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Introduction This training module is part of a series of slide presentations ~ntit1ed

Reproductive Health Series (RH). The RH series, as well as the Contraceptive
Technology Update Series (CTU), are developed and produced by Family Health
International (FHI)with funding from the U.S. Agency for International
Development (USAlD) and assistance from other agencies concerned with
international family planning.

Other currently available topics are:*
• Injectables .
• Postpartum Contraception
• Lactational Amenorrhea Method
• Intrauterine Devices (IUDs)
• Barrier Methods
• Oral Contraceptives (Oes)
• Female and Male Sterilization
• Emergency Contraceptive Pills
• Sexually Transmitted Diseases (STDs)

* all modules are available in English, French and Spanish.

The purpose of these training modules is to meet the continuing educational
needs of family planning practitioners and policy-makers in developing countries
by providing the most current information available about contraceptive
technology. The information in the modules is intended to be used at workshops
or seminars for physicians, nurses, pharmacists, family planning counselors,
midwives, or other trained health-care personnel. The information assumes a
basic knowledge of and familiarity with family planning programs and methods
of contraception but can also be adapted for use in pre-service trai~ing settings for
medical and nursing students. If adapted appropriately, this module can also be
used to familiarize national policy-makers with reproductive health issues.
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Module
Contents

Narrative
This is a carefully researched and reviewed script designed to accompany the slides.
It is only a suggested narrative. You are strongly encouraged to use this information
to develop your own presentation. As written, the narration lasts 90 minutes. If you
do elect to read all or part of the suggested narrative, it is best not to read the topic
headings printed in bold type. Suggestions on how to adapt this presentation are
included later in this section.
Activities and Discussion Questions
The activities and discussion questions, found in shaded boxes throughout the
narrative

1
allow facilitators to create an interactive workshop rather than give a lecture

presentation. Facilitators may use some or all of the activities, as appropriate. The
more activities a facilitator includes, the more likely participants will retain the
information. This is because most people learn better and have a greater chance of
achieving behavior change when actively thinking about, rather than just receiving,
information. As with your selection of slides, conducting such training activities
requires advance preparation.
Slides
Eighty-three 35mm color slides are numbered and labeled for your use. You are
encouraged to consider the usefulness of each slide when preparing a presentation for
your audience. Slides can be deleted, added from another source, or rearranged to
highlight certain information. The slides are followed by black and white paper
copies of the information that appears on the slides. These may be used as a tabletop
flip chart if no slide projector is available. Or, the paper copies can be used to create
overhead transparencies for projection.
Audience Handouts
This section contains handouts that can be copied and distributed to the audience.
There is a summary factsheet for each contraceptive method that can help audience
members remember key learning points. There are also pages that the audience can
use for note-taking during the presentation.
Pretest and Posttest
There is an evaluation questionnaire" that can be used as a pretest and posttest. It can
be given before the session to ascertain the knowledge level of the audience. This
same instrument can also be given afterwards to assess how much the audience
learned and whether the information presented resulted in changed attitudes. A
questionnaire with the answers marked correctly is also included.
Participant Evaluation
There is an evaluation form to be given to each participant in the audience. Please
make copies and have the audience members complete the form after each training
session. You may find that the comments from the audience are useful in planning
future presentations. We would also appreciate your sending to us any suggestions for
improving the module based on your experience as a presenter. Please return
completed forms to FHI to help us revise current modules and improve future ones.
References and Resources
A list of important readings about reproductive health issues for young adults is
provided for persons wanting to learn more about this topic. The information in this
presentation was drawn from these sources.
Reprints ofScientific Articles
Key journal articles, book chapters and unpublished papers are included in· this
section to provide more detailed scientific and programmatic information about
youth. You should read these materials before giving your presentation. If feasible,
they may be shared with audience members.

Reproductive Health of Young Adults
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How to Use
this Module

The following are two ways this module can be presented:
1. Presentation using slides and narrative only (requires approximately 90 minutes).
2. Presentation using slides, narrative, activities and discussion questions in an

interactive session (requires approximately 3 to 4 hours.)
The needs of the participants, as well as the time available and the size of the group,
are factors to consider when determining which presentation approach to use. For
groups of fewer than 25-30 participants, the interactive approach works well. For
larger groups, asimple slide presentation may be more appropriate. However, it is
important to remember that retention of information and the impact on participant
behavior and attitude will increase with interactive approaches to learning. Regardless
of which presentation method you choose, the following steps are recommended when
preparing for and conducting a presentation or interactive training session.

o

Preparing for Your Session

• Review the 'suggested narrative and slides several times to become familiar with
the information.

• When choosing an interactive approach, review and rehearse the activities and
discussion questions. Anticipate possible questions and further discussion topics that

may arise. .
• Read the materials in the" Reprints of Scientific Articles" section and, if possible,

review some of the materials listed in the "References and Resources" section.
• Become familiar with family planning policies and procedures relevant to young

adults and also existing' programs for young adults in the country or local area
where you are making the presentation or training.

• Adapt slides, narrative, activities and discussion questions to meet the needs 0
of your specific audience, considering their level of education, training and
experience. Also, consider the amount of time available for the presentation. Add
or remove slides, information, activities or discussion ques~ions where appropriate.

• Use language that you are comfortable· with and that will be easily understood by
the audience. Speaking from your own notes is more effective than reading directly
from the narrative, even if not including participatory activities. Actively engaging
the audience with a combination of slides, activities and discussion questions is
optimal.

• Rehearse your session, preferably using the same room and equipment that you
plan to use during your presentation.

Preparing Materials for Your Session
• Make photocopies of the'four-page summary factsheet, pretest, note-taking pages

. and evaluations for your audience.

• If including the activities, obtain a flip chart and prepare pages for the activities
being used.

• Assess which, if any, of the reprints of scientific articles would be appropriate for
your audience. Prepare summaries if necessary.

• .Reserve a room large enough for your audience that can be darkened for slide viewing.
• Obtain a 35mm slide projector. Select a place to project the image, either a screen,

white sheet or blank wall. If a slide projector is not available, use the paper copies of 0
the slides to make overhead transparencies or use the pages as a tabletop flip chart.

Reproductive Health of Young Adults
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Presentation Checklist

Before the presentation, give participants the pretest.

After the present~tion, lead a group discussion. Explore the ideas presented and
examine ways in which each participant thinks he or she can improve access to
contraceptive methods for young adults. Identify issues that are especially
important for additional training or research.

Give participants the posttest.

Ask participants to complete an evaluation form.

Return the evaluation forms, and any other suggestions for improving
the module, to Family Health International, RH Modules Project Administrator.

Follow up with participants, if appropriate.

Reproductive Health of Young Adults
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Ideas for Adapting
the Module for
Different
Audiences

This training module gives. you basic information about reproductive
health issues of young adults and can be used in many different settings. This
module is divided into four sections, which may be appropriate for different
audiences: policy-makers, program directors, those designing programs for
youth and providers of reproductive health services. Each of the four sections
is targeted to one or more of these audiences: -

• Section I: Background information, designed for policy-makers, program
directors, or providers.

• Section II: Information and services young adults need, useful for those
involved in planning and designing programs for youth.

• Section III: Contraceptive options for young adults, helpful for providers
and others involved in reproductive health services and counseling.

• Section IV: STD prevention and treatment, designed for providers involved
in reproductive health services.

There are various· ways to make these materials most useful to your
audience. Each section can be presented alone or in combination with other
sections. How you structure your presentation depends on such factors as the
needs of the audience, the am~unt of time available and the objectives of the
presentation. Also, -you can make this pr~sentation more specific by adding
information about local experiences and practices.

The best way to select information and slides for your audience is to ask
yourself: "What information does this audience need to enable them to provide
information and counseling to their young adult clients? How much of the

- suggested presentation can they understand?" -Answering these questions -will
help you prepare an appropriate presentation.

Reproductive Health of Young Adults
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Learning
Objectives

This module is designed to increase the awareness and understanding about
the reproductive health needs of young adults among policy-makers, program
directors, program planners, and health care providers. It is also designed to
enable these audiences to provide more adequate health services to youth.

TO'offer high quality services and care to youth, policy-makers,
administrators and health-care providers need to remain abreast of current
information and practices. Unfortunately, there exists a significant gap
between knowledge gained through research and the application of those
findings in everyday practice. The purpose of this module is to help close that
gap by providing up-to-date, scientifically accurate information. The module
provides a core of information that can be adapted as needed for various
audiences.

Section I of this module provides background information that will help
policy- makers or providers:
• increase their awareness of characteristics of young adults and their

reproductive health needs.

Section IT of this module provides information for providers and program
directors and planners that will help them:
• understand their own attitudes and values about providing reproductive

health services to young adults
• .. identify the essential elements for providing reproductive health services

for young adults.

Section III of this module provides technical information that will help
providers:
• increase their knowledge about appropriate contraceptive methods for

young adults
• identify the criteria for advising use and discontinuation of contraceptive

methods among young adults.

Section IV of this module provides basic information that will help
providers:
• increase their knowledge of STD prevalence and prevention.

Reproductive Health of Young Adults ---------- _
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Reproductive Health of.
Young Adults: Contraception,
Pregnancy and Sexually
.Transmitted Diseases
Suggested Narrative

Introductory note to the presenter: This presentation is
divided into four sections. Depending on the background and
needs ofyour audience, you may decide to use some or all of
the sections ofthe module, or parts ofthe sections.

Section I: Reproductive Health Issues ofYoung Adults

Section I contains background information on the
. young adult population, including reproductive health
risks and consequences. This section is particularly
useful for policy-makers or program directors.

ISection II: How to Reach Young Adults

Section II discusses what information and services
young adults need, and how to make services more
accessible. This section is appropriate for those
involved in planning and designing programs for youth.

Section III:· Contraceptive Options for Young Adults

Section III provides clinical information on
contraceptive options for young adults. This section is
useful for providers and others involved in reproductive
health services and counseling.

Section IV: SID Prevention and Treatment: Young Adult Priority

Section IVaddresses STD prevention and treatment
issues, focusing on STDs among the young adult
population. This section is particularly useful for
providers involved in reproductive health services
and counseling.

Reproductive Health of Young Adults---------------------- 1
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Depending upon the background and needs ofyour audience,
you may decide to use some or all of the slides or supplement
them with information relevant to your local situation. •

Slide 1

Reproductive Health
of Young Adults:
Contraception,
Pregnancy and
Sexually Transmitted
Diseases

Regardless ofwhether or not you include the participatory
activities, be sure to familiarize yourselfwith the contents
prior to your presentation. Before the presentation begins;
inform your audience about how your presentation is
organized and how you would like to structure the discussion
(i.e., taking questions during the presentation or waiting until
the end). Depending on how much information you decide to
use, you may want to consider breaking the presentation into
two or more sessions.

Introduction
This presentation is designed to help policy-makers
and providers better serve the reproductive health
needs of young people. By understanding the unique
needs of adolescents, providers can in tum counsel
young people and help them make infonned choices
to maintain their health and well-being. While the
presentation focuses on developing countries,
infonnation from developed countries is included
when useful. This is part of an ongoing series of
training modules entitled the Reproductive Health
Series.•

•

•
2 ----------------------- Reproductive Health of Young Adults
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Slide 2

Reproductive Health Inuel of Young Adults
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Slide 3
Why Focul on the Reproductlw Hellth of
Young Adultl?,

Photos: B. Goldberg.WHO.

Section I: Reproductive Health
':lssues'ofYoung Adults

Reproductive Health Issues ofYoung, Adults:
Topics to Be Covered
This section first summarizes why it is important for
reproductive health progranls to focus on young
adults. It then identifies the young adult population
and discusses its characteristics. Next, the medical,
psychological, and social risks and consequences of
early sexual activity and marriage are discussed,
focusing on pregnancy and sexually transmitted
diseases, or STDs. This section is particularly useful
for policy-makers and others who need background
information. •

Reproductive Health of Young Adults--------------------- 3
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Slide 4 .

Reproductive Health Risks and
Consequences for Young Adults
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Photo: R. Lord.

Reproductive Health Risks and
Consequences for Young Adults
Reproductive health issues are critical for young
adults. The tenn "reproductive health" in a broad
sense refers to the health ,and well-being of women .
and men in tenns of sexuality, pregnancy, birth, and
related conditions, diseases and illnesses. This
presentation focuses on reproductive health issues
related to pregnancy and STDs.

Youth have high rates of unprotected sexual activity.
This leads to unintended and too-early pregnancy,
STDs, including HIVIAIDS, and unsafe abortion.
Also, young people, particularly women, often face
sexual violence or exploitation. These risks can
result in serious medical, psychological, social and
economic consequences. •

•

•
-=------_--IIr---

Transition from Childhood to Adulthood

Slide 5 Transition from Childhood to Adulthood
The transition from childhood to adulthood is a
universal process that varies greatly by individual and
by region, country and culture. The beginning point
of this transition for both females and males is
usually considered the onset of puberty, which occurs
at various ages. There is no clearly defmed ending
point for the transition from childhood to adulthood.L- -J

Puberty is the physical process of sexual maturation
that includes the development of secondary sexual
characteristics, such as breasts for girls and increased
pubic hair for boys and girls. Generally during
puberty, males begin to produce sperm and have their
fust ejaculation; females have their fust menstruation
- called menarche - and begin ovulation. Puberty
occurs gradually over several years.

In addition to becoming physiologically mature
during this transitional stage, youth undergo
psychological and cognitive changes. Young people •
become less dependent on parents and more ~

4 --------------------- Reproductive Health of Young Adults
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Slide 6

Defining Young Adults,

T .........---,....... ....-: 104.,...

involved with peers. They begin to form identities as
individuals and develop further capacity for
interpersonal relationships. During this time, young
people often move from being socially and financially
dependent to being relatively independent. In certain
cultures, other events or processes also help to defme
this transition, such as formal initiation practices and
traditions. •

De'fining Young Adults
Different words, definitions, age ranges and
characteristics are used to describe the transition from
childhood to adulthood. The World Health
Organization uses the word "adolescents" for ages 10
to 19 and the term "young people" to cover ages 10 to
24. The U.S. Agency for International Development
uses the term "young adults" to refer to individuals in
transition from childhood to adulthood, without
specifying an age span. "Teenagers" generally refers
to those ages 13 to 19. The term "youth" has no
formal definition by age range and is used in many
contexts.

This presentation includes information that may be
pertinent to youth within the age range of 10 to 24,
depending on culture, marriage, school status and
other factors. Some information focuses on a more
narrow age range. The slides on sexuality education,
for example, apply to youth as young as 10, whereas
the details on contraceptive methods generally apply
to older youth. In general, this presentation uses such
w~rds as young adults, young people, youth, .
adolescents and teenagers interchangeably where
exact distinctions are not critical. •

Reproductive Health of YoungAdults--------------------- 5
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Slide 7

Factors Affecting the Reproductive
Health Nead. of Young Adults

........--, .._
·Ch-..g_'_10_.-....._-._-

Factors Affecting the Reproductive Health
Needs of Young Adults
Although age is one way of defining the young adult
population, it m~y not be the most important factor
when considering the reproductive health needs of
young adults. Other factors to consider are: marital
status, gender norms, whether sexual relations have
begun, whether young people are in or out of school,
whether they have already had a child or an abortion,
their economic status, whether they live in a rural or
urban setting, peer pressure, and political and cultural
climates.•

•

Married and Unmarried Youth

DI"-'....:
• Acce" to ..rvt .
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• BloIogIC8I
• Need lor lICe.....

information

SlideS Married and Unmarried Youth
Married and unmarried youth have common
biological characteristics that affect reproductive
health. Regardless ofmarital status, young adults also
have a common need for accurate information about
their bodies, sexuality, communication in
relationships, contraceptives, pregnancy and other
Issues.L....- ..........I

Photos: B. Goldberg, PABO.
Marital status does, however, affect the context in
which youth seek and receive reproductive health
information, as well as their access to services. Youth
who are married generally have the same access to
reproductive health services as do married adults.
Unmarried youth, however, often face more obstacles
than do those who are married. Also, the
contraceptive needs of unmarried youth are
frequently different from the needs of married youth.
For example, unmarried youth may want to avoid
pregnancy while married youth may want to begin
childbearing. •

•
6 --------------------- Reproductive Health of Young Adults
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Slide 9

nGender Affects the Reproductive
Health of Youth
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Gender Affects the Reproductive Health
of Youth
The term "gender" refers to the different roles of
males and females, as determined by the society and
culture in which they live. Many societies place a
higher value on males than females. Gender roles
and norms have a major impact on the reproductive
health of young adults.

Gender affects expectations regarding the sexual
activity of boys and girls. For example, in a survey of
factory workers in Thailand ages 15 to 24, a majority
of men said premarital intercourse was expected of
them and that boys who had not had intercourse were
ridiculed by their peers. Women said premarital
intercourse was unacceptable, and could damage the
family's reputation. Regarding responsibility for·
contraception, young men viewed contraception as a .
woman's responsibility, but young women would not
consider seeking or requesting contraception for fear
of being thought of as sexually active.

Differences in expectations create separate standards.
for males and females in terms of the social
consequences of pregnancy. For adolescent girls in
many countries, an unplanned pregnancy usually
means expulsion from school, while teenage fathers
can remain in school. ~
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Fertile Years Prior to Marriage Increallng

Slide 10
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Gender also affects cultural acceptance of behaviors
and practices that can jeopardize reproductive health. •
Females are at higher risk of sexual violence,
including rape or domestic violence, than are boys.. A
recent Demographic and Health Survey in Egypt, for
example, showed that nearly nine of every 10 women
believed beatings by husbands are justified under
some circumstances, and almost one third reported
being beaten during pregnancy. Female genital
mutilation, practiced in some cultures, can also .
jeopardize reproductive health. The World Health
Organization reports that some 2 million girls
undergo the procedure annually. •

Note to presenter: Iffemale genital mutilation or FGM is
common in your region, you may want to add more detail about
this procedure and how it affects childbirth and reproductive
health. The impact on birth varies depending upon the tYpe of
FGM practiced. For background materials on FGM, contact
the Inter-African Committee on Traditional Practices Affecting
the Health ofWomen and Children, c/o Economic Commission
for Africa, PO Box 3001, AddisAbaba, Ethiopia, phone, 25-11- •
51-72-00 orfax, 25-11-51-46-82.

