- Authors note that intervention 
nence: 0 war not implemented cansir- 
Aflituder about rex: 0 tently in a11 rchoolr. In same 
Peer influences: 0 rchaalr, the topic war taught 
likelihood of having or a reparate caurre; in others 
xx within next year: 0 it war integroted. 
fertility oworenen: + No control war in place far de- 
Initiation of rexual magraphic differencer in inter- 
activik t vention and control groups. 

18 I h u i t a l .  (1999) Iarati 
Increared Iexual Ab- Dirtrict, 
rtinence among In- Uganda 
Ichool Adalercentr or N=400 
a Aerult of Ichool 
Health Education in 
Iarati Dirtrict, 
Uganda 

Average Education program aimed Quasi-experimental; pretert md Chiquare Knowledge of Rather than jurt dirreminate 
age = at increaring accerr to parflert design with P7 rtudentr tertr, AIDI: 0 information, education pra- 
13-14 information and reraurcer at pre- and parttertr crarr-tabu- Communication be- gramr Should encourage cam- 
Maler and tween peers and teach- municatian and interaction 
femaler making, improved domly from 3 counties within the err about sex: t among participantr during 

for healthy sexual decirian 38 primary rchaalr charen ran- 

Communication between didrict; 10 rtudents randomly re- Perception that peers implementation of the prajed. 
adolescentr about Iccted from each rchaol are sexually active: 0 Goad supervision of ettartr ir 
sexuality, and improved Pretest: intervention n =287; Agreement that abrti- critical; the quality of imple- 
quality of rchaol rydem control n=113 nente ir goad: t mentation is probably mare 
to implement education important than details of the 
program intervention n =280; control Number of partners: 0 curriculum. 
Adivitier: One-day n=120 
renritivity training for 
1aca1 leaderr and 
headmarterr; KAP I U N ~  
and focus groupr on 
sexuality irruer to infarm 
program design; increated 
rupervirion of rchaal 
health program; meetingr 
of parentr, teacherr, and 
community leaderr to 
dirturs health education 
irruer; training far ‘ h i m  
women” and rcience 
teacherr; training at local 
teacheo‘ college in rchaol 
health and AIDS 
curriculum; anrwering 
quertianr in student box 

latianr 

Porttert: (2 yearr after pretert) Iexual activik t 



School Proorami cant.., 
Study Information Sample Dertription Study Rerultr 

Author(r)/Publication location/ Age/l;ender Program Dartription Design Analytic Rerultr: Change in Conclurionr/lmplicationr 
Dote/Iitle Iomple (M Methods Outcome’ 

19 Itanton et 01. (1998) Omuroti 15-18 Adaptation of US.-bared Experimental; randomized inter- Chi-rquare Perception that they Thir type of intervention i r  ef- 
lncreored Protected and years; “fOCUI on Kids” program, vention trial; boreline,ond three tertr could find candomr: fective but cortly. The need ep 
Sex and Abrtinence Caprivi, mean bored on racial cognitive port-intervention rurveyr; longi- Moler: + irtr to find woyr to modify rw 
among Namibian Namibia age = 17 theory program called tudinol SJN~Y of intervention (2 and 6 monthr) cerrful US.-bored progromr for 
Youth following o N=515 Moler and “My future ir My Choice” and control youth femoler: t low-rerource rettingr: Relevant 
HIV Rirk-Reduction femoler 14 after-rchool rerrionr 10 rchoolr were relected; youth (12 months) cultural adaptotionr con make 
Intervention: A Ran- with groupr of 15 to 20 within each rchool were ron- Perception that they US.-bored progromr ruccerrful 
domired, longitudi- rtudentr 2 hourr a week could ark for condomr in developing country rettingr, 
no1 Study fur 7 weekr tion or control group; control a t  clinic: 0 reducing the actual program 

Content: Empharir on group received intervention after Belief that they could development cortr. Gender dif- 
fitzgerold et 01. obdinence and rafer rex the final follow-up survey put condom on: ferenter in intervention re- 
(1999) practicer Boreline: intervention n=262; Moler: 0 rponre must be oddrerred when 
Ure of Wertern-Bored revising the program. The pro- 
HIV Rirk-Reduction 40 hourr follow-up 1: (2 months after and 12 month<) gram must concurrently in- 
lnterventionr Iorget- boreline) n =452 Intention of uring creore condom availability. fur- 
ing Adolercentr in an follow-up 2 (6 monthr afler condomr: ther monitoring and evaluation 
African Setting bareline) intervention n =209; Moler: 0 indicatorr ore needed to track 
(some design) control n =I70 femoler: t (2 program ruccerr and thollenger. 

domly orrigned to on interven- 

facilitator training laded control n =253 femoler: t (2,6, 

follow-up 3: (12 monthr after monthr) Biological morkerr ore erpe- 
boreline) intervention n =201; cially needed to corroborate 
control n =158 and 12 monthd self-reported behavior. 

Alcohol ure: + (2,b. 

Delay of rexual initio- 
tion: 

Moler: 0 
females: t (12 

monthr) 
Condom ure (thore 
who become rexuolly 
active during interven- 
tion): 

Moler: 
t (2 months) 
0 ( 6  rnanthr) 
0 ( 12 ma.) 

femoler: 0 
Number of rex 
portnerr: 0 
Perception h o t  they 
could refure sex with- 
out o condom: 0 



School Proaramr cant. .. 
Study Information Sample Dercription Study Rerultr 

Author(r)/Publication Locotion/ Age/6ender Pragrom Dercription Design Analytic Rerultr: Change in Canclurionr/lmplicatianr 
Dote/litle Iamole (M Methodr Outcome' 

20 Ihongkrojoi et 01. Northeod Moler ond Two interventions: Quori-experimental; longitudinol Chi-rquore Knowledge: 0 Autharr note that doto regord- 
(1994) Thailand femoler (1) ertoblirhed o learning design; boreline and follow-up tedr Aworenerr of high-risk ing high-rirk rexuol behavior 
AID5 Prevention N=2,909 environment that rurveyr rexuol behavior: 0 were unreliable. 
omong Adolercentr: provided information Two intervention rchoolr; one Aworenerr of the ben- 
An Intervention Itudy on Illr, HIV, and safer control rchaol; one high rchool; efitr of condom use: 0 
in Northeart Thailand rexuol behavior and one vocotionoI/commerciol Righ-rirk rexuol behov- 

(through videotoper, rchool in each group ior: 0 (unreliable data) 
rliderhowr, leofletr, Bareline: n =2,909 
and porterr); follow-up: (6 monthr ofler 

(2) training for peer boreline) n =2,356 
counrelarr in I€C 
activities for each 
clorr and in how to 
make referrolr to 
clinicr 

21 Wilron et 01.. (1991) Zimbabwe Mean Intervention group: One €xperimental; longitudinal de- Anolyrir of Knowledge about The need exirtr for tkillr-bored 
An fxperimentol (exact age = 23.1 rkillr-bored education rign; pre-and porttertr variance condomr: t progromr with well-trained 
Comporiron of Iwo location %dent rerrion in rchaol larting Prdert: intervention n =42; Knowledge about (01- leaden, and there ore not 
AID5 Prevention In- not teacherr 90 minuter control n =42 rect ure of condomr: t enough of there individuolr in 
terventianr omang reported) Molar and Adiviticr: Condom Porttert: ( 4 monthr after inter- Ielf-eff icocy: t mart oreor of Africa. The need 
Young Zimbobweonr N=84 femoler demandrotion; role vention) intervention n =42; Perceptionr of borrierr olio exirtr to train AID5 educa- 

playing; large and rmoll tarr and to develop training 
group prychodromo; video implied in report) packager and monuolr or well 
Control group: partnerr: t or o ryrtem of rupcrvirion and 
Information-bored rerrion 
for 1 hour 

control n =42 (not reported, but to action: t 
Number of rexuol 

Number of unprotected ruppart for educotorr. 
rexuol actr in previour 
monthr: t 



Morr Media Programr 

h d v  Information h o l e  Doitriotion Itudv Rerultr 

Author(r)/Publicotion location1 AgeIGender ProgramDertription Design Analytic Rerultr: Change in Contlurionrllmplitotionr 
Method! Outtom$ 

23 Kim et 01. (2001) five pilot 10-24 
Promoting Iexuol Re- riter in years, with 
rponribility omong Zimbabwe: more than 
Young People in Zim- Mutore half 15.19 
bobwe (urban), yearr 

Maphira, Maler and 
Kim et 01. (1998) longogaro, females 
Impact of the Promo- Nzvimbo, 
tion of Youth Rerpon- and 
ribilih Project Corn- Nemanwa 
paign on Reproduc- (all townr 
tive health in Zimba- at the 
bwr 1997-1998 tenter of 

rurol 
dirtrictd 
ClOlr- 

rectional 
romple 

Youth multimedio 
campaign to edutote 
about YdRH isruer; olso 
trained providerr in 
“youth-friendly rervicer” 
to improve the quality of 
tounreling and clinic 
practices: intervention 
alro encouraged parental 
iiivolvement 
hultimedio tompoign 
lasted for 6 monthr; 
training tourre tonrided 
of 2week troiningof- 
trainerr workrhop, Iweek 
training tourre for health 
workerr, and 2week 
tourre for peer educotorr 
Communitationr: Porterr, 
Ieafletr, peer educotorr, 
rodio, drama, campaign 
lounch eventr, telephone 
hot line, Support (media 
derign workrhop), training 
progromr for drarno, 
reminorr to rolicit media 
and Iota1 leoderr 

Quasi-experimental; bareline and Chi-rquore 
follow-up; two trorr-rectional tedr 
sampler 
five intervention riter; two tom- 

poriron riter (not true tontrolr 
becoure of inadvertent national 
exporure through radio) 
Bareline: n =1,426 (3 monthr 
before launch) 
follow-up: (1 year after 
boreline-3 monthr after comple- 
tion of intervention) n =1,400 
Not a true compariran group be- 
c a w  it war expored to elements 
of the media progromr and od- 
vertirementr for the hot line 

Knowledge of fomily Ihe study affirmed the impor- 
planning: 0 tonte of involving youth in PY- 

Knowledge of repro- cry arpect of program design 
duttive heolth: t and implementation or well or 
Approval of unmorried the need to involve the tom- 
coupler uring family munity. It olro rhowed that 
planning: 0 youth need to intreare their 
Iexual detirion mok- knowledge about tontrotep- 
ing: 0 tiver, not just fomily plonning 
Dircurrion with onyane and reproductive heolth in gen- 
about reproductive erol. 
health topics: t 
Ure of reproductive 
health rervicer: t 
Refurol of sex: t 
Use of contraception 
(among rexuolly expe- 
rienced): t 
Activity with only one 
partner (omong rexu- 
olly experienced): t 
Ure begun of condomr 
(omong rexually expe- 
rienced): t 

krmn I 



Marr Media Programr tont. .. 
Study Information Sample Dercriptian Study Rerultr 

Author(dlPub1ication location/ AgelGender Program Dercriptian Design Analytic Rerultr: Change in 
Date/litle Iample (4 Methods Outcome’ 

24 Meekerr et 01. (1997) Lobatre, 13-18 yearr Youth-friendly autletr far Quasi-experimental; prc-and lagirtic Belief that condomr reduce 
Changing Adaler- Batrwona Males and reproductive health partterts regrerrion AIDS rirk: 
centr’ Beliefr about Crorr- femaler information and praductr One intervention rite; one analyrer Maler: 0 

. Protective Iexual Bc- rectional that referred adolercentr control rite fmalu: t 
haviar: Ihe Botrwana rample to Ira Banana clinicr; Pretert: n=1,002 
Ica Banana Progrm #=1,002 multimedia campaign; Porttest: (8 monthr after able: 

Belief that AIDS ir not cur- 

boreline social marketing of implementation of project- Maler: 0 
N=2,396 condomr; peer raler 16 monthr after bareline) fmaler: t 
fallow-up outreach to community; n =2,396 klid that $0: lwdr to mar- 

and education rerrianr in rioge: 
rchaolr Maler: 0 
Cammunicatianr: Radio, femaln: t 
print media, and 
information targeted to 
parents, teacherr, and Molar: - 
community Ieaderr femaler 0 

Belief that huving rex in- 
creorn andr rtofur: 

Belief that ccx is m AID5 
risk 0 
Belief that abrtinence ir 
protective: 
Maler: 0 
femaler: t 

Attitude toward fmale con- 
dam: 0 
Self-efficacy in getting part- 
ner to wear a condom: 
Male: t 
femolrc: 0 

Canclurianr/lmplicationr 

There were some undesirable 
trendr such or rhynerr when 
buying candamr, which were 
found in young men in the 
control group. Programr 
rhould avoid stigmatizing 
condom to counter there 
trendr. A need a110 exirtr ta 
target men and women 
reparately. 
No information war available 
an behavioral impactr. 