Fertile Years Prior to·Marriage Increasing
The length of time when women are fertile prior to
marriage has been increasing, because the age of
menarche is falling and the age of marriage is rising.
Therefore, youth are at risk of premarital pregnancy
for more years and may be more likely to change
sexual partners, thus increasing their risk for STDs as
well.

In North America, where the best data are available,
the number of fertile years for women prior to
marriage has increased from 7.2 years in 1890 to 11.8
years in 1988. This is due to a falling age of
menarche, from 14.8 years to 12.5, and a rising age of
marriage for women, from 22.0 to 24.3. Studies have
found similar trends in other countries, including -+ •

8 --------------------- Reproductive Health of Young Adults
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Slide 11
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Slide 12

nYoung Adults and Contraceptive Use
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Kenya, Guatemala, South Africa, India and Morocco.
Experts think: menarche may be falling due to better
health and nutrition. Changes in legal requirements
and cultural norms have led to the rising age of
marriage.•

Average Age at First Intercourse for
Unmarried, Sexually Active Youth
Among unmarried youth who are sexually active, the
average age of fust intercourse is well below the
average age of marriage. In most countries, boys
report having sexual activity at a much younger age
than girls.

In Latin America, among sexually active youth ages
15 to 19, males begin sexual activity at age 14 to 16,
while females report fust intercourse at age 16 to 18,
depending on the country. In comparison, the
average age of fustmarriage for Latin American
women is 19 to 22. In two Asian countries, the
Philippines and Thailand, males begin sexual activity
at age 16 to 17, compared to age 17 to 18 for females.
The nationwide age of marriage for women in these
countries is 21 to 22. In North America, for males,
the average age of fust intercourse is 16.6, compared
to age 17.4 for females. The average age of marriage
for women is 24.3.

In six sub-Saharan African countries, data from the
Demographic and Health Surveys indicate that the
majority of unmarried adolescents have been sexually
active. The figures vary widely by country. •

Young Adults and Contraceptive Use
Few married youth use contraception before the birth
of their fust child.. Among unmarried youth, a U.S..
study found that young people typically delay using
contraception until about a year after beginning ~
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sexual activity. In surveys in Latin America and in
Kenya, unmarried youth say the main reason they did
not use contraception was because they did not expect 0
to have sex at that time. Sexual activity tends to be
sporadic and unplanned among young adults.

A second common reason youth give in surveys is
that they lack information about contraceptives. For
example, surveys in Nigeria and Guatemala showed
that without accurate information, youth may have'
unnecessary fears about the effects of contraception
on their health. Even if youth know about
contraceptives, such as condoms or pills, they often
do not know where to get them or how to use them
correctly. Young men mention lack of knowledge
more than young women. Also, men do not usually
see contraception as their responsibility. •

Slide 13 Limited Contraceptive Use:
r-
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ChlracterllticlofYouth At this stage of life, most young people focus on the
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L....- --l ,not think of themselves as "planning a family" and
they may have difficulty discussing contraception.

Most youth also do not think they are at risk, seeing
themselves as invulnerable to potentially dangerous
consequences of sexual activity, such as pregnancy
and STDs. They may lack the motivation or
confidence to be successful users of contraceptive
methods. They also may be embarrassed to seek out
services or may not be assertive enough to get their
needs met.

o

Many youth lack the power and skill to use
contraceptives, especially young women who must C
negotiate'the use of condoms with a male partner. -+
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Many young women are forced to have sex and have
no control over contraceptive use. There may also be
cultural expectations or beliefs that limit the use of
contraception. •

Limited Contraceptive Use:
.Barriers to Access
Young adults also lack access to contraceptive
services or methods. Most clinics are not designed in
a way that will be inviting to young clients. Providers
are often reluctant to give contraceptives to young
people, especially to those who are unmarried. In
some countries, laws or policies prohibit provision of
contraceptive methods to unmarried youth.

Often, youth lack the transportation to clinics or
money for transportation. They also may lack money
for services and for contraceptives. Young people
may be afraid of being judged by providers or adult
clients, or they may be worried about being
discovered by their parents. Young women may be
concerned about having a pelvic exam. They may
only be willing to seek out services anonymously or
from someone they truly trust. •

High Proportion of Births Are Unintended
Lack of contraceptive use is a major contributor to the
high unintended pregnancy and birth rates observed
worldwide for young adults. An unintended birth or
pregnancy is one that is either rnistimed or not
wanted. Every year, about 15 million women under
age 20 give birth. This accounts for more than 10
percent of all births worldwide.

Among all women under age 20, the proportion of
last births that were unintended was more than three
of every six in many sub-Saharan Africa countries
and about two of every six in Latin America. -+
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In Asia, the Near East and North Africa, data are
available only for married women, who would be •
expected to have lower rates of unintended
pregnancies. For this group, the proportion was about
one of every six, reported for married women only.
Unmarried women have a higher percentage of
unintended pregnancies than do married women - as
many as"three out of four pregnancies in many
countries.•

Psychological and Social Consequences of
Pregnancy for Unmarried Youth
In most cultures, young unmarried mothers face
social stigmas that can have harmful psychological
and social impact. Pregnancy usually means the end
of formal education. In most sub-Saharan countries,
girls are expelled from school if pregnant, according
to a recent review of adolescent health rights. In
Kenya, for example, some 10,000 girls leave school
annually due to an unplanned pregnancy.

Beco~g a mother at a young age alters basic life
choices in terms of careers, opportunities and future
marriage. It is a major economic burden. Those who
are already poor are more likely to remain in poverty.
For economic reasons, in some countries young
unmarried mothers resort to prostitution to support
their children. Any of these consequences can lead to
depression, loss of self-confidence~lack of hope and •
other adverse psychological conditions. ~
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o
However, in a few cultures, women are expected to
prove their fertility, and early childbearing, even
outside of marriage, can improve a woman's status.

The consequences of early pregnancy are much more
severe·for young women than for men. But some
young men may also bear some social and
psychological consequences, especially if they leave
school to support a child, reducing their opportunities
for education or economic advancement.

These consequences also affect the lives of the
children. Many teenage parents lack the ~xperience,

skills and resources that they need to raise their
children.•

Slide 17
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Maternal ~ortality Higher for Young Women
Teenage women are much more likely to die in
pregnancy or childbirth, compared to older women.
In Nigeria, for example, for every 1000 live births, 27
women under age 16 die, compared to four women
aged 20 to 24 and 16 women aged 30to 34. For
every 1000 live births in Bangladesh, 17 women
under age 15 die, compared to four women ages 20 to
24 and six ages 30 to 34. Similar patterns exist in
Ethiopia and other countries. •

Can ". (alai (0' bollr mollra,and chUd

Medical Rillao of P",gnancy In Young Women,
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Medical Risks of Pregnancy in Young Women
Although medical risks exist during pregnancy at any
age, the risks increase among women under age 16.
This is because the pelvis of a younger woman often
is not fully developed. A small pelvis is one
condition that can result in obstructed or prolonged
labor. This may in tum lead to complications such as
infection, hemorrhage, or fistulas, which are openings
in the wall between the vagina and the bladder or
rectum. It may also lead to death for the infant or the
mother. -+
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In addition, fust pregnancies at any age carry greater
risks than second or third pregnancies, and many fust
pregnancies occur at a young age. This higher risk is •
due to the possibility of developing hypertensive
disorders during pregnancy, something experts can
not yet explain. These disorders include pregnancy-
induced hypertension and preeclampsia, a condition
in which a combination of increased blood pressure,
edema, or swelling, and protein in the urine may be
present. Preeclampsia and pregnancy-induced
hypertension are conditions that can lead to uterine
bleeding orhemorrhage. They can also lead to
eclampsia, with symptoms such as coma and
convulsions. Without prompt treatment, bleeding and
eclampsia can be fatal to the mother and infant.

Young.mothers have a higher incidence ofpremature
labor, mis~arriage and stillbirth. Their infants weigh
less at birth·and experience higher rates of mortality
andmorbidity. A study of 20,000 births in Mali and
Burkina Faso, for example, found that adolescents •
were 45 percent more likely than older women to

. have infants of low birthweight, and children of
teenagers faced a 35 percent greater risk of dying in
their fust two years of life, even after socioeconomic
and demographic factors were taken into account. •

Slide 19
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Maternity Care
If a young woman is pregnant, intended or
unintended, she needs prenatal, delivery and
postpartum care. Many young women, both married
and unmarried, do not seek prenatal care. Prenatal
care is important, because it is an opportunity to learn
about proper pregnancy care, including good nutrition
and signs of possible complications. It also gives a
provider the chance to assess the woman for risk
factors, such as anemia, hypertension or infections.

Young women under age 16 and in their first -+ •
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pregnancy need to be monitored closely during
delivery because of their increased risk. Many
maternal and child deaths result because a mother
does not receive timely care for obstetric
complications, including obstructed delivery and
hemorrhage. Ideally, a young woman should either
deliver at a health facility with good quality
emergency obstetric care or have immediate access to
such care. For all women, the immediate postpartum
period is an important time to check for possible
bleeding and infection. For young people and frrst
time parents, the prenatal and postpartum periods are
good times to provide information on contraception,
breastfeeding, child-care skills and child health. •

Risk of Unsafe Abortion
Unintended pregnancies among young women
account for at least 2 million unsafe abortions each
year worldwide. Abortions may be unsafe for a
number of reasons. Safe services may not be
accessible or affordable for many young women.
Therefore, they may try to self-induce or have the
procedure performed by an unskilled or nonmedical
provider. Due to cost and other reasons, young
women are also more likely to postpone abortion until
after the first trimester, which makes the procedure
more risky. Young women with abortion
complications may delay getting treatment, which can
worsen their condition. Greater access to family
planning among young women can reduce the
number of unintended pregnancies and reduce the
number of unsafe abortions. •
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Consequences of Unsafe Abortion
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Consequences of Unsafe Abortion
Three out of five women hospitalized for abortion
complications are under 20 years of age, according to
data from Africa, Asia and Latin America.
Complications from unsafe abortion include
infection, hemorrhage, injury to reproductive organs,
intestinal perforation, and toxic reactions to
substances or drugs used to induce abortion. These
complications may result in infertility or even death.

Whether there are medical complications or not,
young women may face negative psychological and
social consequences after abortion. They may feel
remorse or guilt, or they may encounter negative
reactions from peers, family, providers or society.•

•
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Youth at High Risk of STDs
Note to presenter: srDs are discussed in detail in Section Iv.
Ifyou are not using that section, you may want to use some of
those slides with the briefdiscussion here.

Young adults are at high risk for STDs due primarily
to their behaviors. Even if sexually active youth do
plan ahead to prevent pregnancy, they still may be
vulnerable to sexually transmitted diseases if they do .
not use condoms consistently and correctly. Most
youth have little knowledge of STDs and their
symptoms. Many do not seek treatment, or they
attempt to treat themselves fIrst and only later seek
treatment at a clinic.

•

The risk for STDs is greatly increased for anyone
who has multiple sexual partners or if their partner
has multiple partners. Young people who start sexual
activity at earlier ages are more likely to have more
than one partner, thus increasing chance of exposure
to STDs. In some countries, young people are at high
risk because economic or family problems force them
to seek work in the sex industry. Other young adults •
are at risk because they may be coerced into -+
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Consequences of STDs, Including HIV
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sexual relations. Young women may be a target of
older men because these women are believed to be
free of STDs. •

Consequences of STDs, Including HIV
STDs can be divided into two general categories,
those than can be cured and those that cannot. The
curable STDs are mostly bacterial. If not treated,
some can lead to pelvic inflammatory disease, or PID,
in women. Untreated PID can cause chronic pain,
damage the fallopian tubes and result in infertility.
Untreated bacterial STDs also can cause infertility
among men. Infertility can be a problem for young
women in cultures where social status depends
heavily upon childbearing.

Even more tragic are viral STDs, especially my,
which leads to AIDS and is almost always fatal.
Globally, at least half of those currently infected with
mv are younger than 25. The incidence of AIDS is
increasing rapidly among young females. Learning
that one is infected with an incurable STD can have
serious physical and psychological consequences in
individuals. The rate of HIV infection among young
people is harmful to the larger society as well, .
weakening the work force and reducing the number of
future leaders in the social fabric of a country. •

Risks and Consequences of Sexual Abuse
In some countries, young people, particularly women,
face sexual abuse. Rape is the most obvious form, but
abuse also includes sexual assault, incest, involuntary
prostitution, and other harmful practices.

These types of abuse can result in physical injury,
unintended pregnancy, STDs and psychological
trauma. Those who have suffered from sexual abuse
are more prone to low self-esteem, earlier ~
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consensual sexual activity, and high-risk sexual
behaviors, such as multiple partners. •

Summary and Next Steps
Young adults face high risks of pregnancy and STDs.
Moreover, the fertile years prior to marriage are
increasing, thus heightening these risks. To help
young adults reduce these risks and consequences,
they need information, skills and access to services.

Policy-makers, planners and providers need to
understand how to make reproductive health services
more available to young adults - what kinds of
services they need, who can provide services, and
where to reach youth. Also, providers need to know
how contraceptive methods and approaches to SID
prevention and treatment apply specifically to youth.
Other sections of this training packet address these
issues.•

•

•

•
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Section II:
How to Reach Young Adults

How to Reach Young Adults: Topics to Be
Covered
This section of the presentation discusses how to
make reproductive health services more accessible to
young adults. This information will be particularly
useful for those involved in planning and designing
programs for youth. The section is divided into three
parts.

We first summarize who can provide services for
youth, including what types of skills and attitudes
providers need in order to serve youth most
effectively. Then, we discuss what reproductive·
health information and education young people need
and what research has shown about the impact of sex
education. The last section discusses where
information and services can be provided, beginning
with a summary of research on the most important
elements in these programs. •

Who Provides Information and Services
to Youth?
Young people benefit from having access to various
types of providers, depending on their circumstances
and the types of services, information and counseling
needed. These can include doctors, nurses, other
health care providers, social workers, counselors,
teachers and youth workers, such as peer -+
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counselors. Family members can also be important
sources of information.

In some cases, adolescents will approach only their
peers for information and services. In others, they
will visit a doctor. Program planners need to think
about the right kind of provider for the circumstance,
in order to increase a young person's receptiveness to
counseling and information. These issues are
particularly important for unmarried youth but may
also be true for young married adults.

Different types of providers are best suited to meet
specific needs. Teachers, for example, are good
sources of information but rarely provide
contraceptives. Peers, when trained adequately, can
be very good at providing basic information and
condoms, as well as referrals to other services. Most
youth do not, however, have the skills and training
required to be counselors. IIi order to offer a range of
reproductive health services for youth, various types
of providers working from more than one location
need to be involved. •

•

•
Slide 28 Provider Attitudes Often Negative Towards

Young Adults
Adults generally do not approve of sexual activity
among unmarried youth. Providers may have
.personal or religious views about sexuality that
influence how they assist youth. Most providers have
difficulty seeing the situation from the point of view
of the young person. Hence, adolescents often
hesitate to tell adult providers that they are sexually
active and to seek information about contraception or
disease prevention.

Providers are often judgmental about unmarried
women who are pregnant, regardless of the
circumstances of the pregnancy. Also, providers -+ •
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may not be helpful to young people seeking services.
A study in South Africa, for example, found that even
though clinics were supposed to serve youth,
personnel resisted young people's requests for
condoms and provided no instructions on condom
use.•

Sexuality: Open Discussions Are Important
Sexuality is a difficult topic to discuss openly for
most youth and adults, including family planning
providers, family members, teachers, counselors and
religious leaders. The more those working with youth
can understand and be comfortable with their own
sexuality, the better they can discuss this topic.

Youth are just beginning to learn about sexuality and
may be embarrassed or hesitant to talk about it. They
may be dealing with a wide range of issues related to·
their sexuality, some of which can be very sensitive,
such as peer pressure, sexual identity, sexual
orientation, sexual capability or sexual coercion. By
using good communication skills, providers can offer
youth the opportunity to express and understand their
feelings about this complex subject. This in turn can
result in healthy sexuality and more responsible
sexual behavior, which can prevent unintended
pregnancy and STDs. •

Communication Skills Needed by Providers
Young people vary widely in their needs, even within
the same age group in the same country. Good .
communication skills can help providers assess and
meet the particular needs of a young adult. While
communication skills are helpful for serving all
clients, they are particularly important when dealing
with young people. Providers need to listen carefully
to understand the needs of each youth and to -+
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•
assess the level of the person's cognitive and
emotional maturity.

Good communication skills include "reflective
listening," where the provider paraphrases a statement
or question and repeats it back to the youth. This can
show understanding of the words, as well as concerns
and feelings. Also, open-ended questions, which
allow youth to talk freely, should be used. Positive
body language, such as nodding to indicate that the
provider is paying attention, is also important.

Providers can better communicate with youth by
being sincere, honest, open-minded and
nonjudgmental. It is helpful to show respect, use a
sense of humor, and show they really care about the
young person's situation.

Confidentiality is very important in serving youth.
Where possible, a young person needs to be assured
that information discussed will not be revealed to
others. If regulations limit total confidentiality, •
providers need to tell youth about this limitation.
Good communication skills will help to build trust
and make young people more likely to continue
seeking the services they need. •

Slide 31
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Provider Training Needed
Providers for adolescents need to have good technical
skills, whether they are doctors, nurses, youth leaders,
teachers or peer counselors. Technically competent
providers of information and services inspire
confidence, which is particularly important for young
adults.

Photo: World Bank. Providers also need information on the broad range of
issues facing young adults. Young people's problems
are often interrelated. For example, youth seeking
reproductive health services may ask about alcohol,
drugs, school problems, or relationships with -+ •
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peers or parents. Providers need to know how to
respond to.these'questions~ or if necessary~ to refer the
client to another provider.