25 Meekerr (1998) 
The Effectivenerr of 
Targeted Iocial Mar- 
keting to Promote 
Adolorcent Health: 
Ihe Care of Soweta, 
South Africa 
Van Rorrem and 
Meekerr (19990) 

Saweta, 17-20 Participatory medio Quasi-experimental; pre-and lagirtic Awarenerr about rirkr of br- 
South years development; marr media porttertr, two crarr-rectianal regrerrion taming pregnant: t 
Africa femaler campaign; peer education; sampler analyrer Awrenms of Ill and HIV 
Control: only and targeted condom One intervention rite; one risks: - 
Umlazi, reported in distribution control rite Perceived rurceptibility to 
Iauth analyrir 70 adoleaentr trained in Pretert: intervention n =118; rexual rirk: 0 
Africa participatory media control n =I08 Believe condom ure ir bnt 
Crorr- development praccrr, peer Portted: (1 year after pretert) woy to protect against HIV/ 
rattianal; education, and condom intervention n =101; control AIDI: t 
multittage, dictribution n=103 Perception of barriers to 
stratified 300 condom distribution pregnancy prevention: t 
rample outletr opened to ruppart Dircursian of SIIIHIV prc- 
N=430 intervention ventian: 0 

Dircurrion of HIVIAIDI: 0 
Current ure of candamr to 
prevent pregnancy: - 
Current ure of contracep- 
t ivn far family planning: 0 
Ever ured condomr: t 
Condom ure at lart rex: 0 
Iexual behavior pofteml: 0 

Intervention: 6/94-4197 

Intervention war mare dfet- 
tive a t  changing knowledge 
and attitudes about preg 
nancy than HIV/AlDI. The au- 
thor concluder that the focur 
an pregnancy war at t h e w  
penre of participants learning 
more about HIV, which raiser 
quertianr about involving 
youth in project drcign. The 
program must be Sure that 
the media campaign ad- 
drerrer a11 reproductive 
health irruer of concern, not 
jurt pregnancy. The author 
recammendr rtepr to “expand 
and intenrify“ activities tar- 
geted to adolercentr. 



Marr Media Programr cont. .. 
Itudv Information lamole Dercridion Itudv Rerulti 

Author(r)/Publication location/ AgelGender Program Dercription Design 
Dote/litle Iomple (4 

26 Van Rosrem and fdeo, 12-22 Peer education, youth Quasi-experimmtol; pre-and 
Meekerr (19990) Cameroon yeorr clubr in rchoalr, maw porttertr, two crorr-rectionol 
An €valuation of the Control: 
Effectivenerr of Bofia, femoler change communicotionr, One intervention rite; one 
Targeted Social Cameroon soriol marketing of rantrol rite 
Marketing to Crorr- condamr Pretest: intervention 
Promote Adoleicent rectional; Communicotianr: n =805; control n =801 
and Young Adult multirtage, Brochurer, porterr, and Porttert: (15 monthr after 
Reproductive Health itratified radio-targeting of youth boreline-l-2 months after 
in Cameroon romple with merrager about completion of 13-month in. 

Moler and media campaign, behavior rompler 

N=1,606- reproductive health and tervention) intervention 
boreline condom use n=811; control n=822 
N= 1,633- 
foll0w.up 

Analytic Rerultr: Change in Conclurionr/lmplicationr 
Methods Outcome2 

Logirtit Knowledge of preventive 
reorerrion behoviar: t 
anolyrer Perception of rirk of III/ 

AIDI: 

Cart and ovoilobilily of 
condomr ore nof important 
borrierr to protective 
behavior. No evidence exirtr 
of increare in condom uie for 
Ill prevention. lhir strategy ir 
o good one for reaching 
odolercentr, but it needs 2 
yearr of ongoing activily, and 
thir intervention lorted only 
13 monthr. The need exirtr to 
further examine condrointr to 

Mole: t 
females: 0 

Perception of risk of 
unwanted pregnancy: 0 
bwarenerr of being 
rerponrible for the ure of 
protection during rex: 

Moln: 0 
females: t condom ure 

DirNrrion of irruer related 
to rexualily and 
contraceptive ure: t 
Viritation of a heolth center 
for contraceptive 
information: 0 
Initiation at rexuol activity 
before ogc 15: 
Mole: 0 
femoler: t 

her  hod sex: 
Moler: 0 
femoler: t 

Moler: 0 
femaler: t 

Ever tried condomr: 

Condom ure at lort {ex: 0 
2 t  rcxuol pprtnerr in part 
30 dqr: 

Moler: t 
femoler 0 

2 t  regular rexuol portnerr in 
lost 12 monhr: 0 
Awarennr of rirk for HIV and 
prqnonq 0 



Morr Medio Proaromr cod. .. 
Study Information Iomple Dcrcription Study Rerultr 

Author(r)/Publitation location1 AgeICender Program Dercription Design Analytic Rerultr: Change in Contlurionrllmplicotianr 
DoteIIitle Iomole fM Methodr Outcome2 

~ ~ ~~ ~~ ~ ~~ ~~ ~ ~ 

27 Van Rorrem and Conokv 12-19 years Peer education; medio Quori-experimental; prc-and logistic Aworenerr of rirk for lhir kind of program con 
Meekerr (19990) and Moles and campaign; intenre, porttertr; two crorr-rectionol regrmrion HIV and pregnancy increore knowledge, but 
An Evaluation of the Konkon, femaler targeted marketing effort rampler analyrer Perceptionr oboutr behavioral change requires o 
Eff ectivenerr of Guinea in context of brooder One intervention rite; one control benefitr of longer term intervention. low- 
Iorgeted Iociol Crorr- 
Morketing to rectional; 
Promote Adolercent multirtage, 
ond Young Adult rtrotified 
Reproductive Realth romple 

boreline 

follow-up 

in Cameroon N=2,016. 

N= 2,005. 

rociol marketing activity; rite 
rmall youth-friendly 
service component (certain control n =504 
clinicr held rpeciol hourr 
for youth); recreotionol 
octivitier vention period) intervention 
Communicotionr: n=1,500; control n =505 
Brothurcr and porterr to 
increore knowledge and 
tire of condomr and 
modern controceptiver; 
encouragement of deloyed 
rexuol initiation and 
abstinence; theater, dance, 
and dircuirion groupr 
added to the rocial 
marketing program 

Pretert: intervention n =1,512; 

Porttert: (13 monthr after 
boreline-about &month inter- 

prevention: 0 
Ielf-off icacy: 0 
Knowledge of 
contraceptive 
methodr: 0 
Polternr of rexual 
bhovior (including 
rexual initiation): 0 
Number of pahen: 0 
Condom ure omong 
rexuolly odive: 

Molm:t 
femab: 0 

Moler: t 
fmolrr: 0 

Condom ure at loit rw: 

budget peer education 
pragramr hove a limited reach. 
The pragram needs an 
educational component to be 
more effective. Peer educotorr 
rhould be complemented with 
o large-rcole, marr medio 
effort. 



Communitv Proaramr 

Study Information Sample Oercription Itudy Rerultr 

Author(r)/Publicotion location/ AgeIGender Program Dercription Design Analytic Rerultr: Change in Conclurionr/lmplicotionr 
Methods Outcome? 

29 Levitt-Doyo1 and Pcri-urbon 15-26 Better life Optionr (BLO) 
Motihor (2000) rlumr of yeorr progrom that reekr to 
Adolercent Girlr in New Delhi; Unmarried empower young women to 
lndio Chaorc o Better rural and mar- moke better choicer for the 
future: An Impact Modhyo ried fe future 
Arrerrment Proderh; moler Activities: Incamp-generating 

and rural octivitier: formal and 
and urban nonforrnol education; family 
rlumr of life Educotion; vocotionol 
Gujarot, rkillr training; health 
lndio education and rervicar; public 
Random oworenerr creation ond 
romple advocacy; work with porcntr, 
from three community Ieaderr, and 
project decirion mokerr to roire 
riter 
N=1,693 girlr’ empowerment 

oworenerr about the need for 

Content: Decirion making; 
mobility; self-erteem/ 
confidence/empowerment: 
childbearing and spacing; 
contraceptive ure and heolth- 
reeking behavior 

Quori-experimental; porttert Multivariate Aworenerr of HIV: t Vocationol rkillr or a point of 
only onalyrir: Age at marriage: t entry to program and 
One intervention group calculation Completion of recondary parental involvement are key 
omong alumni who hod of rirk education: t to the progrom’r ruccerr. The 
ottended program from rotior Employment and need exirtr to initiate a boy< 
1996 to 1999; one control Data income: t program, rtrengthen the 
group of young women controlled Ability to moke youth.friendly rervicer 
living in comparable areas for girll’ independent decirionr: t component, ond promote 
untouched by program education, Ability to rpeok in front formal rchooling for girlr. 
Porttert: intervention parent< of eldcrr or a group of 
n=858; control n=835 educotion, people: t 

and Ability fo ure public 
porentr’ tranrportotion/virit o 
occupation morket: t 

Ure of contraceptive: t 
Ure of pre- and port- 
natal core: t 
Ure of hospital for 
childbirth: t 
Ure oral rehydration d t r  
for childrcn’r diarrhea: t 
Number of children: t 
Child mortolity: t 
Children vaccinated t 

- 
dwwoll I 



Communitv Prosramr cant.. 

Itudv Information Iamde Descriotion Itudv Rerultr 

Author(i)lPublicotion locotion/ AgeIGender ProgromDercription Derign Anolytic Rerultr: Change in Conclurionrllmplicotionr 
Dote/Iitle Iomole (4 Methodr Outcome' 

30 Ipeizer et 01. (20001 Eight 12-24 Worked with youth-rewing Quasi-experimental; Multivariate Knowledge (of AIDI, Ills, The need exirtr to determine 
~UNY findings from Nigerian yeorr orgonizotionr to develop longitudinal design; boreline logirtic woyr to prevent what workr for out-of-rchool 
the Wert African communi- Maler and activitier for youth: 011 riter and follow-up rurvryi regreriion pregnancy, and youth. 
Youth Initiative tier: femoler developed peer education Random romple of 100 underrtonding of the 
Project: fino1 Bouchi, In and out progromr; some riter worked youth from 10 intervention reproductive procerr): 
Evaluation of Peer Birnin of rchool in rchoolr (recondory or and 10 comparable control Moler (in-rchool): t 
fducotion Kebbi, portrecondory): others worked areor femoler: 0 
Intervention Calobor, with out-of-rchool youth Bowline: intervention Self-eff icocy: 

Brieger et 01. (in Kaduno, follow-up: (at lead 18 femoler: 0 
prerr) lagor, months after boreline in Willingners to purchore 
West African Youth Orogbo, each community-18month controceptiver: t 
Initiative: Outcome and intervention period) Ure of protective 
of o Reproductive herr i ;  intervention n =908; methods ogoind IIIr: t 
Health Program two control n =893 (in-rchool only) 

Iexual octivily in last 3 

Ibadon, 18-month intervention period n =911; control n =803 Moler (in-rthool): t 

Ghonoion 
communi- monthr: 
tier: Moler: - 
Kumori and femoler: 0 
Atebubu Condom ure: 0 
#=3,399 

31 Ipeirer et 01.. (2001) Nkongrom- 10~25 
Evaluation of the bo, yeorr 
"Entre Nour IeuneI" Mbolmoyo, Moler and 
Peer Education Cameroon temaler 
Progrom for Multirtage 
Adolercentr in rompling 
Cameroon K=818 
(Draft report) 

Peer education program to 
increare controceptive 
prevolence and reduce 
prevolence of IIIr and 
unwonted pregnoncier 
Activitier: Training peer 
educotorr to provide 
informotion to peerr in 
communities and refer them 
through dircurrion groups; 
anemone meetingr; 
development of heolth 
orrociotionr; olio developed 
and distributed promotional 
moteriolr ruth as calendorr, 
comic rtripr, and porteri 
18-month intervention period 

Quori-experimental; boreline Multivoriote Ipontoneour knowledge In the abrence of the 
and follow-up logirtic of controceptiver: t program, ure of modern 
Among eligible hourehold regrorrion Ipontaneour knowledge contraceptiver and condomr 
memberr, one wor rondomly modelr of female I11 
chosen for interview rymptomr: t lower. It ir necerrory to 
One intervention group; one Ipontoneour knowledge determine whether or not 
control group of mole III rymptomr: this intervention con be 
Boreline: intervention Moler: t replicated on o larger rcole. 
n=402; control n =400 femoler: 0 Operationr rereorch ir 
follow-up: (17 months after necerrary to orrerr whether 
boreline? monthr after method: t the obrerved impact ir the 
completion of intervention) rerult of the peer component 
intervention n =405; or the fact that there were 
control n =413 more rerourcer for 

reproductive heolth education 
inverted in the community. 

would hove been rignificontly 

Ure at modern 

Ure of condom at  lort 
rex: t 



Community Programs 

Itudv Information Iamole Dcicriotion Itudv Rerultr 
Authar(r)/Publiration lototion/ Age/bendtr Program Dtrtription Derign Analytic Rerulti: lhange in Conrluriondlmplicotionr 

Method5 Outcod 



Community Programr cont. 