Providers need to reflect on their own views about
how they may treat males and females differently. As
with sexuality in general~ their personal values
regarding gender roles and expectations can affect the
way they interact with clients and the services they
provide.

Ideally, providers who work with youth should
receive· training in the communication skills necessary
for counseling young people. Unfortunately~ most
providers for youth have no formal training in this
area.

Also, it is helpful to be familiar with role playing and
other techniques that are useful in strengthening
young people~s communication skills. Such
techniques can help young people negotiate difficult
situations~ such as requesting condom use or refusing
unwanted sexual activity. For example, a study in
Thailand among 240 unmarried female factory
workers, ages 14 to 24, found that discussion groups
helped them to coriununicate about SID risk and
condom use. The portion of women who said they
felt confident talking to a partner about STD risk
increased from 60 percent to 90 percent~ and the
portion who said they would not be embarrassed to
give a partner a condom jumped from 36 percent to
82 percent. •
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What Reproductive Health Information and
Education Do Youth Need?
In every region of the world, adults debate what kind
of reproductive health information and education
youth need. Young people need information and
skills to be able to take responsibility for their
sexuality.

Youth need to understand the risks and consequences
of sexual activity, described in detail in the fIrst
section·of this presentation. Basic information on
contraceptive options and ways to prevent and treat
STDs, also essential for youth, are addressed in the
fmal two sections of this presentation.

The slides that follow discuss sex education,
sexuality, the range of sexual expression, fertility of
men and women, and gender roles. •

Research Shows Sex Education Helps
Research has shown the value of sex education for
youth. However, providing information and
education about sex to youth is controversial. Critics
claim that such education will encourage youth to
initiate sex at earlier ages and be promiscuous.
However, a World Health Organization review of
1,050 scientific articles on sex education programs
found that such programs do not lead to earlier sexual
activity and, in some cases, delay fIrst intercourse.
Studies have also shown that in some cases, sex
education programs result in the increased use of
contraceptives, especially if the programs reach youth
before they began sexual activity. Also, beginning
sex education before youth initiate sexual activity can
help them develop healthy approaches to sexual
behavior before they establish unhealthy practices. •

•

•

•
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Slide 34 Elements of Effective Sex Education Programs
Programs that lead to safer sexual behaviors address
both attitudes and skills that youth need, and provide
accurate information. A review of 49 studies designed
to reduce sexual risk-taking among youth found that
young people need more than knowledge about
contraception and the risks of STDs to practice safer
sexual behavior. The analysis found that the
programs that did result in safer sexual practices
among their participants had certain elements in
common. These elements are grouped on the slide
according to content and to teaching methods and
program design.

Content:

Elementa of Effective
Sex Education Programs,
eo.._ T_In,__
....................... progrMIdulgn:
H_ .--.._on .IE- 1--'"Nducl,....... pro....... ---....- . ---._- • TnIIw IiMInIIzkln- ·.....,... ........ 111................. _..-........... ·1.1l1li ....... 1..-- ..................- --

o

• provides basic, accurate information

• focuses on reducing sexual risk-taking

• addresses peer pressures to be sexually active

• strengthens individual and group values .against
unprotected intercourse.

Teaching method/program design:

• provides modeling and opportunities for students
to practice communication and negotiation skills

• .trains the instructors and involves the students in
the teaching methods

• lasts at least 14 hours or includes intense small
group exercises. •

Slide 35

nSexuality: What Youth Need to Know
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Sexuality: What Youth Need to Know
As young people's bodies change, they naturally
develop an interest in sex. The combination of
biological changes with exposure to sexual messages
in everyday life, especially through the media, can
lead youth to focus only on physical aspects of
sexuality. However, sexuality includes issues of -+
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Slide 36

Ways of Expressing Sexuality

Y_".d 101mo,,'-I1... to
riMy _ ""urt",
• Ho'dlnglla~
• Hugging

• Dryldulng
• Body rubbing
• ...lUrUdon

• M"""" muturUdon
• S.....II""'rcau..willi. condom

. Photo: B. Goldberg.

identity, societal roles, and human relationships, as
well as biological development.

Young adults, both married and unmarried, need a
basic knowledge of both male and female

-reproductive systems and how their bodies, minds
and feelings are changing. They need to learn how to·
communicate about sexuality and how to handle
societal and peer pressures about sexual behavior.
They need to know that many of the common images
of sexuality, especially in the media, are misleading.
They need to know how to make their own decisions
about sexual activity, including abstinence. And, if
they decide to begin sexual activity, they need to
know how to negotiate contraceptive use. Learning
about sexuality is the ftrst step toward responsible
sexual decision-making and behavior. •

Ways of Expressing Sexu~lity

Unmarried young people need to know that they
should not be in a hurry to begin sexual activity 
that intercourse is just one of many ways of
expressing love, affection and acceptance. They need
to decide for themselves when to begin, and not be
talked into having sexual intercourse before they are
ready. They also need to know alternatives to high
risk sexual behaviors.

Abstinence from sexual intercourse is the most
effective way to prevent pregnancy and STDs. While
abstinent, there are ways to express sexual feelings
that are safe in terms of preventing pregnancy and
STDs. These behaviors include holding hands,
hugging, dry kissing, massage, body rubbing,
masturbation and mutual masturbation. Contrary to
popular myths, there are no health risks from
masturbation. Wet kissing is usually safe as well,
although it has been associated with mv ~

•

•

•
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transmission in people with exposed sores in their
mouths.

When unmarried and married youth choose to have
intercourse, they need to be able to make an informed
choice about contraceptive options·that can prevent
unintended pregnancy and STDs. They also need
access to these services. While there are various
methods that youth can use safely and effectively to
prevent pregnancy, the male condom is the most
effective method for prevention of all STDs,
including HIV. When the male partner will not use a
condom, the female condom is recommended as an
alternative. •

Slide 37

Fertility Awareness
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Fertility Awareness
All young adults need to learn about women's and
men's reproductive systems, their fertility, the
menstrual cycle and its relationship to pregnancy, and
how pregnancy occurs. Awareness of fertility also
includes, in a broader sense, an understanding of
attitudes and cultural norms about fertility,
contraception and childbearing. Knowing how the
process of reproduction works is important for both
young men and women. By understanding the
relationship of the menstrual cycle to fertility, males
and females may be better able to communicate about
pregnancy prevention. •

Slide 38

Fertility of Men and Women,
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Fertility of Men and Women
Young people·need to understand when they are
fertile and when sexual activity can lead to
pregnancy. In men, sperm production starts during
puberty. Once this begins, men's bodies produce
sperm continuously. Thus men are fertile all the time,
typically for the rest of their lives.

Women are fertile for a short period of time ~
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during each menstrual cycle, from menarche until
menopause when menstrual bleeding ends. This •
occurs at about age 45 to 50. The menstrual cycle is
governed by a series of hormonal changes and
generally varies in length from 21 to 36 days. The
cycle begins with the fust day of menstrual bleeding,
which is the shedding of the uterine lining. Hormonal
changes then lead to ovulation, when the egg is
rel,?ased from the ovary..

The number of days from the beginning of the cycle
until ovulation varies. For most women, ovulation
usually occurs 14 days before the initiation of the
next menstrual bleeding. This means for a 28-day
cycle, which is about average and is shown in the
slide, ovulation occurs around day 14. In a 24-day
cycle, ovulation would occur at about day 10, and in a .
34-day cycle, at about day 20. For women with
irregular cycles, it is particularly difficult to predict
the day of ovulation.

After ovulation occurs, the egg can survive up to 24
hours. However, sperm can survive in the woman's
reproductive tract for up to five days, so sperm
deposited before ovulation can fertilize the egg.
Thus, the fertile time for a couple - when it is unsafe
to have unprotected intercourse - could begin six
days before ovulation and last for 24 hours after
ovulation. If fertilization occurs, the lining of the
uterus is not shed and there is no menstrual bleeding.
A missed menstrual period is often the fust sign of
pregnancy. If the egg is not fertilized, the cycle
begins again about two weeks later, with another
shedding of the uterine lining. •
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Slide 39

Gender Awarene8a for Youth
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Photos: UN, USA/D.
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Where Can Information and Servlcea
for Youth Be Provided?
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Gender Awareness for You'th
Note to presenter: For more on gender issues, use slide
number 9 from the first section.

The term gender refers to the different roles of males
and females, as determined by the particular society
and culture in which they live. Gender affects
expectations the society has regarding the sexual
behavior of boys and girls, as well as their
responsibility for contraception and unplanned
pregnancy. Gender also affects the cultural
acceptance of practices that can jeopardize the
reproductive health of girls, such as sexual abuse or
female genital mutilation.

Incorporating gender into reproductive health
programs for youth can be an opportunity to
emphasize shared responsibility between young men
and women. Providers can also build into counseling
the importance of male responsibilities in
reproductive health. Often, young men do not
consider reproductive health issues until they have to
go to an SID treatment facility. Including young men
in a broad range of discussions and education can lead
to a lifelong involvement in reproductive health
issues.•

Where Can Information and Services for
Youth Be Provided?
The following slides discuss what types of programs
for youth are most effective and where youth can be
reached. The home, clinics, school-based programs,
community-based youth organizations and the mass
media can all be used to reach youth. These programs
can serve both married and unmarried youth in many
cases but may also be targeted to unmarried youth .
only. It is also helpful to keep in mind the need to
incorporate a gender perspective into all of these
programs.•
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[treell'l'.! PIO~1I'B for Young Adulls.

Photo: FHI.

Effective Programs for Young Adults
Reaching young adults requires different techniques
than those used to reach older adults. Most youth do
not seek out services on their own. Thus, programs
need to increase adolescents' awareness of
reproductive health issues in order to encourage them
to seek services. When designing programs, policy-
makers and providers need to acknowledge the
importance of culture and tradition and, at the same
time, be bold in advocating and providing what young
people want and need.

Research from the World Health Organization, the
United Nations Population Fund and other groups has
identified the most important program elements that
are effective in reaching youth. First, programs need·
to·identify clearly a target group by age, school status,
and other factors, and then analyze the group's
specific assets and needs, developing appropriate
strategies to meet those needs. Second, many
agencies have stressed the importance of involving •
youth in various ways. These may include needs -+
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nFamily Involvement
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assessments, planning, peer promotion, focus groups,
evaluation-and board membership. Third, working
with community leaders, teachers, school principals,
religious leaders and parents can help reduce fears or
misconceptions about programs for youth.

Fourth, using materials that are designed, or at least
field tested among youth, is crucial. This will help to
ensure that the materials are relevant and can be
understood by young people. Fifth, services need to
go where youth are, and be accessible in terms of
cost, location, hours of operation, waiting time and
other practical factors, which youth can help identify.
Health services also need to be linked with other
services to provide a holistic approach to the care of
each individual. Sixth, it is important to use good
evaluation tools to create projects that can be
sustained and replicated. Private donors and
government programs should provide sufficient funds
to permit successful, small-scale projects to
expand.•

Family Involvement
In many cultures, youth may want to talk to their
parents about sexuality. Where culturally appropriate,
family members should begin communication about
sexuality as early in their child's life as possible.
Crucial elements in family involvement include:
parental availability and approachability, attitudes and
knowledge, and communication skills.

Programs are needed to help train parents to discuss
sexuality and contraception with their children. One
technique that youth projects have used effectively
involves having a young person discuss sexuality
with an adult who is not his or her parent. This
encourages more frank discussions, and both youth
and parents gain skills in communication. Also, if
culturally appropriate, teachers can give ~
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assignments that involve cormilUnication with parents
about sexuality. It is often very difficult to involve •
parents, however, because of work demands, cultural
norms and emotional biases about their own
children's sexuality.

Family members can also support youth in seeking
counseling and services. It is important that parents
do not block their children from receiving the services
that they need. Parents also may be in a position to
advocate for the availability of good information and
services. Parents and other family members can serve
as positive role models, teaching values and attitudes
through their own behavior. •

Slide 43

nHealth Clinics Designed for Youth
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Health Clinics Designed for Youth
Health clinics in general have not been successful in
reaching young adults with the kinds of services they
need. Services for youth need to be where youth are
and be well-designed. Long waiting times,
impersonal staff, or judgmental providers may easily
discourage youth.

In an attempt to serve youth better, some clinics are •
opening either separate units or outreach clinics
designed for youth with specially trained staff. Small
outreach clinics in structures separate from the major
health facility have been shown to attract young
people and win community support when they are
part of a broader social services network. Mobile
clinics have also been successful in some places.
Services with special hours of operation when youth
can come are important for attracting youth. Clinics
need to be located where youth will find them
convenient and safe, such as in youth centers. Youth
to-youth promotion can encourage use of these clinics
as can specially designed informational materials.
The cost of services can be a constraint for many
young people. To be successful, youth programs may
need to provide free or low-cost services. •
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nElements of School-Based Programs
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Traditional Health Clinics: An Opportunity to
Reach Youth ':
Traditional health care services can also help reach
youth. Those providing prenatal, delivery,
postpartum and abortion services have a valuable
opportunity to reach young adults. In outpatient
clinics, for example, providers have an opportunity to
provide basic reproductive health information to
youth and to talk to them about their reproductive
health needs. This might be one of the few times a
teenager gets such information or has a c~ance to talk
to a provider. In a confidential setting, a provider
could at least ask one question: "If you are sexually
active, what are you doing to prevent pregnancy and
sexually transmitted diseases?"

Referrals to other service providers are very
important. It is not critical that all services be housed
under one roof. A nurse at a health post, for example,

, can take advantage of supplementary resources
available in the community. •

Elements of School-Based Programs
Large numbers of youth can be reached efficiently at
schools. These programs should begin as early as
possible for a number of reasons. Since many youth
drop out of school, and in many places girls do not
attend school as long as boys, appropriate sex
education in the early school years reaches more
young people. Keep in mind that these programs
can be used in all types of schools, including
vocational, technical training and specialized schools.

Reproductive health education curricula should
ideally cover sexuality, relationships, general health,
self-esteem, communication and negotiation skills.
Reproductive health education has been done through
general health curricula, often called family life
education or FLE programs. This has advantages -+
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and dis~dvantages. FLE programs can place
reproductive health in the larger and proper context of •
developmental issues. On the other hand, this
broader focus can result in diminished emphasis or a
total deletion of material on sexuality, fertility
awareness and contraception.

In addition to sex education programs, some schools
have on-site or linked health clinics that provide such
reproductive health services as counseling and
contraceptives. Linking sex education programs to
community services can be important. Other school
based services include health screenings, public
education campaigns, and referrals to community
based youth programs and emergency services.
Training instructors and administrators in the
curricula and services makes these efforts more
effective, as does involving families and community
leaders.•

Slide 46
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Community-Based Youth Organizations
Community-based youth organizations have faced
opposition due to fears - which research has shown
are unfounded - that contraceptive services will lead
to increased sexual activity. Consequently, programs
have often incorporated reproductive health services·
for youth into broader service offerings, including
recreation, sports teams, drama groups, vocational
training and tutoring. Youth-oriented activities such
as scout programs have begun to focus on reproductive
health services. Religious organizations can also be
effective with education, recreation and other youth
programs. Community programs can also target out-'
of-school youth through street programs and the
workplace.

Programs such as these can help provide adult role
models for youth. Youth themselves - called peer
promoters or educators - often provide -+

•

•
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o
infonnation, counseling and in some cases condoms
to-other youth. :A'study in Mexico showed that peers
and adults can be used effectively in varying
circumstances.

Some community-based programs have focused
specifically on serving pregnant and parenting teens.
While these programs generally serve small numbers
of young women, some have helped change national
policies, allowing young women to remain in school.
These projects have helped pregnant and parenting
youth fmish school. They have also offered tutoring,
skills training and vocational training. Research has
shown that there are fewer second pregnancies among
program graduates compared to other adolescent
mothers.•

Slide 47

Mala Media and Other Creative
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Mass Media and Other Creative Outreach
Throughout the world, young people love radio,
television, videos, flim and comic books, and they can
be effective ways to reach youth. Successful
prevention programs have used these media to.
disseminate messages directed at youth. Soap operas
on television depict typical situations that youth often
face. Telephone hotlines have been successful in
various countries as a means for youth to get
infonnation from adults and peers that is anonymous
and nonjudgmental.

Drama groups, puppet shows, rock concerts and other
entertainment fonns are effective at reaching youth.
Youth drama groups, for example, provide youth an
outlet for creating and conveying messages that have
more legitimacy with youth than does advice from
adults. Groups have also begun to use computer
technology to provide infonnation to youth.

Social marketing is another successful way to reach
youth with infonnation and some contraceptives, ~
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especially condoms. These campaigns use
advertising and creative promotion techniques to •
saturate a particular market segment. This builds
product recognition, breaks.down barriers to
discussions about use, and provides a convenient
distribution system - ranging from concerts and
mobile information booths to more traditional outlets
such as pharmacies. •

Summary ,
Policy-makers and program planners in the
reproductive health field have not traditionally
focused on young people and have not paid enough
attention to their needs. Nor have youth '
organizations normally included reproductive health
as part of their services. These patterns are slowly
changing, and more reproductive health'programs
designed for youth are being established.

Research has shown that sex education does not •
increase sexual activity and can delay initiation of
intercourse when programs focus on attitudes and
skill building, as well as knowledge. Designing
programs with youth involvement is essential in
attracting youth to the services they need. Given the
potential value of such programs, it is important to
think carefully about the many types of providers
who can serve youth, about the types of information
and education they should provide, and about where
these services can be provided. •

•
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Contraceptive Options for Young Adults
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Section III: Contraceptive Options
for Young Adults

Contraceptive Options for Young Adults:
Topics to Be Covered
This section first discusses contraceptive methods in

. terms of preventing pregnancy and STDs. A short
description of each contraceptive method is included
covering issues most pertinent to young adults.
Emergency contraception and dual method use are
also explained. Discussion is included on postpartum
and postabortion contraceptive options. This section
is particularly valuable to those actually providing
services to youth. •

Contraceptive Issues for Young Adults
No medical reasons currently exist for denying any
contraceptive method based on young age alone.
However, nonmedical'issues are important when
considering young adults' use of methods to prevent
pregnancy or the transmission of STDs. Many youth
engage in high-risk behaviors, such as having
multiple partners or a series of partners. Youth often
lack accurate or complete information about
contraceptives and tend to rely on secondhand
knowledge, including myths and misconceptions.
Also, they may not use methods consistently and
correctly and tend to have unplanned and sporadic
sexual activity, which is more likely to be
unprotected. Many lack knowledge about ~
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and access to emergency contraception, which must
be used shortly after unprotected intercourse to •
prevent pregnancy. Since many youth are vulnerable
to STDs, counseling about contraception·should
include STD prevention messages. •
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Abstinence

.IND 1ntwcau'M
• ..., Inc aItMr tanRe of_._....
•-.tIIfIIedtw...,ta prewnI........,_11lII
• OptIDnfar.,,,,,,, Inc.....---.......--...,
•......hIth_---...._11I-

Photo: FDA Consumer.

Abstinence
Abstinence is the most effective way to prevent
pregnancy and STDs. Abstaining from sexual
intercourse has no ill-effect on the health of male or
female young adults. A range of sexual expressions
are possible during abstinence, including hugging,
holding hands, massage, body rubbing, kissing,
masturbation and mutual masturbation. Abstinence
should be discussed as an option both for young
adults who have not initiated sexual intercourse and
for those who have already begun sexual activity. ~

•

•
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Barrier Methods
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.In discussing abstinence, providers should help youth
gain'the,skills to cope with peer and partner pressure.
Abstinence requires high motivation and self-control.
Partner communication and cooperation are also
essential. Social support for delaying sexual activity
can help young adults practice abstinence.
Nonetheless, abstinence can be difficult for a sizable
proportion of young adults. For this reason, policy
makers and service providers must ensure that all
youth have information about, and access to, reliable
contraceptive options. •

Barrier Methods
Barrier methods include male condoms and female
methods - female condoms, sperrnicides,
diaphragms and cervical caps. These methods can be
used alone, in combinations, or with non-barrier types
of contraceptives, such as pills.

Barrier methods are most effective at preventing
pregnancy when used consistently and correctly. If
used correctly with every act of intercourse, called
"perfect use," pregnancy rates range from about 3
percent for male condoms to 7 percent for
sperrnicides. A 3 percent pregnancy rate means that
three out of every 100 women using this method for a
year would get pregnant. Normal use in everyday
life, which is not always consistent or correct, is
called "typical use." In these circumstances,
pregnancy rates range from about 12 percent for
condoms to 21 percent for sperrnicides, but in some
settings these rates may be substantially higher.

Barrier methods are safe and have no systemic
effects, although in rare cases, some people may be
allergic to latex condoms or sperrnicides. ~
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Barrier methods are particularly appropriate for
young people for these reasons:

• Many young adults are at high risk for STDs. The
male condom is the most effective method for
STDIHIV prevention. When men are not willing to
use a male condom, a female condom can be used.
The female condom has been shown to prevent
STDs, including the transmission of HIV in
laboratories, and research in human use is
promising. However,. the female condom is not
readily available in most developing countries.
Other barrier methods may provide some
protection against bacterial STDs.

• Many youth have easier access to barrier
methods, especially condoms, than other methods.
Youth can provide condoms to other youth.
Condoms are generally available without a
prescription and low cost. However, young people
may be embarrassed to ask for condoms in certain
settings. Only diaphragms and cervical caps,
which are not widely available in developing
countries, require a clinic visit for proper fitting.

• Many young people have sex infrequently and
without advance planning. Barrier methods are
well-suited for these situations, provided that they
are available at the time.

• Barrier methods are user-controlled and can be
easily initiated and discontinued.•

•

•
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l Barrier Methods: Counseling
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Barrier Methods: Counseling
Successful use of barrier methods requires
overcoming disadvantages of these methods.
Because barrier methods must be used correctly for
every act of intercourse in order to be effective,
appropriate counseling is essential to help young
adults use them successfully.. This is true for young
people in particular because most barrier methods, ~ •
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especially condoms, require partner participation and
riegotiation·skills. Counseling needs to emphasize that
a high level of motivation, self-confidence and self- .
control are necessary for youth to be successful users
of barrier methods. In addition, many youth are
inexperienced sexually, are embarrassed to use
condoms or are concerned that barrier methods will
interrupt their sexual activity, making it awkward or
less pleasurable. Counseling needs to address these
concerns.

Even though barrier methods are often not obtained
from providers, youth need clear and practical
information about how to use these methods correctly
and how to avoid common mistakes in use. They also
need to know where to get more supplies and how to
store them properly. Key messages for youth include:

• Be prepared by always carrying barrier methods so
they are readily available when sex occurs;

• Communicate with your partner about shared
sexual responsibility, a process that can establish
positive patterns that last into adulthood;

• Use barrier methods consistently and correctly for
them to be effective. •
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Male Condom
Key messages regarding condom use include:

• Condoms can be used for both pregnancy and .
STD prevention.

• If at risk for STDs, use a condom, even if you or
your partner are using another contraceptive method.

• Use of the condom can be incorporated into sexual
activity in order to avoid awkwardness.

• The' tight fit of the condom can result in delaying
ejaculation, which can help young men who have
premature ejaculation. -+
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When using the condom:

• Open the package carefully to avoid tearing the •
condom.

• Do not unroll the condom prior to putting it on;
unroll directly onto the erect penis.

• Hold onto the rim of the condom while
withdrawing the penis from the vagina to help
prevent the condom from slipping.

• Use only water-based lubricants such as KY-Jelly,
spermicidal gels or creams, or saliva. Do not use
any oil-based lubricants such as petroleum jelly,
hand lotion or mineral, cooking or vegetable oils.
These can weaken the latex in the condom and
increase the likelihood of the condom breaking. •
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Oral Contraceptives
There are two types of oral contraceptive pills.
Combined oral contraceptives, or COCs, contain both
estrogen and progestin. The other type of pills is
progestin-only pills, or POPs. COCs are by far the
most commonly used worldwide, and most
information available regarding oral contraceptives
and youth pertain to the combined pills. COCs are
the best type of pill for young women, except for
those who are breastfeeding, when estrogen might
affect lactation.

Oral contraceptives are very safe for young women.
They have no long-term effect on ovarian function or
growth, and no age-related complications or side
effects' have been recorded. They are very effective at
preventing pregnancy when used consistently and
correctly. In perfect use, COCs have a pregnancy rate
of less than 1 percent, but in typical use, the rate is
about 8 percent. Oral contraceptives also provide
non-contraceptive health benefits, such as improving
acne, regrilating menstrual cycles, decreasing -+

•

•
42 ---------------------- Reproductive Health of Young Adults

John M
Rectangle

John M
Rectangle

John M
Rectangle



Slide 56

nOral Contraceptives: Counseling
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menstrual cramps, and protecting against ectopic
pregnancy, benign breast disease, ovarian and
endometrial cancer, and some forms of pelvic
inflammatory disease. Once a woman stops taking
the pill, fertility returns quickly, which could be
important to young women who want to become
pregnant.

With the pill, young women gain more control over
their fertility, since taking the pill is independent of
sexual intercourse, and it can be used without the
male partner's knowledge or cooperation. However,
young women may worry that their parents or other
household members will discover the pill packs if
they are using them without parental knowledge or
support.

In many countries oral contraceptives are only
available through a clinic visit. In other countries
they may be distributed by trained providers through
community-based programs or available in a
pharmacy without a prescription. Oral contraceptives
do not offer any protection against the transmission of
BIDs.•

Oral Contraceptives: Counseling
Counseling about correct pill taking is particularly
important for young women. The contraceptive effect
.of the pill wears off quickly once it is discontinued.
Pills must be taken daily. If a young woman is not
having sex regularly, it may be easy to forget to take
the pill. Also, a young woman may stop taking the .
pill when she breaks up- with a 'boyfriend. If she
resumes that relationship or starts another one and has
intercourse before restarting regular pill use, she may
be at risk for pregnancy.

Counseling can help young wo:men prepare for
possible side effects such as nausea, weight gain -+
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or breakthrough bleeding. Knowing what to expect
may reduce the likelihood that they discontinue use if •
side effects occur.

Providers should encourage young women to link
pill-taking to a daily routine, such as teeth cleaning,
to ensure correct use. To maintain its contraceptive
effect, the pill must be taken daily except for a seven
day period between pill cycles, when no active pill is
needed. However, some pill packs are designed for
28 days, with seven hormone-free or placebo pills at
the end of the cycle. This encourages an uninterrupted
daily routine of pill taking.

Providers should give condoms and explain when
they need to be used as a backup method of
contraception. Ifpill use is not begun during the fIrst
seven days of the cycle, condoms should be used for
·the fIrst seven days. Condoms should also be used as
a backup if two or more pills are missed. Providers

, should also discuss with youth the use of condoms for •
SID protection, if they are at risk. •
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Injectables and Implants
Young adults can safely use injectables and implants,
which are hormonal contraceptives. There are two
main progestin-only injectables. Depo-Provera or
DMPA (depot-medroxyprogesterone acetate) is given
every three months, and NET-EN or Noristerat
(norethisterone enanthate) is given every two months.
Combined estrogen-progestin injectables, which
include Cyclofem and Mesigyna, must be taken
monthly and are not widely available yet. The most
common' implant, Norplant, contains six thin flexible
rodlike capsules containing the progestin
levonorgestrel. Inserted under the skin in a woman's
arm in a simple surgical procedure, it is effective for
up to five years. ~ •
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Both injectables and implants are very effective, with
pregnancy rates of less than 1 percent after one year
of use. Like oral contraceptives, they have long-term,
non-contraceptive benefits. These include decreased
risk of pelvic inflammatory disease, ectopic
pregnancy and endometrial cancer. Injectables and
implants do not require daily action and no supplies
are needed at home. This makes them easier to use
than pills. Their use is independent of sexual
intercourse, and they can be used without partner
knowledge.

Injectables require a periodic trip to a provider. For
implants, the clinic visit for insertion or the high
initial cost may be a barrier for many youth. Like the
pill, injectables and implants do not protect against
STDs.A theoretical concern exists regarding use of
implants and progestin-only injectables in women
under age 16. Using these methods reduces the
woman's level of estrogen and may have an impact
on developing bone mass. While this could
potentially predispose these women to osteoporosis in
later life, definitive studies have not been
completed.•
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nInJectablea and Implants: Counseling
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Injectables and Implants: Counseling
For these methods, counseling about bleeding
irregularities and return to fertility is important.
Users of progestin-only injectables and implants often
experience irregular bleeding, spotting or
amenorrhea, which may be of concern to young
adults. Young women need to know that this may
happen and that it doesn't mean anything is wrong.
Bleeding irregularities are less of a problem with the
monthly injectables that contain both estrogen and
progestin. Unlike the pill, progestin-only injectables
often cause a delay in return to fertility. About 50
percent of women conceive within 10 months after
the last injection, with more than 90 percent again ~
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fertile by 24 months. With implants, fertility returns
immediately upon removal. If at risk for SIDs, a •
woman should also use condoms.

Implants are more appropriate for those wanting a
long-term method and where access to removal is
easily available. Early discontinuation of implants
has been associated with young age and low parity. •
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Intrauterine Devices (IUDs)
Intrauterine devices (IUDs) are very effective for
preventing pregnancy, with the widely used copper
IUDs having a pregnancy rate of less than 1 percent.
This method is effective for up to 10 years. IUD use
is independent of sexual intercourse, and fertility
returns quickly upon removal. An IUD must be
inserted and removed by a trained provider, requiring
a clinic visit-and a pelvic examination. This may be a
barrier to some young women. IUDs do not offer any
protection against STDs, including mv. •

Intrauterine Devices (IUDs): Counseling
According to the World Health Organization, IUDs
are not recommended for young women at increased
risk of STDs/lllV unless other methods are
unavailable or unacceptable.' IUDs should never be
inserted in a woman who has a current infection or
has had an SID in the last three months. IUD use
may increase the risk of pelvic inflammatory disease
and infertility among women who have an untreated
STD at the time of insertion or if the procedure is not
performed under sterile conditions. Women under
age 20 can generally use IUDs, although concern
exists about an increased risk of expulsions among
those in this age group who have never borne
children. -+

•
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With careful screening 'and co~nseling, IUDs may be
used safely by young women in stable, mutually
monogamous relationships. It is very important to
emphasize that IUDs should not be used by young
women at high-risk, including those with multiple
partners or whose partners have multiple partners. It
is also important to counsel young women to look for
signs of expulsion of the IUD. This can be done by
feeling for the IUD string in the cervical opening. •

Lactational Amenorrhea Method (LAM)
The lactational amenorrhea method, or LAM, is a
temporary contraceptive option available for the fIrst
six months after giving birth for women who are
breastfeeding. To use LAM, a woman must be fully
or nearly fully breastfeeding and remain amenorrheic

,during the first six months postpartum. LAM is
highly effective when used under these conditions. If
any of these conditions change, however, the woman
must immediately initiate the use of another method
if she wants protection against pregnancy.•

Traditional Methods '
The traditional contraceptive methods of periodic
abstinence and withdrawal, or coitus interruptus, are
two methods that are always available to youth and,
unlike modem methods, do not cost anything.
Withdrawal is the practice of removing the penis from
the vagina before ejaculation. Periodic abstinence
means abstaining from sexual intercourse during the
woman's fertile time. Some adolescents use these
traditional methods, especially as they begin sexual
activity, because they may lack knowledge of or
access to other methods.

Use of these methods can promote reproductive
health awareness and skills. However, these -+
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methods have high pregnancy rates in typical use
compared to other methods of contraception. Also, •
neither method protects against STDs. Both
withdrawal and periodic abstinence require couples to
be highly motivated, knowledgable about their bodies
and use great self-control. These methods can be
difficult to practice successfully for adults and youths
alike. Also, in the months immediately after
menarche, the menstrual cycle tends to be irregular,
making periodic abstinence difficult to practice using
the calendar method. This point should be
emphasized in counseling.

The modern approach to periodic abstinence, called
natural family planning (NFP), provides ways for
women to track their fertile period more accurately
than the previously used calendar method. It requires
knowledge of reproductive physiology, including
fertility. Also, thorough training and practice are
required in measuring basal body temperature,
cervical mucus patterns and other signs to determine •
the time of ovulation. NFP can be effective when
used consistently and correctly. •
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a-tailynol.n."ptOfH#Me_fo,younll_

[l]1~1
Mele Sterillullon

Sterilization
Sterilization is generally not an appropriate method of
contraception for young adults since they are at the
beginning of their reproductive years. Many young
adults, especially those without children, may later
desire to have children. Studies show that regret
about sterilization is often associated with undergoing
the procedure at a young age. Hence, it is extremely
important for any young adult contemplating
sterilization to know that the procedure is permanent.
Although reversal may be possible, it is not always
successful, it is expensive, and it is not available in
many locations. Sterilization needs to be clearly
understood as a permanent method, not a temporary,
reversible one. Having provided all of this -+ •
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information in counseling, a client also has the right
to know that there is no medical reason to deny
sterilization to a young adult simply because of his or
her age. It is a very effective contraceptive method,
but it does not provide any SID protection. Many
youth may not realize that men as well as women can
be sterilized. •

Emergency Contraception
Emergency contraception refers to the use of
contraceptives to prevent pregnancy after
unprotected intercourse has occurred. Few young
adults know about it, although it is particularly
important for them. Young adults may have
unprotected sex for a number of reasons, including
neglecting to use a barrier method with each act of
intercourse, unplanned sex with no contraceptives
available, using a contraceptive method incorrectly,
condom breakage or slippage, or rape.

Emergency contraception is not meant to be a regular
method of contraception. After use, a regular method
should be started or resumed if pregnancy is not
desired. Emergency contraceptive pills can be used at
any time during the menstrual cycle and more than
once during a cycle if necessary. It does not protect
against SIDs.

The three primary types of emergency contraception
include high doses of combined oral contraceptives or
progestin-only contraceptives, and the Copper T IUD.
As discussed earlier, the IUD is not recommended for
women at increased SID risk. •
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Emergency Contraceptive Pills: Combined
Oral Contraceptives
The most commonly used method for emergency
contraception is a special regimen of combined oral
contraceptives. This regimen has been studied
extensively and shown to be safe and effective.
When used correctly, emergency contraceptive pills
prevent about 75 percent of expected pregnancies.
Two doses of pills should be taken: the fIrst within 72
hours after unprotected intercourse and the second 12
hours later. Each of the two doses of pills should
contain at least 100 micrograms of ethinyl estradiol
and 500 micrograms of levonorgestrel (LNG), which
can be obtained either by taking four "low-dose" pills
or two "high-dose" pills in each dose.

The mechanism of action is not well understood and
may be related to the time it is used in a woman's
cycle. It is believed that the main effect is the
inhibition or delay of ovulation. It may also interfere
with fertilization and/or implantation. Once •
implantation has occurred, emergency contraceptive
pills are not effective.

Counseling young women about the possible side
effects of emergency contraceptive pills is important.
The main side effects are nausea, which about
one-half of women experience, and vomiting,
experienced by up to one-fifth of women after the
fust or second dose. •

Note to presenter: The common low-dose pills contain 30
micrograms ofethinyl estradiol and 150 micrograms of
levonorgestrel. The common high-dose pills contain 50
micrograms ofethinyl estradiol and 250 micrograms of
levonorgestrel.

•
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Emergency Contraceptive Pills: Progestin
Only Oral Contraceptives
Another option for emergency contraception is a
special dosage of progestin~onlypills. Research
indicates that the effectiveness of POPs is similar to
that of combined oral contraceptives. Two doses of
pills should be taken: the fIrst within 72 hours after
unprotected intercourse and the second 12 hours later.
Each of the two doses of pills should contain at least
750 micrograms of levonorgestrel. In some countries,
progestin-only emergency contraception is available
prepackaged, containing each required dose in one
tablet.