Itudv Information IamDle DescriDtion Itudv Results 
Author(s)/Publicotion location/ Age/Lender Program Dercription Design Analytic Results: Change in Conclusions~lmplicatians 

Methodr Outcome' 

35 Institute for fcuador, Adoleicent fducatian, counreling, and Pretest and postfert design Irendr; hi- Number of new clientr: 0 Improvements in continuity 
Reproductive Health CEMOPlAf clients clinical services provided by in four intervention and four voriote Number of returning of core were observed. The 
(February 2001) clinics trained clinic personnel in control clinics, with a 1-year onalysir clientr: t need exiitr to consider 
Reaching Adolncents four odolercent service delivery follow-up period strotegies to increase overall 

Clinics: Applying the four No infarmatian on sample 
Reproductive Health control sizes from summary report 
Awmnerr Mod01 

at family Planning intervmtion, and adolescent health issues May 1998-April 1999 usage. 



Workplace Programs 

Study Information Sample Dercription Study Acrults 
Authar(r)/Publication location/ Age/Gender PragrarnDercription Design Analytic Rerultr: Change in Conclurions/lmplitatianr 

Dote/Iitle Sample (M Method! Outcome' 

37 Bhove el  01. (1995) Red light Mare than Iex workerr attended rerrionr Quasi-exprrimentol; bareline Chi-square Knowledge of HIV/ It WOI difficult to orrerr impact 
Impact of on district of 80% age h e r e  they watched and follow-up panel derign tertr; AIDI: t of condom dirtribution relative 
Intervention on HIV, Bombay, 15-25 motivational and educational Bareline: intervention firherr likelihood of inrirting to education rerrion, although 
Iexuolly bonsmitted India femoler videos about HIV, participated n=334; control n=190 exact test; an condom use: t condom availability ir rtill 
Direoror, and Sex worker only in rmall group dircurrionr follow-up: (about 1 year after McNemor Prevalence and clearly o problem. Existing 
Condom Use among N=514; 
Iex Workers in Brothel to visual materiolr about HIV; n=334; control n=190 Poirran other 511s: 0 ore inadquote becourt the 
Bombay, India owner brothel ownerr a110 attended didributian control group showed very 

knowledge both before and 
after the terting and the 
counreling offered or port of the 
Study. Progromr need to deal 
with the irolotion of rex 
workerr-occerr to there women 
is  rtridly controlled by brothel 
owners and pimpr. Mort ore not 
in a position to change their 
behavior. 

about HIV, and were expored bareline) intervention led; exact rerointidence of HIV and counreling and terting prototolr 

N=37 rerrianr an the importance of dirtouraging levelr of 
ICX workerr' health and HIV 
information 
Intervention duration: April- 
Ieptember 1992 (6 month3 

- 
h n  I 



Workolace Proaromr cont. .. 
Study Information Sample Dertriptian Study Rerultr 

Author(r)/Publicotion Locotion/ Agdtender ProgromDercription Design 
Dote/Iitle Iomple (M 

38 Cash et 01. (1995) Northern 15-24 Ihree interventions: (1) HIV/ Quori-experimental; prr-and 
Experimental Thailand yeorr AID5 prevention moteriolr; (2) posttert deign, panel design 
Educational N=252 Unmarried HIV/AlDI prevention moteriolr Three intervention groupr; 
Interventionr for A101 female and nonformol educotion one control group 
Prevention among foctory facilitated by health Preterk n=252 
Northern Thai Iingle workerr promoterr; (3) HIVIAIDI Portted: n=206 (about 45 
Migratory factory Educated prevention moterialr and rubjedr from each 
Workerr to Grade 6 nonformol educotion intervention group and 

Migiated focilitoted by trained peer tontrol group) 
to Chiang educatorr No informotion on time 
Mai belween ~UNV 

Anolytic Rerultr: Change in Conclurionr/lmplicatianr 
Methods Outcome‘ 

Analyrir of Materials only: 
covariance, Knowledge: t 
tontrolling Attituder/Beliefr: t 
for initial Intention of performing impact Qualitative methodr 
between- protective behaviorr: t elicited more tamplete 
group Health Promoter: underdonding of ottituda ond 
differencer Knowledge: t 

Programs that inwlve greater 
porticipotion of young women 
are more likely to have on 

behavior than written rurvpyi in 
Attituder/Beliefr: t termr of informing program 
Intention of performing dcrign. Condoms should be 
protective behaviorr: t promoted among young women, 
Peer promoter: wto take the mod rerponribility 
(rtronged raultr) for tontroteptive behavior. 
Knowledge: t Program may not hove reached 
A#itudcr/Beliefr: t highest rirk group!, who I& 
Intention of performing immedidely after work to go 
protective bphwiorr: t out and did not participate. 

39 Celentono et 01. 
(1998) 
Decreasing Incidence 
of HIV and Iexually 
bonrmitted Direarer 
in Young Thai Men: 
Evidence far Iuccerr 
of the HIVIAIDS 
Control and 
Prevention Program 

Northern 19-23 
Ihailand yeon 
1991 Moler, 
Cohort- conrtriptr 
N=2,417 into Thai 
1993 ormy 
Cohort- 
N = 1,669 

100% condom promotion Prorpective cohort rtudy 1st Incidence 111 incidence (including This study tonfirmr the 
program to increase tondom cohort war mode up of 1991 rater and gonorrhea, rvphilir, dfectivenerr of the 100% 
ure among viritorr to 
brothels; componentr compored of 1993 conrtriptr calculated and chonchraid): t decline in genital ulcer direare 
included (I) tommunicotionr Eoth participant war uring HIV incidence t and other non-ulcerdive IIDr 
Strategy; (2) condom 
distribution in brothelr; and rerologic tat every 6 monthr time cohort) intidence. However, ottributing 
(3) promotion of condom use from induction to discharge methodr; Brothel viritr: t thir ruccerr to the program ir 
ot brothels, erpetially by men (totol of 2 yeari  obredion) Poirron difficult to rubrtantiate bctaure 
previourly treoted for 1IIr 1991 Cohort regrerrion ure t (in ’93 cohort) of the numerour interventionr 

Boreline: n =2,417 models; that occurred at the Same time 
follow-up k n=2,054 logirtic and becaure of the maintenance 
follow-up 2 n=1,788 regrerrion of behavior promoted by the 
follow-up 3 n =l,668 onolyrir of program. 
follow-up 4: n =1,788 repeated 
1993 Cohort meorurer 
Boreline: n =1,669 
follow-up 1: n=1,502 
follow-up 2 n=1,385 
follow-up 3 n =1,285 
follow-up4 n=1,285 

conrtriptr; the 2nd wor 95% CI nongonmocal urethritis, tondom program, which led to a 

interviewed and received a perron- Risk behoviorr: t (in ’93 and to o redudion in HIV 

Conrirtent condom 

NOfIS. 
I findings ore forthioming from two additional fC€US.rpmmd studin: “Iranrilionr fo Adulfhood in iho Context of AIDS in Ioulh Afriio” ond “Elfeffprh Of o Ichool-Bowd 
Peer Promotion Program on Adolerienl Airk.Toking B e h i o n  omong Inner ti$ Youth in Kingston, lomoiio.” 
‘EM on outiomc for intervention group iomparcd to control: No iignifiront difference = 0; rignifimt darirablc differmic = t; rignifiiont undocirable dif ferme = -. 
’Preliminoly r w h  hom the reiond round Of  dolo iohition. 
‘[hmgcr w e  not tested for h t i d i o l  rignifiionie. 