Women using POPs for emergency contraception
have a much lower incidence of nausea and vomiting,
compared to using COCs, although they may be more
likely to experience bleeding irregularities. •
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Dual Protection: Pregnancy and STDI

Dual Protection Against Pregnancy and sros
Youth at increased risk for STDs need to think about
preventing both pregnancy and STD transmission. In
such situations, some providers are beginning to
recommend two methods, or "dual method" use -
.one for pregnancy prevention and the second for STD
prevention. Young adults who are at risk for STDs
should be advised to use condoms even if they are
using another contraceptive method.

The male condom is the most effective method for the .
prevention of all STDs, including HIV. However, in
typical use, condoms are not as effective at pregnancy
prevention as some other methods. Giventhis
dilemma, young adults need to make an infonned
choice about which method or methods to use.
Providers· should counsel youth clearly about
approaches to dual method use and encourage youth
to take responsibility for making their own choice. -+
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One approach to dual method use is to use a
contraceptive method highly effective at pregnancy
prevention, such as the pill or injectables, and to use a •
condom for STD·prevention. Some research among
young adults shows, however, that the more effective
the contraceptive method used, the less likely youth
are to use condoms for disease prevention.

Slide 68

Postpartum Contraceptive Options

Another approach for dual protection is to Use
condoms as the primary method. Condoms are highly
effective at both pregnancy and disease prevention
when used consistently and correctly. Even with good
counseling, however, youth often do not use condoms
consistently. With this approach, youth need be
counseled about using emergency contraception when
condoms are not used, or when they break or slip.
Oral contraceptives for emergency contraception
could be provided along with the condoms. •

Postpartum Contraceptive Options
Providers need to know which contraceptives can be
safely used by breastfeeding mothers and non
breastfeeding mothers. It is crucial to counsel a
woman to weigh her options carefully for any method
that would be used immediately after delivery. The
best time for this counseling is during the prenatal
period. During labor or immediately after delivery is
not an appropriate time for contraceptive counseling.

All young women, breastfeeding or not, can begin to
use condoms or spermicides immediately·postpartum.
Due to risk of expulsion, IUDs should be inserted
either within 10 minutes after birth or within 48 hours
by an appropriately trained provider. Otherwise,
insertion should be delayed for six weeks until the
uterus has returned to its normal shape. Diaphragm or
cervical cap use should be delayed until six weeks
postpartum. ~

•

•
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Poatabortlon Contraceptive Options,

Breastfeeding women can begin to use LAM
immediately postpartum. They should wait six weeks
before using progestin-only methods (Norplant,
DMPA, NET-EN, or POPs) or natural family
planning. They should wait six months before
beginning combined hormonal contraceptives (pills or
injectables).

Non-breastfeeding mothers can begin using
progestin-only methods immediately but should wait
three weeks before beginning combined hormonal
contraceptives or natural family planning. As
discussed above, sterilization is not recommended for
young mothers. •

Postabortion Contraceptive Options
After a young woman has an abortion, she is at risk of
another pregnancy immediately, thus it is important
for her to begin using contraception right away.
Women who have an abortion in the fIrst trimester
can begin using any method immediately
postabortion. Women who have an abortion in the
second trimester can use most methods immediately.
However, they should wait six weeks before using the
diaphragm or cervical cap. They should also wait
four to six weeks before having an IUD inserted
unless the provider is appropriately trained for
immediate postabortion insertion and there is. no
infection. Women should use condoms while waiting
to use another method. •
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Summary of Contr8cepUve Options for Youth

•

Summary of Contraceptive Options for Youth
A World Health Organization· technical working
group reviewed the scientific literature and
detennined that there are no medical reasons to deny
any contraceptive method based on young age alone.
The group created international guidelines for
medical eligibility criteria, classifying specific
known conditions into one of four categories:

1. The method can be used without restrictions

2. The method can generally be used

3. The method is not usually recommended

4. The method should not be used.

As the slide shows, when considering young age and
parity, all modem contraceptives can be used without
restriction or can generally be used. The category 2
applies to progestin-only methods for youth under
age 16 and to the IUD, when used by women who are .

. under 20 and nulliparous. There are no instances •
based on young age alone where a method is -+
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usually not recommended or presents an unacceptable
, health risk; categories 3 and 4. There are no medical
restrictions based on young age for NFP or LAM. Of
course, the category of nulliparous is not relevant for
LAM, since a woman has to have given birth to use
this method.

WHO uses a different classification system for
sterilization. As mentioned earlier, while there is no
medical reason to deny a young adult sterilization, it
is generally not an appropriate method for youth. •
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Section IV: STD Prevention and
Treatment: Priority for Young Adults'

STD Prevention and Treatment:
Priority for Young Adults
The incidence of STDs in youth has increased
dramatically in the last 20 years. Due to the high
incidence of STDs, and the increasing spread ofmv
infection, prevention and treatment of STDs are health
priorities for adults and young people. The slides that
follow discuss STD risks and consequences, STDs
common in young adults, STD prevention issues, STD
counseling and risk assessment, and STD management
and treatment. Providers who are serving youth need
to learn about STDs and how they affect young
people.•

STD Risk Higher in Young Adults
Young adults may be at high risk for STDs due to both
behavioral and biological susceptibility. While AIDS
awareness campaigns have alerted youth in general to
the dangers of mv, many still believe "it can't
happen to me" and continue high-risk behaviors.
Also, many lack knowledge of other STDs. Many
youth, even if they know about the risks of STDs, do
not use condoms consistently or correctly. -+
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Young adults may lack communication and
negotiation skills, making condom use difficult. •
When youth are coerced into having sexual relations,
they cannot negotiate condom use.

Other high risk behaviors include having multiple
partners or a partner with multiple partners. This can
include either having multiple partners at the same
time, or having a series of monogamous relationships.
Those who are married may be knowingly or
unknowingly at increased risk for STDs due to
extramarital sexual activities of either partner. Other
factors that appear to increase the incidence of high
risk behavior include drug and alcohol use.

Women appear to be more susceptible to STDs than
men, due to biological factors. Young women may be
even more susceptible because of cervical ectopy.

.This is a normal condition that is present in most
female adolescents and becomes less common with
age. Cervical ectopy devel~ps when the cells that •
line the inside of the cervical canal extend onto the
outer surface of the cervix. These cells are more
vulnerable to infections, such as chlamydia and
gonorrhea. Also, theoretically, the cervical mucus in
young women is less thick, possibly making them
more susceptible to infection. •
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l S10 Consequences for Young Adults
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STD Consequences for Young Adults
STDs may result in such symptoms as vaginal or
penile discharge, painful urination, abdominal pain or
genital sores. STDs can be transmitted from mother
to infant during pregnancy or delivery and can result
in miscarriages, stillbirths, premature delivery, low
infant birthweight or infection. If left untreated,
STDs can result in chronic disease, infertility or even
death. Young adults and their children may also have
severe psychological and social consequences.
Economically, years of productive life are often -+ •
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Most Common STD.
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nCurable STDs
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lost, especially with HIV/AIDS, affecting one's
family, childfen and the larger society. •

Most Common STDs
The number of new cases of STDs is rising globally,
but prevalence varies significantly by region. Hence,
providers need to learn which STDs are most
prevalent in their areas. STDs can be divided into
those that can be cured and those that cannot be
cured. The most common curable STDs are mostly
bacterial, and include chlamydia, gonorrhea, syphilis
-and trichomoniasis. The incurable STDs are viral.
The most devastating of these is HIV/AIDS. AIDS
develops from infection by mv, the "human
immunodeficiency virus," and is almost always fatal.
Other major viral STDs are human papilloma virus or
HPV, hepatitis B and herpes. •

Curable STDs
Most curable STDs are caused by bacteria and can be
treated effectively with antibiotics. Some of these
tend to be asymptomatic and, hence, difficult to
diagnose. However, they can have harmful effects if
left untreated. They can lead to pelvic inflammatory
disease, or Pill, which can lead ~o infertility. Some
can be transmitted from mother to infant during
pregnancy or childbirth, or can cause adverse
pregnancy outcomes. The presence of some STDs
also increases the likelihood of mv transmission. •
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l Most Common Curable STDs
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Most Common Curable STDs
The most common SID that can be cured with
antibiotics is trichomoniasis, a protozoan infection.
Globally, trichomoniasis is estimated to account for
more than half of all STD infections. If untreated,
trichomoniasis has been associated with adverse
outcomes of pregnancy and facilitating mv
transmission.

•
Two bacterial STDs that are particularly common
among young adults are chlamydia and gonorrhea. In
1995, it was estimated that more than 30 million new
cases of chlamydia and 20 million new cases of
gonorrhea occurred among young adults - about
one-third of the total cases worldwide. Chlamydia
and gonorrhea may lead to PID, and they can be
transmitted from mother to infant during delivery.

In many countries, syphilis is a problem for young
adults. Although syphilis can be diagnosed and
treated, young adults do not ·generally go to clinics •
where this can be done. Pregnant women with
syphilis have a high risk of transmitting the disease to
the child during pregnancy. A simple test that does
not require expensive laboratory equipment can
determine if a woman or man has syphilis. All
pregnant women should be tested for syphilis since
treatment prevents transmission to the unborn
child.•
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l HIV: High Risk for Young Adults
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HIV: High Risk for Young Adults
Approximately half of all mv infections worldwide
occur"among youth under 25 years of age. In some
countries, as many as 60 percent of all new mv
infections are among young adults, with twice as
many in young women as in young men.

mv is transmitted by an infected person through
semen, vaginal fluids, blood, breastmilk -+ •
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or in utero. Between one-fourth and one-third of
infants born to women infected with HIV become
infected. Called vertical or perinatal transmission,
this can occur in utero, during birth or through
breastmilk.

mv infection leads to AIDS, or "acquired
immunodeficiency syndrome," a severe depression of
the immune system resulting in various opportunistic
infections. AIDS typically occurs several years after
infection and is almost always fatal. Several new
drug treatments show promise in delaying the onset
ofAIDS, but they are expensive and are generally not
available in developing countries. No vaccine against
AIDS is available at present.

The most potent weapon against HIVIAIDS is
prevention. Anyone who works with youth must
remember the urgent need for effective mv
prevention strategies. •
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n Other Viral STD.
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. Other Viral sros
Other viral STDs widespread among young adults are
HPV, hepatitisB, and herpes. HPV causes genital

. warts and asymptomatic cervical infections. Certain
strains of HPV are highly associated with cervical
cancer, which is the leading type of cancer among
women in many developing countries. In some
populations, HPV has been found to be the most
prevalent STD.

Hepatitis B causes liver damage and can lead to live~

cancer. It can be transmitted sexually or at birth. A
vaccine is available, and its use should be strongly
encouraged. Herpes can be either symptomatic with
painful blisters or asymptomatic. Widespread among
the adolescent population, it can enhance the
transmission of HIV. •
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STD Prevention
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~ STD Counseling
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STD Prevention
All reproductive health programs for youth need to
include basic STDIHIV prevention services. This .
includes providing information on STDs, counseling
clients about safer sexual behaviors, assessing client's
risk for STDs, and the promotion and distribution of
condoms. If a client might be at risk for infection, he
or she should be referred to a clinic that can diagnose
and, if necessary, treat an infection. •

STD Counseling
Counseling for STD prevention is essential. Youth
need to understand that sexual activity, both
heterosexual and homosexual, puts them at risk for
STD/HIV transmission and that they are particularly
vulnerable. They need to understand that the safest
sexual behavior is abstinence. For those who choose
to be sexually active, safe behaviors include assessing
if their partner is infected, mutual monogamy,
reducing the number of partners, engaging in low-risk
sexual practices such as mutual masturbation, and
using condoms. Condoms need to be made readily
available to young adults, even those who are not yet
sexually active, so that they are prepared for future
sexual activity. Young adults need to understand the
importance of consistent condom use and be shown
how to· use condoms correctly.•

Reproductive Health of YoungAdults---------------------- 63

John M
Rectangle

John M
Rectangle



•
Slide 81

l Allellment of STD Rllk
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Assessment of STD Risk
Many youth do not know if they are at risk for'
STDs. Various techniques have be'en developed to
help youth and others determine if they are at
increased risk. Especially helpful are individual or
group counseling sessions. Young men and women
may feel more comfortable when they are in groups
of the same sex. Counselors can discuss the
symptoms of STDs, which include vaginal or penile
discharge, painful urination, abdominal pain or
genital sores. Many women regard most vaginal
discharge to be normal and do not realize that some
discharge may be a sign of infection that needs
treatment. Hence, women need to be educated on the
differences in normal and abnormai vaginal
discharge.

Counselors can also point out factors that put young
people at high risk for STDs. These risk factors
include the number of sexual partners, age, whether
he or she has had a new partner in recent months, •
history of previous STD infection, whether their
partner has other sexual partners, or whether their
partner has STD symptoms. It is difficult for many
women to know if they are at risk because they do not

. know whether their husband or boyfriend has
multiple partners. The behavior of male partners may
be the greatest risk factor for women. Current
research is exploring whether such risk factors can be
formalized into a checklist of questions on
demographic, behavioral and related factors, called a
risk assessment tool, and whether use of this tool can
help to manage contraceptive choices and STD
diagnosis and treatment. •

•
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n8m Management:
Diagnosis and Treatment
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STD Management: Diagnosis and Treatment
The only way to be certain if someone has an STD is
to identify the disease-causing microbe with
laboratory tests. Laboratory tests are expensive and
require a client to return for results and treatment.
Hence, WHO has developed an approach for
diagnosing and treating STDs called syndromic
management, which is based on a person's symptoms
and signs in the context of the local epidemiology of
STD infection.

This syndromic management approach works well in
some situations - for example, when treating men
with genital ulcers or urethral discharge for gonorrhea
and chlamydial infection. However, the syndromic
approach has not worked well in diagnosing vaginal
discharge. In addition, about three of every four
women with gonorrhea or chlamydia infection have
no symptoms in the early stages, so syndromic
management is not helpful-in these cases. In fact, the

.main causes of vaginal discharge globally are
trichomoniasis and bacterial vaginosis.

Research is under way to determine ifvarious types
of risk assessment tools can be used to make STD
diagnosis and treatment of cervical infections more
effective. Findings thus far are inconclusive,
indicating that any risk assessment tool must be
modified to individual countries and regions within
countries. These tools must take into account
prevalence rates for various STDs and cultural factors
such as whether women are willing to report having
multiple partners or are likely to know if their
husbands have had multiple partners.

A full STD management program involves training
providers, diagnosing STDs, treating STDs with
antibiotics and tracing of partners for treatment.
During treatment, counseling should emphasize the
importance of partner notification and treatment in
order to prevent reinfection. If programs decide -+
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they cannot afford to offer all of these services, they
can at least offer STDIHIV preventive services and
develop a referral system for diagnosis and treatment
with another clinic. They can then counsel youth
about the need for treatment and refer them to the
other clinic. •
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Summary
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Reproductive Health
of Young Adults:
Contraception,
Pregnancy and
Sexually Transmitted
Diseases
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Reproductive Health Issues of Young Adults
~~--------------------

Topics to be covered

• Why focus on young adults

• Defining young adults

• Characteristics of young adults

• Reproductive health risks and .
consequences
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Why Focus on the Reproductive Health
of Young Adults?

11- ---...;,... _

More than 1 of every 4 persons
worldwide is between ages

10 and 24 years
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Reproductive Health Risks and
Consequences for Young Adults

u

Risks:
• Unintended and too-early pregnancy
• STDs, including HIV/AIDS
• Unsafe abortion
• Sexual violence·

and unwanted
sexual activity Consequences:

• Medical
• Psychological
• Social
• Economic
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Transition from Childhood to Adulthood
11..- ----1

Involves
physiological,
psychological,
cognitive,
social and
economic
changes

----~
.Universal process that varies by individual and culture
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Defining Young Adults
I~ ----------------_----I

Terms used: adolescents, young people,
young adults, teenagers, youth

Age range: 10-24 years
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Factors Affecting the Reproductive
Health Needs of Young Adults

• Age
• Marital status

• Gender norms • Sexual activity

• School status

• Childbearing status

• Economic status

• Rural/urban
residence

• Peer pressure .

• Political/cultural
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Married and Unmarried Youth

Common characteristics:

• Biological .

• Need for accurate
information

Differences:

• Access to services
,

• Contraceptive needs

u
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Gender Affects the Reproductive
Health of Youth

o

I
Gender involves roles that are determined by

. society and culture

Gender affects:

• Expectations of sexual activity of
boys and girls

• Views regarding responsibility for contraception

• Social consequences of pregnancy

• Cultural acceptance of harmful behaviors
and practices .
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Fertile Years Prior to Marriage Increasing
11-. ---'

1890 .
Menarche Marriage

10
Age

1988

14.8

Menarche

22.0

Marriage

30

10
Age

12.5 24.3 30 .

Source: u.s. data: adapted from Alan Guttmacher Institute, 1995.
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Average Age at First Intercourse for Unmarried,
Sexually Active Youth

1"'--- _

. Average age

Age at first
intercourse,
males

Source: CDC Surveys; WHO, 1997; AGI, 1995.