APPENDIX J 
SUPPORTIVE‘ RESEARCH ON EFFECTIVENESS 
YARH PROGRAMS 

OF 

Ichool-Bared Progromr 

Author(r)/PublicationDate/litle I.ocation Rerultr Conclurionr/lmplicationr 

Herald et 01. (19941 
Unintended Pregnancy and Iex 
Education in Chile: A Behavioral 
Model 

Kane et 01. (1993) 
Sexual Activity, family life 
Education. and Contraceptive 
Practice among Young Adultr in 
Banjul, the Gambia 

Santiago, Women who had rex education before firrt intercourre and Sex education can reduce unintended pregnancier among 
Chile urd contraception at that intercourre were onr-third or likely odolercentr and young adultr who engage in premarital 

to hove a later unintended pregnancy or thore who had sex sex, but thir reduction depends on teaching use of 
education and did not use contraception at firrt intertourre. effective contraception before firrt sexual experience. 

Attending o family life education lecture war poritively Attendance at family life ducation lecturer in rchol 
related to knowledge of family planning among rexually had a rignificont poritive relationrhip to both 
active women. Among 011 sexuolly active women and men, knowledge and ure of contraceptiver among youth 
thore who attended at leait one family life ducation leclure rurveyed. However, family life education lecturer ore not 
were more likely to hove ured contraceptive at firrt offered at all rchaolr, and only about half of thore 
intercourse than thore who hod never attended one. offered in rchoolr cover the topicr at pregnancy 

prevention and Sllr. further, thore with no formal 
education appear to have fewer opportunitier to attend 
family life education lecturer (author commentr). 

The 
Gambia 

Pick de Weirr et 01. (1990) 
Effect of Sex Education on the 
Sexual and Controreptive Practicer City 
at female Teenagerr in Mexico Cify 

Altendonce at a rex education tourre did not affect age a t  lhe findings ruggert that content orear with rerpect to 
firrt rexual adivily, contraceptive use, or perception of pregnancy prevention and contraceptive rourcer are 
accerribilify to contraception. Receipt of information on important for rupporting contraceptive use. However, 
pregnancy prevention and contraceptive rourcm war found to information with respect to pregnancy prevention hod 
be related to contraceptive ure. no effect on rexual behavior. 

Mexico 

lewori and Ionatha (2000) Delhi, 
Reproductive Health Iducation: India 
Ixperiencer of Porivor Ieva Ianrtha 
(PI9 in Communicating With Youth 

Women’r and men’r pretert rcora ranged from 0% to 58%. The pre-intervention knowledge of the boyr’ group war 
Alter the reproductive health courre, rcora ranged from 78% better than the girll’ group. However, the port- 
to 100% for women and from 27% to 90% for men. intervention knowledge and retention of the girls’ group 

war found to be much better than the boyi. 

Marr Mediadored Programi 
~ ~~ 

Diauf et 01. (Augur1 2000) 
Icenarior from the Iahel: Report on 
lime Ierier Survey 

Ienegal Recall of project filmr war high (more than 80%). Overall, 
goinr were made in indicotorr of knowledge, attitudes, 
practica, and relf-efficacy. 

The evidence of improvement ocrorr a wide range of 
indicatorr strongly rupportr the contention that the 
rerulfr obrerved are, at leorf partially, attributable to 
the Icenorior project (author commentr). 

~ ~~ ~ 

Kirogu et 01. (1998) 
Adoleicent Aeproducfive Health 
Needr in Kenya: A Communicotionr 
Rerponre 

Kenya €valuation re& Show that the radio progromr were Although many of the occomplirhmentr of the loit few 
effective in reaching both youth and adultr and were cart yean cannot be attributed entirely to fhc radio 
dfedive. The data alro ruggert that the programr were programr, it ir believed that the project contributed 
effective in motivating young p p l e  to go to the centerr and poritively to the debate on young adult reproductive 
to talk to their friend! and adultr about reproductive health health and helped significantly in rhoping conrtructive 
irruer. repma at both the notional and lac01 levrlr (author 

commentr). 



Marr Media-Bared Program cant. .. 
Author(r)/Publication Date/litle location Aesultr Conclurionr/lmplitotions 

Uganda: The campaign reached a large partion of the intended 
rural and audience. The campaign olio contributed to an increare in 
urban knowledge and in the development of altitudes that promote rerponrible wayr. 

raponrible and rofe rexual behavior, and it helped persuade 
yauth to adapt rome precautionary measurer ta guard against 
infection. Ihe greater the exparure to campaign moterialr and 
wentr, the mare favorable and rerponrible attiluder were 
(author commentr). 

lewicky et 01. (May 1998) 
Delivery of Improved Iervicer for 
Health Project, Uganda 

lhere rerultr ruggert that yauth in Uganda are attentive 
to marraga about HIV/AlDI and con rerpand in rexually 

~ ~ ~ 

Middlertodt at aI. (1995) 
fvaluating the Impact of a 
National AIDS Prevention Radio 
Campaign in It. Vincent and the 
kcnodiner normative belicfrl. A l D I  (author commentr). 

It. Vincent fxpared rerpondentr were rignificantly mare likely to  agree 
and the that porentr should talk to children about rcxual 
Grenadiner rerponribility, to believe their friendr ured condamr, and to 

have a partner that rupported condom ure (increore of 

No rignificant differenter were found in condom urc behvwn 
the Iwo groups. 

Marr media compaignr (when well deigned and 
empirically bored) con be on effective toal in producing 
changer in altitude, and beliefr that may ultimately 
lead to changer in behavior ta prevent the Spread of 

Rimon I1 e l  01.0994) 
Pramoting Iexuol Rerpansibility in Manila, 
the Philippines thraugh Music: An 
fnter-fducote Appraoch 

Krtmpolltm The rang) retched thevoh majarity of the targeted audience lhir  project confirmr that racial merrager promoted 

Philippines the campaign, young petple talked to friends and parent,, 
ond perruoded its memberr to take rame action. Ar a rerult of through papular murk and marr media have a dramatic 

sought mare information, and called the Dial-A-friend Hotline 
(author cornmentrl. 
The media can infarm a large number of people at low cost. 

impact an people (author cammenti). 

Iomuelr or 01. (20001 
An fvo.ualion of Soul City 4 

South 
Afi ico 

Retcarcn rhow a hang  riot.riica arrocialian bmween SOJI 
[ih, ono a rh,H n people'r posilion along Ihe spectrim af me enwonmenl n wh ch behov aral mange con lore plate 
benotar change model , a m r  commentr). 
fvioence rhmr tho1 me projed increoxd acc.rale h V I A . D I  
rnw edge. crcofeo a rhih in people'r odihoes ond sociol 
noims. as w d  01 inflJenceo changer in nfcrmediore and 
dirctt pro0 (a (wfhai conwnentc). 

SOL tin, war r,ccesrlul in creating a ruppoil ve 

( o h o r  commmlr). 

h m J n . r y - B a r W J  Programs 

Borkat et 01. (1999) 
Ihe RIDPlPathtinder Bangladesh 
Newlywed Itrategy: Rerultr of on 
Arrerrment 

Dhaka, fvaluatian rerultr are encouraging. Paritive rerultr were rm The program functianr or a raurce of infarmatian for 
Bongladah in pill and condom use; delayed firrt pregnancy; tetanur newlywedr. Ieveral improvementr were identified to 

toxoid immunizations; number of birthr attended by a trained work toward in the future, including increaring capacity 
health care provider; child-feeding practica; and ure of building for family planning field warkerr, increaring 
government health facilitier. Nane of there rorultr con male participation, building olliancer with related 
nwarorily be atiributed to the projut, however. progromr, ond furthering evaluation ettartr. 

BorneH (2000) 
Pragromr far Adolercents: 
Reproductive Health Merit Badge 
far Icoutr 

Barnett and Kotz (2000) 
Adolorcent Reproductive Health: 
Navigating between Needs and 
Ierviccr 

Uganda, The pragrom increored g i r l i  knowledge about health; gave 
Zambia, participontr a rofe place to gather and an outlet far 
ond Egypt creotivily; and gave young wamen a chance to interact with 

older wamen who are coring, nurturing role modelr. 

Ihe evaluation found that the pragrom war ruccerrful in 
improving young girlr' use of health-core rervices and 
their relf-erteem (authar tommenti). 

~ ~ ~ 

Cameroon The nercentaae of mole rtudentr reoartino mare than one To brino infarmatian to troditianollv hard-ta-reach , ,  
p a k r  in lhf larf 3 months accreoseo from 53'0 la 36 I ,  