Age at first
• intercourse,

females

Age at
• marriage,

females
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Young Adults and Contraceptive Use

o

I

• Few married youth use contraceptives before
first birth

• After becoming sexually active, unmarried youth
delay use of contraceptives about a year

• Two common reasons for non-use of
contraceptives among unmarried youth:

- did not expect to have sex

- lacked knowledge about contraception
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Limited Contraceptive Use:
Characteristics of Youth

• Tend not to plan ahead or anticipate
cons~quences

• Think they are not at risk

• Feel invulnerable

• Lack confidence or motivation to use

.• Embarrassed or not assertive

• Lack power and skill to negotiate use

• Social or cultural expectations or beliefs

o
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Limited Contraceptive Use:
Barriers to Access

Lack of access to services or methods:

• Clinics not designed to be inviting to youth

• Providers reluctant to serve unmarried youth

• Laws/policy may prohibit provision to unmarried
youth

Youth may:

• Lack transportation to clinic or money for
contraceptives or services

• Fear judgment orc;liscovery

• Be concerned· about having pelvic exam

o

I
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High Proportion of Births are Unintended
IL- _

Sub-Saharan Africa
3 out of 6

Latin America
2 out of 6

Percent of last births that were unintended
to all women under age 20, average for regions

Source: Adapted from Population Reports, 1995.
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Psychological and Social Consequences
of Pregnancy for Unmarried Youth

o

IL------.r-- I

• Social stigmas for unmarried mothers
and children

• limited education
• Fewer career or job opportunities
• Heavy economic burden
• Depression, loss of self-confidence and lack

of hope
• Consequences more severe for young women

than men'
• Children of young parents may face

psychological, social and economic obstacles
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Maternal Mortality Higher for Young Women
1 _

Maternal mortality rate per 1000 live births

Nigeria

<15 years

Bangladesh

• 20-24 years

Ethiopia

30-34 years

Source: Studies in Family Planning, 1986; British Journal of Ob/Gyn, 1985.
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Medical Risks of Pregnancy in Young Women
I~ ------------------

Under age 16:

Small pelvis

First births:
Hypertensive
disorders of
pregnancy

---~~

---~~

May result in:

. Obstructed or
prolonged labor

Hemorrhage, eclampsia

Can be fatal for both mother and child
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Maternity Care
II

~r---------------------_----I

Prenatal care:
• To educate young women on proper pregnancy

care and assess risk for complications

Delivery:
• To monitor for possible complications

Prenatal and postpartum:
• To provide information on contraception,

breastfeeding, child-care skills and child health·
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-Risk of Unsafe Abortion

Each year at least 2 million young women
worldwide have unsafe abortions mainly due to:

• Inaccessibility or costs of safe services

• Self-induced methods

• Unskilled or non-medical providers

• Delay in seeking procedure past first 3 months
of pregnancy'

Family planning can reduce unsafe abortion -

-0
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Consequences of Unsafe Abortion
1..... _

3 out of 5 women seeking hospital care for unsafe abortion
complications in Africa, Asia and Latin America are under age 20

Complications:

• Infection
• Hemorrhage
• Injury to reproductive organs
• Intestinal perforation
• Toxic reactions to drugs

Can result in:
• Infertility
• Death
• Psychological trauma
• Negative social reactions
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Youth At High Risk for STDs
11...- -.1

Primary factors are behavioral:

• Non-use or incorrect
. use of condoms

•. Little knowledge
ofSTDs

• Failure to seek treatment

• Multiple partners or partners
with multiple partners

High
STD
risk
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Consequences of STDs, Including HIV .
I .

.Curable STDs:

• Mostly bacterial

• Can lead to PID and. infertility

Incurable STDs:

• Viral .

• Can lead to chronic
disease or death
(HIV/AIDS)

~ Harmful medical,
psychological
and social
consequences
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Risks and Consequences of
Sexual Abuse

Rape, sexual assault, involuntary prostitution
can result in:

• Physical injury

• Unintended pregnancy

• STDs
• Psychological trauma

• Increased likelihood of high-risk sexual behavior

o

I
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Summary and Next Steps
. 1 _

Young adults face high risks ofpregnancy and STDs

To address this:

.Young adults need information,
skills, and access to services

Providers need to know how and
where to reach youth, and what
contraceptive and STD services
are needed
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.How to Reach Young Adults
1_.......;"".. -'"

Topics to be covered·

• Who provides information and services
to young adults

• What reproductive health information is
needed by young adults

• Where services for young adults are
best provided
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Who Provides Information and Services
to Youth?

IL...- _

To offer a range of
services, various providers

need to be involved

Community Workers
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Provider Attitudes Often Negative Toward
Young Adults
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Sexuality: Open Discussions
are Important

• Difficult topic to discuss openly for both youth
and adults

• Includes a wide range of issues, such as peer
pressure, sexual identity, sexual orientation,
sexual capability, sexual coercion

• Helps youth understand and express
their feelings

• Promotes responsible sexual behavior, helps
prevent unintended pregnancy and sros

o

I
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Communication Skills Needed
by Providers

o

-Reflective listening
- Open-ended questions

. - Positive body language .
'<.0.",

~.~\

- Characteristics that i~
help communication: . '

- sincerity, honesty,
non-judgment,
respect, sense of humor

Confidentiality is critical in serving youth .
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Provider Training Needed

o

• Technical knowledge

• Knowledge of issues
facing young adults

• Gender awareness

• Counseling skills

• For some: how to train
young people in
communication skills
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What Reproductive Health Information
and Education Do Youth Need?

• Risks and consequences of sexual activity

• Contraceptives and STDs

• Sex education

• Fertility issues for men and women

• Gender issues

Young adults need information and skills to be able
to take responsibility for their sexuality

o
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Research Shows Sex Education Helps

Sex education:

• Does not lead to earlier or
increased sexual activity.·

• Can give young people skills to
delay sexual activity .

• Can increase cont.raceptive use

It is important to begin sex education early

Source: WHO, 1993.

o
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Elements of Effective
Sex Education Programs

o o

~ -J

Content:

Effective
programs

• Provides basic, accurate
information

• Focuses on
reducing sexual
risk-taking

• Addresses peer
pressures

• .Strengthens individual
and group·values
against unprotected
intercourse

Source: u.s. National Technical Information Services, 1995. .

Teaching methodsl
program design:

• Provides modeling
and practice of
communication and
negotiation skills

• Trains instructors

• Involves students in
teaching methods

• Lasts at least 14
hours or has intensive
small-group work
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Sexuality: What Youth Need to Know·

o

Includes issues of identity, societal roles, human
relationships, biological development

Youth need to learn:

• How their bodies, minds and feelings are changing

• To communicate about sexuality

• To handle societal and peer pressures

• To make responsible decisions about sexual activity,
including abstinence
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Ways of Expressing Sexuality

o

Youth need to know alternatives to
risky sexual behawor

• Holding hands

• Hugging

• Dry kissing

• Body rubbing

• Masturbation

• Mutual masturbation

• Sexual intercourse with a condom
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Fertility Awareness

o
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Fertility of Men and Women
1..... --.1

• Males are fertile all the time after .
beginning sperm production

• Females ~re fertile for a
period of time during each cycle

• Menstrual cycle:
- begins with menstrual bleeding
- ovulation occurs
- if egg is not fertilized, cycle begins

again in about 2 weeks .

.• Fertile time can begin about 6 days
before ovulation
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Gender Awareness for Youth

o

Important to emphasize shared responsibility
between boys and girls
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Where Can Information and Services
for Youth Be Provided?

u

• Home
• Health clinics

• School-based
programs

• Community-based
youth organizations

• Mass media
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Effective Programs for Young Adults
I .

Identify target.
ass

I

acces
identified by
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or youth
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Family Involvement

o

I

• Many youth want to talk to parents about sexuality

• Crucial elements:
- availability of family members
- attitudes and knowledge
- communication skills

• Programs needed to help parents learn
necessary skills and information

• Family members can support youth in seeking
services and information
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Health Clinics Designed for Youth

• Separate units for youth

• Outreach clinics with specially trained staff

• Mobile clinics

• Special hours
• Convenient and safe locations

• Youth-to-youth promotion
• Low or no-cost services

o
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Traditional Health Clinics:
An Opportunity to Reach Youth

• Providers can take advantage of existing
opportunities for providing information to
young adults

• With every client, the provider should ask:

" If you are sexually active, what are you doing
to prevent pregnancy and STDs? "

• Referrals to other services and providers

o
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Elements of School-Based Programs·

Large"numbers of youth can be reached efficiently
at schools

• Family life education curricula: .
sexuality, general health, self-esteem,
communication and negotiation skills

• School-based or linked clinical services

• Training of instructors and administrators

• Involvement of families and community

o
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Community-Based Youth Organizations

• Multiservice organizations:
recreation, sports teams, vocational
training, tutoring

• Workplace and religious groups:
information and services

• Peer promoters or educators:
. information, counseling and condoms

• Youth centers for pregnant
and parenting teens:
continuing education and
skills training
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Mass Media and Other Creative
Outreach

• Mass media: radio, television,
film, comic books

• Telephone hotlines

• Entertainment:
drama groups,

. puppet shows,
concerts

• Computer technology

• Social marketing

o
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Summary

o u

I ~

Lessons learned:

• Sex education is valuable for
young adults

• Education needs to focus on skills
and attitudes as well as information

• Programs need to involve youth in
the design
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Contraceptive Options for Young Adults
1..... _

Topics to be covered

• Contraceptive methods

• Emergency contraception

, • Dual method use

• Postpartum and postabortion contraception
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Contraceptive Issues for Young Adults

No medical reason currently exists to deny any
method based on young age alone

Non-medical issues:

- High-risk behavior

- Lack of accurate information

- May not use methods consistently and correctly

- Have unplanned and sporadic sexual activity

-Lack of knowledge or access to emergency
contraception

o

I
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Abstinence

o o

• Most effective way to prevent
pregnancy and STDs

• No sexual intercourse

• May include other forms of
sexual expression

• Option for all youth, including
those who have begun sexual
activity

.• Requires high motivation, .
self-control, communication and·
social support
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Barrier Methods

o o

Includes male and female condoms, spermicides,
diaphragms and cervical caps

• Are most effective when used consistently and correctly

.. Safe, with no systemic effects

• Advantages for many youth:

- male condom is the most effective
method for STD/HIV prevention

- accessible and available
- good for infrequent sexual activity
- user-controlled
- easily initiated and discontinued
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Barrier Methods: Counseling

o

. I

Successful use requires:

• Partner participation and negotiation skills

• High level of motivation, self-confidence, self-control

Key messages:

• Always carry with you, so barrier methods are
available when needed

• Communication and shared responsibility are vital

• Consistent and correct use are key to effectiveness
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Male Condom

o o

1 _

. • Use for pregnancy protection and if at risk for STDs

• Use with other methods for STD protection

• Incorporate into sexual activities

• Use can result in delayed ejaculation.
• When using:

.- open package carefully
- do not unroll before putting it on
- hold rim of condom during withdrawal
- use only water-based lubricants
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Oral Contraceptives

o

• Very safe and effective when used
consistently and correctly

• Many non-contraceptive health benefits

• Rapid return to fertility

• Use independent of sexual intercourse

• Can be used without partner's knowledge

• Usually requires visit to clinic or other trained
provider

• No STD protection
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Oral Contraceptives:· Counseling

• Contra·ceptive benefit wears off quickly
,

• Pills must be taken daily

• Possible side effects include nausea, weight gain
or breakthrough bleeding

• Link pill-taking to a daily routine

• Encourage use of condoms for backup if pills not
taken correctly or if at risk for STDs

o
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Injectables and Implants

• Very effective against pregnancy

• Non-contraceptive health benefits

• No daily action required or supplies .
needed at home

• Use independent of sexual intercourse and
can be used without partner knowledge

.' Require clinic visit

• No STD protection

o

Norplant
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Injectables and Implants: Counseling

u

I
Progestin-only injectables and implants:

• Bleeding irregularities likely

• Return to fertility
- delayed with injectables

- immediate upon removal of implants

• Use condoms if at risk for STDs

Implants:

• Appropriate for those wanting long-term method
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Intrauterine Devices (IUDs)

• Very effective at pregnancy prevention

• Use independent of intercourse·

• Quick return to fertility

• Requires clinic visit for insertion and removal

• No STD protection

o
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Intrauterine Devices (IUDs):
Counseling

o

IL...-...r- ----II

Eligibility:

• "Not usually recommended for those at increased
risk for STDs

• Not recommended for those with recent or
current STDs

• Under age 20 and nulliparous women may have increased
risk of"expulsion

Counseling messages:

• IUDs are not appropriate for those with high-risk behavior
• Important to check for signs of expulsion
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Lactational Amenorrhea Method (LAM)

o

I

Temporary and effective method for
breastfeeding women

For LAM to be effective the woman must be:

. • Fully or nearly fUlly breastfeeding

• Amenorrheic

• Within the first six months postpartum

John M
Rectangle

John M
Rectangle

John M
Rectangle



I

o o

Traditional Methods

Periodic abstinence and withdrawal:

• Always available
• Can promote reproductive health awareness

• High pregnancy rates in typical use

• No STD protection
• Require considerable motivation
• Difficult in young women with irregular

menstrual cycles

• Training about fertility awareness essential

o

I
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SteriIization

u u

1"'---- _

Generally not an appropriate method for young adults

Female Sterilization

Male Sterilization
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Emergency Contraception

o

• Prevents pregnancy after unprotected intercourse

• Not meant to be a regular method

• After use, a regular method should be initiated
or resumed

• Can. be used at any time during cycle

• Does not protect against STDs

• Method options:
- combined oral contraceptive pills
- progestin-only contraceptive~pills
- Copper-T IUD
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Emergency Contraception:
Combined Oral Contraceptives
~------------------------

high-dose
pills

repeat dose

within 72 hours after
unprotected intercourse

low-dose
pills

.
Pill Regimens

repeat dose

GI)

• Prevents 75% of expected
pregnancies

• Requires 2 doses,
12 hours apart

• Each dose contains at least
100 mcg of ethinyl estradiol
and 500 mcg of levonorgestrel

• May cause nausea
and vomiting
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Emergency. Contraception:
Progestin-Only Oral Contraceptives

1 ---------------

• Effectiveness appears
similar to combined pills

• Requires 2 doses,
12 hours apart

• Each dose contains
750 mcg levonorgestrel

• Much less likely to cause
nausea and vomiting
than combined pills

Pill Regimen

within 72 hours
after unprotected

intercourse

first dose

750 meg levonorgestrel

repeat dose

750 meg levonorgestrel
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Dual Protection: Pregnancy and STDs
1'--- --------------------

Dual method use:

Primary method for pregnancy
prevention

Condoms added
for STD
prevention

Other option for dual protection:

Condom as primary
method for
pregnancy and
STD prevention

Emergency
contraceptive pills
if condoms not used,
or if they break or slip
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Postpartum Contraceptive Options
I~ --------------------

I Delivery I3 weeks

All women

6 weeks 6 months onward

Breastfeeding women

Non-breastfeeding women
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Postabortion Contraceptive Options
I~ -------------------

First trimester procedure

Second trimester procedure 6 weeks
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Summary of Contraceptive Options for Youth
IL....- _

16-20 .

Source: WHO, 1996.
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STD Prevention and Treatment:
Priority for Young Adults

1'--- __

Topics to be covered

• STD risks ~nd consequences
• Most common STDs
·STD prevention

. • STD counseling
• Risk assessment
• STD manageme~t and treatmen~
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STD Risk Higher in Young Adults
IL...- ---.;...... _

Behavioral susceptibility:

• Youth feel invulnerable,don't believe it could
. happen to them

• Condoms not used consistently or correctly

• Have multiple partners, or partners with
multiple partners

• Other factors such as drug and alcohol use
\

Biological susceptibility in young women:

• Cervical ectopy
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STD Consequences for Young ,Adults

.• Symptoms such as vaginal or penile discharge,
painful urination, abdominal pain, or genital sores

• During pregnancy or delivery:
can result in miscarriages, stillbirths, premature
delivery, low birth weight, infection .

• If untreated, can lead to:
- chronic disease
- infertility
- death

• Psychological, social and economic impact

o
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Most Common STDs
1"""'--- _

Providers need to know STD prevalence in
their areas

Curable (mostly bacterial)

trichomoniasis, chlamydia,
gonorrhea, syphilis

Incurable (viral)

HIV/AIO"S, human papilloma virus (HPV),
hepatitis B, herpes "
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Curable STDs

• Curable with antibiotics

• Often asymptomatic and hard to diagnose

• Can lead to PID and infertility

• Some can be transmitted during childbirth or
result in adverse pregnancy outcomes

• Increase in likelihood of HIV transmission

u

I
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Curable STDs

Trichomoniasis:
• Estimated to be most common STD globally
• Associated with adverse pregnancy outcomes

Chlamydia and gonorrhea:
• High rates in young adults
• May lead to PID
• Can infect newborn during childbirth

Syphilis:
• High risk of congenital infection

o

I
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HIV: High Risk for Young Adults
I I

Half of all infections worldwide are in people
under 25 years of age

• New infections concentrated in young women

• HIV can be transmitted through semen, vaginal
fluids, blood, breastmilk or in utero

• No vaccine exists
• Prevention strategies are essential .

John M
Rectangle

John M
Rectangle

John M
Rectangle



I

o o

Other Viral STDs

Human papilloma virus (HPV):
• Causes genital warts
• Highly associated with cervical cancer

Hepatitis B:
• Causes liver damage
• Vaccine available

Herpes:
• Can be either symptomatic or asymptomatic
• Widespread among young adults

o

I
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STD Prevention·

o o

Should be part of all reproductive
health programs

• Provide information on STDs

• Counsel clients about safe
sexual behaviors

• Assess risk for STDs

• .Promote and distribute
. condoms
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STD Counseling

o o

Messages for youth:

• All se~ual activity putsthem at risk for STDs/HIV
• Safest sexual behavior is abstinence

.• For those sexually active, safe sexual behaviors
include:
- assessing if partner is infected
- mutual monogamy
- reducing number of

sexual partners
- using condoms
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Assessm"ent of STD Risk

STD symptoms include:

- Vaginal or penile discharge, painful urination"
.abdominal pain, or genital sores

Risk factors include:

- Number of sexual partners
-Client's age

- Recent· new partner
- Previous STD infection
- Partner has other partners or STD symptoms"

o

I
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STD Management:
Diagnosis and Tr.eatment

Using laboratory tests:

• Expensive and require client to return to clinic

Using syndromic approach:

• Based on a person's symptoms and signs
and the local epidemiology

• Works well for ulcers and male urethral discharge;
doesn't work as well for vaginal discharge syndrome

During treatment, counseling should emphasize
partner notification

o

I
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Summary

o u

I..... ~ .

STD prevention and treatment -
a priority for those working with youth

• Young women in particular need
,attention since HIV rates are increasing
most rapidly among this group

• Good counseling can help all youth
avoid STD infection
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Question Grid for Concluding Activity (Narrative pages 66-67).

....o
..... . ..

Section:!:>.·.... ··.Se¢tioll·II:. •••SectiollIII: ..••..
Rel'roductiv~ i··· How 10. lteach Contraceptive•.....

.•HealthIssu.es<i.')'()1l~g:f4d\llt~ < iii Opt!()Il$i•••••••••••...
•.• •..•. . • ••• ! ...

·SectionIV:
,.", ,-:: .'.- -- ,"',::,:" ,,:<: ".,' : '-:'::, ,'~,: ' ".

.·iSexu~l1y:f •••.........
Transm.itted·

Disea.ses ..... .... <

o

o

What are 2 of the
health risks faced
by sexually active

young adults?
(slide 4)

What is 1 difference
between married
and unmarried

youth in accessing
reproductive health

services?
(slide 8)

What are 2 reasons
that most married
youth do not use

contraeption before
the birth of their

first child?
(slide 12)

What are 2 barriers
that limit unmarried
young adults from

receiving
reproductive health

services?
(slide 14)

What are 2
psychological or

social consequences
of pregnancy for

unmarried youth?
(slide 16)

What are 3 sources
from which young

adults obtain
information about

sex?
(slide 27)

What are 2
communication skills
that providers should

demonstrate when
talking to young

adults?
(slide 30)

What are 2
reproductive health
information themes

to teach young adults
about sex?
(slide 32)

What are 2 elements
of effective health

education programs?
(slide 34)

What are 2
considerations to

keep in mind when
designing a clinic for

young adults?
(slide 43)

Why might IJdual
protection" be

recommended to a
young adult seeking

contraception?
(slide 67)

What are 2 key
points providers

should make when
counseling young
adults about using

condoms?
(slide 54)

What is 1
IJdual protection"

strategy?
(slide 67)

What are 2 key
points providers

shoule make when
counseling young
adults about using
oral contraceptives?

(slide 56)

What is 1 emergency
contraceptive pill

regimen?
(slide 65 and 66)

What are 2 reasons
why STD risk is
higher in young

adults?
(slide 72)

What are 2
consequences of
STDs for young

adults?
(slide 73)

What are 2 IJsafe sex"
behaviors for sexually
active young adults?

(slide 80)

Which contraceptive
method, when used

consistently, provides
the best protection
against STDs/HIV?

(slide 80)

What are 2 ways
that HIV can be

transmitted?
(slide 77)
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Reproductive Health of Young Adults:
Contraception, Pregnancy and Sexually
Transmitted Diseases
Background Information

Why Focus on the Reproductive Health ofYoung Adults?
More than one of every four persons worldwide are between ages 10 to 24.
During,these years, young adults are learning and exploring - and making
decisions that will affect the rest of their lives. In regards to their reproductive
health, young adults need infonnation and services that can help them make
responsible decisions about their sexual behavior. Without the infonnation and
services they need, young adults are more likely to engage in high-risk behaviors
that can have adverse consequences. Youth have high rates ofunintended and
too-early pregnancy, STDs~ and unsafe abortion, which emphasize the need

, to focus on the reproductive health ofyoung adults.

Sexual Activity Among Young Adults
,• The age of menarche is falling and the age of

marriage is rising, putting young adults at risk
ofpremarital pregnancy for more years. They
may also be more likely to change sexual
partners, increasing their risk of exposure to
STDs.

• Average age of first intercourse for unmarried,
sexually active youth is well below the age'of
marrIage.

Contraceptive Use
• After becoming sexually active, unmarried

youth delay use of contraceptives about a year.

• Reasons for non-use of contraceptives among unmarried:
- did not expect to have sex
-lack infonnation about contraception
-lack confidence or motivation
- feel i~vulnerable or do not think they are at risk
- are embarrassed or not assertive .
-lack power or skill to negotiate use
- fear of judgment or discovery
- lack of access to contraceptives or services

• Few married youth use contracepnves
before birth of first child.

Reproductive Health Risks and Consequences
Pregnancy:

• Maternal and child mortality rates and medical risks are
high for women under age 16.

• Psychological.and social consequences include limited
educational and job options, economic burden and

. negative effects on children ofyoung parents.

STDs:
• High risk is primarily due to behaviors such as multiple

partners and non-use of condoms. ' Sexual abuse:

Unsafe abortion: • Includes rape, sexual assault, involuntary prostitution
• Each year at least 2 million young women worldwide have • Can result in:

unsafe abortions. - physical injury
• Three out offive entering hospitals with abortion - unintended pregnancy or STDs

complications in Africa, Asia and Latin America are under - psychological trauma
age 20. - increased likelihood of high-risk sexual behavior

John M
Rectangle

John M
Rectangle

John M
Rectangle



How to Reach Young Adults

Key Elements in Designing Programs for Youth
Gender Awareness inWorking with Youth
Gender involves roles thatare determined by
society and culture. Providers need to be aware of
how their own beliefs can affect the services they
provide. Gender affects:

• expectations of sexual activity of girls and boys
• views regarding responsibility for

contraception and social consequences of
pregnancy

• cultural acceptance of harmful behaviors and
practices

It is important to emphasize shared responsibility
between girls and boys. .

o

Who Provides Infonnation and Services to Youth?
• To offer a range of services, various types of providers need to be involved 

health care providers, teachers, peer educators, youth workers and counselors.
Family members can also be good sources of information.

• Open discussions of sexuality by providers can lead to more responsible
sexual behavior.

• Providers often have negative attitudes about sexually active youth, which can
limit their ability to meet the needs ofyoung people.

• To serve youth, providers need to be open, honest, show respect and have good
communication skills, including reflective listening and asking open-ended
questions.

• Provider confidentiality is very important to youth.

What Reproductive Health Infonnation and Education Do Youth Need?
• Risks and consequences of sexualaetivity - pregnancy, STDs, unsafe abortion
• Information on contraceptive options and STDs
• Sexuality:

- how to communicate and make responsible
decisions about sexual activity

- alternatives to high-risk sexual behavior
- fertility awareness for both males and females

Sex Education: Important to Begin Early
• Research has found that sexeducation:

- does not lead to earlier or increased sexual activity
- can give young people skills to delay sexual activity

, - can increase contraceptive use
- is most effective when begun before youth begin sexual activity.

• Programs that result in changed sexual behaviors include not only information,
but also skill-building and practice in communication and negotiation.

o

Where Can Infonnation and Education be Provided?
• Homes
• Health clinics, including outreach services
• Schools .
• Community-based organizations
• Through mass media, hodines, drama, social marketing

o
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Contraceptive Options for Young Adults

Source: WHO Medical Eligibility Criteria, 1996.

Summary of Contraceptive Options

IUDs
• Long-term protection, quick return to fertility..-<. •Safe for young women at low risk of STDs

" • Nulljparous women under age 20 may have
increased risk of expulsion

Combined Hormonal
.••..iMethods (Pills ',' i>'
{.~j,dlnjectables);"..,.,',\'

~~';;;';':";"4:"'.::.:CoridOms;Spennicides··

No medical reasons currently exist
for denying any contraceptive
method based on young age alone.

Important issues when counseling
young adults about contraceptive options:

• whether they have high-risk behaviors
• myths and misconceptions they have

about contraceptives
• need for consistent and correct use

of methods
• use of emergency contraception after
, unprotected intercourse

Abstinence
• No sexual intercourse, but other forms of sexual

expression are possible
• Most effective way to prevent pregnancy and STDs
• Option for all youth, even those who have begun

sexual activity

Lactational Amenorrhea Method (LAM)
• Effective method for women who are amenorrheic

and breastfeeding for up to six months postpartum

Emergency Contraception
• Prevents pregnancy after unprotected intercourse
• Not meant to be a regular method
• Can be used at any time during cycle
• Method options:

- combined oral contraceptive pills
- progestin-only oral contraceptive pills
- Copper T IUD

• No STD protection

Sterilization
• Generally not appropriate for young adults

because it is permanent

Traditional Methods
• Periodic abstinence and withdrawal are always

available and cost nothing
• Not very effective in typical use
• Require considerable motivation and knowledge
• Better than using no method

Barrier methods
• Male and female condoms, spennicides,

i diaphragms, cervical caps
• Consistent and correct use are key

to effectiveness
• Particularly appropriate for youth:

- available and accessible
- good for infrequent sexual activity
- easily initiated and discontinued

• Successful use requires:
- partner participation and negotiation skills
- high level of motivation

• Male condom most effective method for protection
against all types of STDs, including HIV - use of
female condom recommended when men are unwilling
to use male condom

Oral Contraceptives
• Safe for young women, very effective
• Use independent of sexual

intercourse
• Requires daily pill-taking
• No STD protection
• Good counseling important for correct use

Dual method u.e:

Dual Protection: Important for YouthInjectables and Implants
• Safe for youngwomen, very effective ',\ 1111
• Easy to use if provider accessible \W/ ~

: ~~I~;~:uee:o~rtility with injeetables Jj:'
• For those under age 16, theoretical -risk of

long-term impact on bone density

Other opllon 'or dual protection:

Condom • prtnwry
rnelhodf«
pnvrwncy ancI -..
SlDprewnll...

~IorSlD
"'.....11...

Emergency
contrecepUft pli. _,.:::=:"
IIc_no. used, .~.~

orillhoy_orallp ~
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STO Preventio~ and Treatment: Young Adult Priority

High STO/HIV Ris~ Among Young Adults
Behavioral factors

• Condoms not used consistently or correctly
• Have multiple partners, or partners with multiple partners
• Lack knowledge of~TDs and do not seek treatment

Biological susceptibility
• Young women may have increased risk due to cervical ectopy,

About halfofHWinfections worldwide occur in youth
underage 25', with twice as many new infections
among women as men.

o

STOs Common Among Young Adults
Curable STDs - Mosdy Bacterial

• Chlamydia, gonorrhea, syphilis,trichomoniasis
• Curable with antibiotics
• Often asymptomatic and hard to diagnose
• Can lead to PID and infertility
• Increase in likelihood ofHIV transmission
• Some can be transmitted during childbirth or

result in adverse pregnancy outcomes

Incurable STDs - VIral
HIV/AIDS:
• AIDS occurs several years after HIV infection and is

almost always fatal
.~ HIV can be transmitted through semen, vaginal

fluids, blood, breastmilk or in utero
• No vaccine against AIDS exists ..
• New drugtreatments show promise in delaying onset

ofAIDS but are expensive and not available in most
countries

• Prevention strategies are essential

Other viral STDs:
• Human papilloma virus (HPV) - associated with

cervical cancer·
• Hepatitis B- causes liver damage
• Herpes - very widespread among youth; can be

asymptomatic

STO Prevention
Should be part ofall reproductive health programs

• Offer information on STDs
• Provide counseling about safer sexual

behaviors:
- abstinence
- mutual monogamy
- reducing number of sexual partners
- using condoms

• Assess a person's risk for STDs by confidentially
asking:
- number of sexual partners
- recent new partner(s)
- previous STDs
- whether partner has other partners or STD symptoms

• Promote and distribute condoms

STO Management Diagnosis and Treatment
.' Diagnosis by laboratory test is expensive and requires a

return visitto clinic
• Diagnosis by syndromic management:

- based on person's symptoms and signs, and local
epidemiology

- works well for some syndromes, such as male
urethral discharge . .

- does not work well for others, such as vaginal discharge
• Counseling during treatment should emphasize partner

notification and treatment

With every client, in a confidential setting,
providers should ask at least one question:

"Ifyou are sexually active, what are you doing
to prevent pregnancy and STDs?"

© Family Health International, 1997.

o

o

John M
Rectangle

John M
Rectangle

John M
Rectangle



Audience Notes

o
1.

Reproductive Health
of Young Adults:
Contraception,
Pregnancy and
Sexually Transmitted
Diseases

o

2.
Reproductive Health Issues of Young Adults

Topics to be covered:

• why focus on young adults

• defining young adults

• characteristics of young adults

• reproductive health risks and
consequences

3. .----------------------,
Why Focus on the Reproductive Health of
Young Adults?

More than 1of every 4 persons
worldwide are between ages

.10 and 24 years

Photos: B. Goldberg, WHO.

Reproductive Health Risks and
Consequences for Young Adults

o

Risks:
• unintended and too-early pregnancy
• STDs, including HIVIAIDS
• unsafe abortion .
• sexual violence

and unwanted
sexual activity Consequences:

• medical
• psychological
• social
• economic

Photo: R. Lord.
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5.

6.

Transition from Childhood to Adulthood

Invo/w.
physiological,
psychological,
cognltlw,
soc'.'.nd
economic
changes

Univers.1 process th.t v.ries by individu.l.nd culture

Defining Young Adults

o

7.

Terms used: adolescents, young people,
young adults, teenagers, youth

Age range: 10-24 years

Factors Affecting the Reproductive
Health Needs of Young Adults

o
• Age
• Marital status

• Gender norms • Sexual activity

• School status

• Childbearing status

• Economic status

• RuraVurban setting'

• Peer pressure
• PoliticaVcultural

8.
Married and Unmarried Youth

Common characteristics:

• biological
• need for accurate

information

Differences:
• access to services

• contraceptive needs o
2

Photos: B. Goldberg, PAHO.
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Gender Affects the Reproductive
Health of Youth

9.~
1,.....-1------------------...,1

Gender involves roles that are determined by
society and culture

Gender affects:

• expectations of sexual activity of
boys and girls

• views regarding responsibility for contraception

• social consequences of pregnancy

• cultural acceptance of harmful behaviors
and practices

-

10.
Fertile Years Prior to Marriage Increasing

1890

22.0

Menarche..1 1 7.2 years

10 14.8

Age

1988

Marrlag.

I~---"'I
30

Menarche........,
10 12.5

Age

1
30

11.

$oUfa: u.s. d •••: 8d1p1ed trom Allin G....IMCMr tnI,nwe, 1"5.

Average Age at First Intercourse for Unmarried,
Sexually Active Youth

10
Latin America Asia North America

• Age a' n..,
IntercowM.
mal..

mm Agaa,nrlt
Intercour••,
female.

Source: CDC Survap; WHO.'997; AGI, '995.

12· nI I Young Adults and Contraceptive.Use
,.....-11--------------.......:..---....,1

• Few married youth use contraceptives before
first birth

• After becoming sexually active unmarried youth
delay use of contraceptives about a year

• Two common reasons for non-use of
contraceptives among unmarried:
- did not expect to have sex
- lacked knowledge about contraception

Reproductive Health of Young Adults----------------------- 3

John M
Rectangle

John M
Rectangle

John M
Rectangle



Limited Contraceptive Use:
Characteristics of Youth

Limited Contraceptive Use:
Barriers to Access

130n
,,......-1------------------...,1

• Tend not to plan ahead or anticipate
consequences

• Don't think they are at risk
• Feel invulnerable
• Lack confidence or motivation to use
• Embarrassed or not assertive enough
• Lack power and skill to negotiate use
• Social or cultural expectations or beliefs

140n
1,......-1--------------------..1

o

High Proportion of Births are Unintended
15.

-

Lack of access to services or methods:
• clinics not designed to be inviting to youth
• providers reluctant to serve unmarried youth
• laws/policy may prohibit provision to unmarried

youth
Youth may:
• lack transportation to clinic or money for

contraceptives or services
• fear judgement or discovery
• be concerned about having pelvic exam

o
Sub-Saharan Alrica .

30utol6
Latin America

20utol6

Psychological and Social Consequences
of Pregnancy in Unmarried Youth

Percent oll88t bIrths that were unintended
to all women under age 20, average lor regions

160n
1........"---------------------.,

4

-

• Social stigmas for unmarried mothers
and children

• Limited education

• Fewer career or job opportunities
• Heavy economic burden
• Depression, loss of self confidence and lack

of hope
• Consequences more severe for young women

than men

• Children of young parents may face
psychological, social and economic obstacles

Reproductive Health of Young Adults
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17.
Maternal Mortality Higher for Young Women

BangladeshNigeria

20

16

12

MllIernal mortality rille per 1000 live blrthe

21,........--------------------'----,
24

II s15 year. Ei1 20-24 year. II 30-34 years I
So",,,., SIud;' In Fomily Planning, 1986; Britioh Joumol 01 ObIGyn, 1915.

18.
Medical Risks of Pregnancy in Young Women

Under age 16
Small pelvis

First births

Hypertensive
disorders of
pregnancy

------l~~ Hemorrhage, eclampsia

Can be fatal for both mother and child

Maternity Care

190nI......-J--------------------,I

Prenatal care:
• to educate young women on proper pregnancy

care and assess risk for complications

Delivery:
• to monitor for possible complications

Prenatal and postpartum
• to provide information on contraception,

breastfeeding, child-care skills and child health

-

Risk of Unsafe Abortion
200n

I......-J--------------------"

Each year at least 2 million young women
worldwide have unsafe abortions mainly due to:

• Inaccessibility or unaffordabillty of safe services
• self-induced methods

• unskilled or non-medical providers

• delaying procedure past first 3 months of
pregnancy

Family planning can reduce unsafe abortion

I--
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21.
Consequences of Unsafe Abortion

Three out of five women seeking hospital care for abortion
complications In Africa, Asia and Latin America are under age 20

o

22.

Complications:
• Infection ...............
• hemorrhage r-.
• Injury to reproductive organs
• Intestinal perforation
• toxic reactions to drugs

Can result In:
• infertility
• death
• psychological trauma
• negative social reactions

23.

Youth At High Risk for STDs

Primary factors Bre behavioral:

• non-use or Incorrect
use of condoms

• little knowledge ....,.,
ofSlOs

• do not seek treatment High
SlO

• multiple partners or partners risk
with mUltiple partners

Consequences of STDs, including HIV

Curable SlOs:
• mostly bacterial
• can lead to PIO and Infertility I~ Harmful medical,

psychological
/ and social

Incurable SlOs: impact

• viral
• can lead to chronic

disease and death
(HIV/AIOS)

o

Risks and Consequences of
Sexual Abuse

24·n1,---1--------------------,1

Rape, sexual assault, Involuntary prostitution
can result In:

• physical Injury
• unintended pregnancy

• SlOs
• psychological trauma
• Increased likelihood of high-risk sexual behavior

6 Reproductive Health of Young Adults
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25.
Summary and Next Steps

Young adults face high risks ofpregnancy and STDs

To address this:

Young adults need Information,
skills, and access to services

Providers need to know how and
where to reach youth, and what
contraceptive and STD services
are needed

26.
How to Reach Young Adults

Topics to be covered:
• who provides information and services

to young adults
• what reproductive health information is

needed by young adults
• where services for young adults are

best provided

o

27.