kmoler repon ng random .re wirh a hign-risk ponner 
increored from 63'- lo 77'1 

groupr,'il r imparlonf to nave peei'eo.colorr rpec ally 
liained to work with youth ouiriae at Ine school r e h g  



~~~ 

Community-Bored Program cont. .. 

Author(r)/Publication Datellitle location Rerultr Conclurionr/lmplicationr 

flonagon, Williamr, ond Mohler 10 
(1996) 
Peer €duration in Projectr 
Supported by AIDICAP: A Itudy of 21 Aria, Latin o ploteou. Topicr covered in training were identical ocrorr 
Projectr in Africa, Aria, and latin 
America 

Although peer educotorr were well regarded or 
countries knowledgeable and approachable rourcer of information, their project should evolve to addrerr the country-specific 
in Africa, urefulnerr in promoting behavioral chonge may hove reached needr of the target audience. Iubrequent training for 

America, countrier, although training duration wried greatly (from 3 
and the hours to 3 weekr). Many exprerred a need for counreling rkillr proferrionolr to create o codre of proferrionol rupport. 
Coribbean and training in how to care for people with AlD1. Peer 

educatorr had little contact with health oraferrionolr. 

Project plonnerr need to conrider how and if their 

peer educotorr will be necerrary, along with their 
increored involvement with rurrounding health-care 

lohnrton (2000) 
An Impact fvoluotion of the 
Pathfinder Progromme of 
Reproductive Health Iervicer 
Iupport to Kenyan Univerritier: Peer 
Counreling and Clinic Ieivicer 

Nairobi, 
Kenya 

Trendr over time reveal a decreore in unintended pregnoncy, 
abortions, I%, and pregnano/-reloted dropoutr; on increase in were initiated and perpetuated by a Pathfinder 
ure of modern ond emergency contraceptive methodr. 

Ihe evidence ir very clear that there improvement trendr 

reproductive health rupport program (author commentr). 

Rondolph (1996) 
€valuation of the lomoico Red 
Crorr Iociety‘r “Iogether We Con” 
HIV/AIDI Peer Education Project 

lomoico Itotirtically rignificant rerultr werereported for three of reven Even in itr short-term form, the workrhopr had a 
indicotorr of knowledge or followr: (1) proportion of peer rignificont effect on many of the peer educator4 HIV/ 
educatorr that reported obrtinence or a means far protding AlDI.related knowledge and ottituder. The evaluation, 
ogoinrt HIV/AlDI; (21 proportion thot doted a doctor war a however, did not produce convincing evidence that 
person to go to for help with an 511; (3) proportion of peer modification of behoviorr occurred. 
educatorr with o more poritive attitude toword thore with 
HIV. 

Virrutharotna et 01. (1995) Chiang Pre and Port-inteivention: 
“Iuperrtar“ and “Model Brothel”: Mai, 
Developing and Evaluating o Northern 
Condom Promotion Program for Sex Thailand 
Ertoblirhmentr in Chiong Mai, 
Thailand 

A progrom directly involving rex workerr or peer 
Women reporting conrirtent condom ure increared from 42% educotorr and enlirting the rupport of brothel awnerr 
to 93% in 1991. In 1992, the percentage reporting conrirtent and operatorr can rerult in improved condom ure aver 
ure war 16%. time (author commentd. 
Port-intervention only: The prcentoger of women reporting 
conrirtent condom ure were 92% in 1991 ond 80% in 1992. 

Wolf et 01. (2000) 
Peer Promotion Programr and 
Social Networkr in Ghono: Methods 
far Monitoring and €valuating AID1 
Prevention and Reproductive Health 
Programr among Adolercentr and 
Young Adultr 

Ghana Peer educatorr reach people that are rimilar to themrelver. 
Ihore who hove the perception that pen ore protecting 
themrelver from AID5 are more likely to do the same. 

Data rupport the ure of nelwork anolyrir (or oppored to 
traditional individual approached. further anolyrir on 
the range and efficacy of peer education will help 
program monagerr to determine the number of peer 
educatorr necerrory for community-level intervention 
(author commentr). 

facility-Bared Programr 

Barnett e l  01. (1996) 
Care Itudy of the Wamen’r Center 
of Jamaica foundation Progrom for 
Adolercent Motherr 

lamoico Among program porticipontr, 55% returned to rchool after Ihir intervention during odolercence appeared to have 
their pregnoncier compared with 15% of nonporticipontr. Ihe on important effect on the women’r loter liver. At the 
two groupr exhibited only a marginal difference in women’r center, the women gained the rkillr thot 
contraceptive ure (85% w. 80%). Among progrom graduoter, enabled them to mire ond nurture their children, 
14.6% had been pregnant a rubrequent time compared with complete their education, and reek employment (outhor 
38.7% of their nonparticipant counterportr. commentr). 



facility-Based Programi cant. .. 
Author(r)/Publication Dotdlitle location Rerultr Conclurionr/lmplicationr 

Erdkar and Mensch (1997) Nairobi Attendance at the youth centerr ~ a r  extremely low, mart 
Youth Centerr in Kenya: Evaluation and notablyfor counreling and RH rervicer. Mod of the youthr that network of peer promoterr and coordinatorr, who 
of the fomily Planning Arrociation Mombara, did virit come for recreotion. Of thore reoched, the majority 
of Kenya Programme Kenya were older boyr. few youthr ond porentr in catchment oreor 

of the centerr were oware of the centerr' exirtence. The tort 
of maintaining the centerr ir extremely high. 

Ihe main rtrength of the program war found to be the 

reached o large number of youth through educational 
activitier. There activities are alro more cost-effective. 

Glover et 01. (1998) 
Youth Centrer in Ghana: Arrerrment 
of the Planned Parenthood 
Atratiotion of Ghana Programme 

Ghana Significant proportionr of thore coming for clinical rervicer (or The centerr need to reach out to their existing clientele 
oppored to uring the libroty or other rerourcer) were outride to inform them of the available rervicer and to 
the target age and were mortlyfemale. Only about half of integrate reproductive health education into 011 
youth center clientr were oware of counreling and clinical activitier ot the centerr. 
rervicer available (not available at a11 centeri). Clientr were 
deficient in RH knowledge. 

Phiri and frulkar (1997) 
A Situation Anolyrir of the 
Zimbabwe National Family 
Planning Council'r Youth Centres 

Zimbabwe Staff were knowledgeable but lacked specific training to Ihe youth centerr ore reaching inadequate numberr of 
addrnr odolncent needr; the number visiting the centerr to young people, far fewer femaler than maler, virtually 
reek RH informotion and rervicer war par. The multipurpnre no youthr under 15 yearr old, and many people too old 
approach attracted more youthr bd not rpecifically for RH/fP. to be conridered youth. Ihe tort of the program ir much 
Many of the youth< w e d  were older thon the torget age; the greoter thon the return ond cannot be rurtained over the 
approach war not tort-effective or rurtainable. long term. Mearurer ore required to either increase uie 

or invertigote alternative meonr of reoching odolercentr 
in a tort-effective way (author commentr). 

Work-Bared Programi 

No rupportive evidence of workplatebared programr wor cited in the text. 

'luppodiw rpceoich i s  ddined here 01 if i i  in the tat, Rot is, 01 reieonh mndutted without o control group. lhii  table rd~ri only fo this kind of mmnh. 0 t h ~  h d i m  mcntionrd in thr toxf do nof m d  
lho criteria lo he lirted 01 cuppdive rpcwnh but con be found in the rderonte lid 
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Mass Media-, School-, and CommunityBased 
Approaches (Aguih6 Brooking, 2001) 

Trende&s, Zambia: Teens Produce Newspaper 
to Encourage Healthy Behaviors (Pbiri, 2000) 

Uganda Women’s Effort to Save Orphans 
&WESO), Uganda: Families, Communities 
Band Together to Ensure Sustainable Future 
for Young People (Ntumbinveki, 2000) 

Youth Activists Organization (YAO), Zambk 
Education Empowers Zambian Youth 

(Hacbanda, 2000) 

BRAC, Bangladesh: Community Mobilization to 
Support Adolescent Development @un, 
Ahme4 1999) 

Women’s Centre, Jamaica: Prevent Second 
Adolescent Pregnancies by Supporang Young 
Mothers (McNei4 1999) 

PATH, Kenyz Using Scouting as a Vehicle for 
Reachmg Out-of-School Youth fibzit&, 

Radeny, 1999) 

REDESS-JOVENES, Peru: Building a CoaJiuon 
to Support Youth ( R q q  1999) 

Tsa Banana, Botswana: Social Marketing of 
Reproductive Health Services to Youth 
(Ha&, 1999) 

TARSHI, India: Talldng About Reproductive 
and Sexual Health Issues with Youth: A 
Telephone Helpline (Chandirramani, 1999) 

Kenyatta University, K e n y ~  Peer Counsehg to 

Develop Tomorrow’s Leaders (Iclmanj,: 
1999) 

CEMOPLAF, Ecuador: Fertility Awareness and 
Sexuality Education for High School 
Students (Cacban, Sedh, de Vmga, 1999) 

Lifener, Thailand: Promoting Social Action 
Networks for Youth Health ( F o n g k ,  Bond 
1999) 

INPPARES, Peru: An Integrated Reproductive 
Health & Business Training Program for 
Youth (Se& Sebahnni, 1999) 

Soul City, South Africa: Harnessing the power 
of media for health and development @a& 

1999) 

Homies Unidos, El Saldor:  Peer Education 
with Gang Members: Protecting Life and 
Health (Rose-Avih, 1999) 

Adolescent Girls Project/SEEDS, Egypt: 
Income Generation to Expand Girls’ S o d  
Possibiliaes (,%ice, Ass&, 1999) 

WORKSHOPS: STATE OF THE ART 
TRAINING REPORTS 

Young Adult Reproductive Health State of the 

Art (SOTA) Training Course Report: Nigeria 
(2001) 

Young Adult Reproductive Health State of the 
Art (SOTA) Training Course Report: 
Southeast Asia Region (2000) 

Young Adult Reproductive Health State of the 
Art (SOTA) Training Course Report East 

and Southern A&ca Region (1999) 
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