28.

Who Provides Information and Services
to Youth?

To offer a range of
services, lIarious prolliders

. need to be Inllolllf1d

Photos: R. Lord, FHI.

Provider Attitudes Often Negative Towards
Young Adults

Reproductive Health of Young Adults----------------------- 7

John M
Rectangle

John M
Rectangle

John M
Rectangle



Sexuality: Open Discussions
are Important

29 0 nI,.....-J-----.........------------.....,I

• Difficult topic to discuss openly for both youth
and adults

• Includes a wide range of Issues, such as peer
pressure, sexual identity, sexual orientation,
sexual capability, sexual coercion

• Helps youth understand and express
their feelings

• Promotes responsible sexual behavior, helps
prevent unintended pregnancy and STDs

o

30.

31.

Communication Skills Needed
by Providers

• Reflective listening
• Open-ended"questions
• Positive body language

• Characteristics that
help communication:
- sincerity, honesty,

non-judgement,
respect, sense of humor

Confidentiality /s crlt/cal in serving youth

Photo: B. Goldberg.

Provider Training Needed

• Technical knowledge

• Knowledge of issues
facing young adults

• Gender awareness

• Communication skills
............i11 • For some: how to train

young people In
communication skills

Photo: World Bank.

o

What Reproductive Health Information
and Education Do Youth Need?

320n1...........-------------------.1

• Risks and consequences of sexual activity

• Contraceptives and STDs

• Sex education

• Sexuality
• Range of sexual expression
• Fertility Issues for men and women
• Gender Issues

Young adults need information and skills to be able
to take responsibility for their sexuality

8 Reproductive Health of Young Adults
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33.
Research Shows Sex Education Helps

Sex education:

• does not lead to earlier or
Increased sexual activity

• can give young people skills to
delay sexual activity

• can Increase contraceptive use

It is important to begin sex education early

Sow..: WI1O,1t93.

Photo: WHO.

34. Elements of Effective
Sex Education Programs

Teaching methods!
program design:

_ ....__-'-_ • provides modeling
and practice of
communication and
negotiation skills

• trains instructors

• Involves students in
teaching methods

• lasts at least 14
hours or has intensive
small-group work

Content:

• focuses on
reducing sexual
risk-taking

• addresses peer
pressures

• strengthens Individual
and group values
against unprotected
Intercourse

s-....: U.s. Nolionlll Toehnlcol In.ormolkln Sorvlc... 1_.

3S·nSexuality: What Youth Need to Know
1,---1--------------------,1

Includes issues of identity, societal roles, human
relationships, biological development

Youth need to learn how:

• their bodies, minds and feelings are changing

• to communicate about sexuality

• to handle societal and peer pressures

• to make responsible decisions about sexual activity,
InclUding abstinence

-

36.
Ways of Expressing Sexuality

Youth need to know alternatives to
risky sexual behavior

• Holding hands

• Hugging

• Dry kissing

• Body rubbing

• Masturbation

• Mutual masturbation

• Sexual intercourse with a condom

Photo: B. Goldberg.
Reproductive Health of Young Adults----------------------- 9
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37.
Fertility Awareness

Involves education about:
• the reproductive system

• fertility
• the menstrual cycle
• how pregnancy occurs
• attitudes and cultural norms

about fertility, the use of
contraception and childbearing

Important for both males and females

Photo: WHO.

o

38.
Fertility of Men and Women

39.

40.

• Males are fertile all the time after
beginning sperm production

• Females are fertile for a
period of time during each cycle

• Menstrual cycle:
- begins with menstrual bleeding
- ovulation occurs
- If egg Is not fertilized, cycle begins

again In about 2 weeks

• Fertile period can begin about 6 days
before ovulation

Gender Awareness for Youth

Important to emphasize shared responsibility
between boys and girls

Photos: UN, USAID.

Where Can Information and Services
for Youth Be Provided?

• Home
• Health clinics
• School-based

programs
• Community-based

youth organizations

• Mass media

Photos: FHI, B. Goldberg.

o

o
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Family Involvement

Health Clinics Designed for Youth

Traditional Health Clinics:
An Opportunity to Reach Youth

41.
Effective Programs for Young Adults

Sour..: Adoptecllrom ,.,_"" 1"7.

Photo: FHI.

42 0

lI,.......J--------------------.I

• Many youth want to talk to parents about sexuality

• Crucial elements:
- availability of family members
- attitudes and knowledge
- communication skills

• Programs needed to help parents learn
necessary skills and information

• Family members can support youth in seeking
services and Information

43 0 nIr---l------------------...,I
• Separate units for youth
• Outreach clinics with specially trained staff

• Mobile clinics
• Special hours
• Convenient and safe locations
• Youth-to-youth promotion
• Low or no-cost services

-

440 nIr-'------------------...,I
• Providers can take advantage of existing

opportunities for providing information to
young adults

• With every client, provider could ask:

"If you are sexually active, what are you doing
to prevent pregnancy and STDs? ..

• Referrals to othe~ services and providers

Reproductive Health of Young Adults---------,--------------------- 11
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Elements of School-Based Programs
45. n

11'"""-'''''---------------------.1 o
Large numbers ofyouth can be reached efficiently
stschools

• Family life education curricula:
sexuality, general health, self-esteem,
communication and negotiation skills

• School-based or linked clinical services

• Training of Instructors and administrators

• Involvement of families and community

Photo: R. Lord.

Community-Based Organizations

o
Mass Media and Other Creative
Outreach

• Mass media: radio, television,
film, comic books

• Telephone hotllnes

• Entertainment:
drama groups,
puppet shows,
concerts

• Computer technology

• Social marketing

• Multiservice organizations:
recreation, sports teams, vocational
training, tutoring

• Peer promoters or educators:
information, counseling and condoms

• Workplace and religious groups:
information and services

• Youth centers for pregnant
and parenting teens:
continuing education and
skills training

46.

47.

Photos: Foundation for Adolescent Development, FHI.

Summary

48·
l11'"""-'''''---------------------.1

Lessons learned:

• sex education Is valuable for young adults

• education needs to focus on skills and attitudes
as well as Information

• programs need to Involvement youth In
the design

o
12 ------------------------ Reproductive Health of Young Adults
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Contraceptive Issues for Young Adults

o
49.

Contraceptive Options for Young Adults

Topics to be covered:

• contraceptive methods

• emergency contraception

• dual method use

. • postpartum and postabortion contraception

50. l
Ir----l-------------------,I

• No medical reason to deny any method based on
young age alone

• Non-medical Issues:
- high-risk behavior
- lack of accurate information
- may not use methods consistently and correctly
- have unplanned and sporadic sexual activity
- lack of knowledge or access to emergency

contraception

()
51.

Abstinence

• No sexual Intercourse

• May include other forms of
sexual expression

• Most effective way to prevent
pregnancy and STDs

• Option for all youth, Including
those who have begun sexual
activity

• Requires high motivation,
self-control, communication and
social support

52.

Photo: FDA Consumer.

Barrier Methods

Includes male and female condoms, spermicides,
diaphragms and cervical caps

• Most effective when used consistently and correctly

• Safe, with no systemic effects

• Advantages for many youth:

- male condom Is the only recommended
method for STD/HIV prevention

- accessible and available
- good for infrequent sexual activity
- user-controlled
• easily initiated and discontinued

. \
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Barrier Methods: Counseling

530n11'"""""""'------------------...,1

Successful use requires:

• partner participation and negotiation skills
• high level of motivation, self-confidence, self-control

Key messages:

• always carry with you, so barrier methods are
available when needed

• communication and shared responsibility are vital

• consistent and correct use are key to effectiveness

54.
Male Condom

o

55.

• Use for pregnancy protection and If at risk for STOs

• Use with other methods for STO protection
• Incorporate Into sexual activities
• Use can result In delayed ejaculation
• When using:

- open package carefully
- do not unroll before putting it on
- hold rim of condom during withdrawal
- use only water-based lubricants

Oral Contraceptives

• Very safe and effective when used
consistently and correctly

• Many non-contraceptive health benefits

• Rapid return to fertility

• Use independent of sexual intercourse

• Can be used without partner's knowledge

• Usually require visit to clinic or other trained
provider

• No STO protection

o

Oral Contraceptives: Counseling

560 n11'"""""""'------------------...,1

• Contraceptive benefit wears off quickly

• Pills must be taken dally

• Possible side effects include nausea, weight gain
or breakthrough bleeding

• Suggest linking pili-taking to a daily routine

• Encourage use of condoms for backup if pills not
taken correctly or If at high risk for STOs

14 Reproductive Health of Young Adults
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J
57.

Injectables and Implants

..
• Very effective against pregnancy Ii

• Non-contraceptive health benefits
• No dally action required or supplies

needed at home . \111 '
• Use independent of sexual Intercourse and ~ll/

can be used without partner knowledge N:;;iant

• Require clinic visit
• No STD protection

Intrauterine Devices (IUDs):
Counseling

58.

l Injectables and Implants: Counseling
I I

Progestln-only InJectables and Implants:

• bleeding Irregularities likely

• return to fertility
- delayed with Injectables
- immediate upon removal of Implants

• use condoms if at high STD risk

Implants:

• appropriate for those wanting long-term method
r--

:) 59.

l Intrauterine Devices (IUDs)
I I

Very effective at pregnancy preventlon~
Use Independent of Intercourse

· Quick return to fertility

· Requires clinic visit for insertion and removal

· No STD protection

f---

600

l1.......-------------------,1

-

Eligibility:
• Not usually recommended for those at increased

risk for STDs
• Not recommended for those with recent or

current STDs

• Under age 20 and nulliparous may have increased
risk of expulsion

Counseling messages:
• IUDs are not appropriate for those with high-risk behavior
• Important to check for signs of expUlsion

Reproductive Health of Young Adults----------------------- 15
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Lactational Amenorrhea Method (LAM)

Traditional Methods

610 n1,...-1'-------------------.....,1

Temporary and effective method for
breastfeedlng women

For LAM to be effective the woman must be:

• fully or nearly fUlly breastfeeding

• amenorrheic

• within the first six months postpartum

62. n
1...........-------------------.1

Periodic abstinence and withdrawal:

• always available
• can promote reproductive health awareness

• high pregnancy rates In typical use
• no STD protection
• require considerable motivation and knowledge
• difficult in young women with Irregular

menstrual cycles
• training about fertility awareness essential-

63.
Sterilization

Generally not an appropriate method for young adults

o

o

Female Sterilization

Emergency Contraception

Illustrations: AVSC.

64·

l1,...-1'---------------------,1

• Prevents pregnancy after unprotected intercourse
• Not meant to be a regular method
• After use, a regular method should be initiated

or resumed
• Can be used at any time during cycle

• Does not protect against STDs

• Method options:
- combined oral contraceptive pills
- progestin-only contraceptive pills

I-- - Copper T IUD

16 Reproductive Health of Young Adults

o

John M
Rectangle

John M
Rectangle

John M
Rectangle



Pill Regimens

within 72 hours after
unprotected intercourse

low-dose high-dose
pills pills

(I)(I)@(i) @(I)

••

65. Emergency Contraception:
Combined Oral Contraceptives

e Prevents 75% of expected
pregnancies

e Requires 2 doses,
12 hours apart

e Each dose contains at least
100 mcg of ethinyl estradiol
and 500 mcg of levonorgestrel

e May cause nausea
and vomiting

repeat dose

(I)(i)f)@)
repeat dose

~~

66.

67.

Emergency Contraception:
Progestin-Only Contraceptives

e Effectiveness appears
to be similar to
combined pills

e Requires 2 doses,
12 hours apart

e Each dose contains
750 mcg levonorgestrel

e Much less likely to cause
nausea and vomiting
than combined pills

within 48 hours
after unprotected

Intercourse

first dose
(!)

7SO mea ".onorgHlnl•repeat dose•750mCll ...__....

Dual Protection: Pregnancy and STDs

Dual method use:

Prbnary method for pregnancy
prevention... '

~U.V _."
Condoma added
forSTD

-. prevention

68.

Other option for dual protection:

Condom .a prbnary
method for
pregnancy and
STD prevention

Ernet'gency
contr.ceptlve pilla ':::~),
" condoms not used, ~~~;::.•~",
or " they bre.k or sUp ~

Postpartum Contraceptive Options

I Delivery I 3 weeks

All women

Reproductive Health of Young Adults----------------------- 17
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69.
Postabortion Contraceptive Options o

First trimester procedure 6 weeks

70.

71.

72.

18

Second trimester procedure 6 weeks
CondomsiSpermicldesi Combined Estrogen-ProgestlnlNatural Family
Plannlngl Progestin-only

Summary of Contraceptive Options for Youth

STD Prevention· and Treatment:
Young Adult Priority

Topics to be covered:
• STD risks and consequences
• most common STDs
• STD prevention
• STD counseling
• risk assessment
• STD management and treatment

STD Risk Higher in Young Adults

Behavioral susceptibility:
• youth feel Invulnerable, don't believe it could

happen to them
• condoms not used consistently or correctly
• have multiple partners, or partners with

multiple partners

• other factors such as drug and alcohol use

Biological susceptibility in young women:

• cervical ectopy

Reproductive Health of Young Adults
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STD Consequences for Young Adults

Curable STDs

Most Common Curable STDs

o

730 n1....,...&---------------------,1

• Symptoms such as vaginal or penile discharge,
painful urination, abdominal pain, or genital sores

• During pregnancy or delivery:
can· result in miscarriages, stillbirths, premature
delivery, low birth weight, infection

• If untreated, can lead to:
- chronic disease
- infertility
- death

• Psychological, social and economic impact

74.
Most Common STDs

Providers need to know STD prevalence in
their areas

Curable (mostly bacterial)

trichomoniasis, chlamydia,
gonorrhea, syphilis

Incurable (viral)
HIV/AIDS, human papilloma virus (HPV),
hepatitis B, herpes

75°

11....,...&---------------------,1

• Curable with antibiotics
• Often asymptomatic and hard to diagnose

• Can lead to PID and infertility
• Some can be transmitted during childbirth or

cause adverse pregnancy outcomes

• Some increase in likelihood of HIV transmission

-

76°1
,r----L-------------------,I

Trichomoniasis:
• estimated to be most common S"rO globally
• associated with adverse pregnancy outcomes
Chlamydia and gonorrhea:
• high rates in younOg adults
• may lead to PID
• can infect newborn during childbirth

Syphilis:
• high risk of congenital infection

Reproductive Health of Young Adults------------------------ 19
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77· nHIV: High Risk for Young Adults
..--"1--------------------,1

I---

I
Half of all infections worldwide are in people I
under 25 years of age

• New infections concentrated in young women

• HIV can be transmitted in utero, during
childbirth or through breastmilk

• No vaccine exists

• Prevention strategies are essential

o

78. n
. Other Viral STDs

I.....--L-----------------..;.....,I

79.

80.

• Human papilloma virus (HPV)
- causes genital warts
- highly associated with cervical cancer

• Hepatitis B
- causes liver damage
- vaccine available

• Herpes
- can be either symptomatic or asymptomatic
- widespread among young adult~

I---

STD Prevention

Should be part of all reproductive
health programs

• Provide information on STOs

• Counsel clients about safe
sexual behaviors

• Assess risk for STOs
• Promote and distribute

condoms

Photo: WHO.

STD Counseling

Messages tor youth:
• all sexual activity puts them at risk for STOsIHlV
• safest sexual behavior is abstinence
• for those sexually active, safe sexual behaviors include:

• assessing if partner Is Infected
• mutual monogamy
- reducing number of
sexual partners

- low-risk behaviors, such
as mutual masturbation

• using condoms

Photd: WHO.

o

o
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Assessment of STD Risk

Summary

81 0

l11'"""""""'--------------------,1

STD symptoms Include:
• vaginal or penile discharge, painful urination

abdominal pain, or genital sores

Risk factors Include:
• number of sexual partners

• client's age
• recent new partner
• previous STD Infection
• partner has symptoms or other partners

820

l STD Management:
Diagnosis and Treatment

1,.......1--...:....----------------,1

Diagnosis by laboratory tests:
• expensive and require client return to clinic

Treatment by syndromic management:
• based on a person's symptoms and signs

and the local epidemiology
• works well for ulcers and male urethral discharge:

doesn't work as well for vaginal discharge syndrome
• needs to be modified for different countries

During treatment, counseling should emphasize
partner notification

830 nIr--'--------------------.I
STD prevention and treatment-
a priority for those working with youth

• Young women In particular need attention since
HIV rates are increasing most rapidly among
this group

• Good counseling can help all youth avoid STD
infection

-

Additional Notes
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Additional Notes

22 ------------------- Reproductive Health of Young Adults
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Evaluation



o PretestlPosttest Questionnaire
and Participant Evaluation

Instructions for Presenters

Pretest and Posttest Questionnaire

The pretest questionnaire should be given before the training session to ascertain knowledge level of the
audience. The posttest questionnaire should also be given afterward to assess how much the audience
learned from the presentation.

The following steps are recommended when giving the pretest:

_ clarify any tenns that may not be familiar to the participants

__ do not tell the participants that therewill be a test again after the presentation (to avoid biasing
the results of the posttest)

_ remain in the room during the test

__ ask the participants to fill out the questionnaires individually

__ check responses against answer sheet.

Participant Evaluation

Ask audience members to complete a fonn after each training session. The comments from the audience
may be useful in planning future presentations.

We would appreciate your sending to us any suggestions for improving the module based on comments
from the participants, or your experience as a presenter. In addition, we are interested in knowing
whether you found the pretest!posttest to be useful. Please return completed evaluation fonns, pretest!
posttest results and other comments to:

RH Modules Project Administrator

Family Health International

P.O. Box 13950

Research Triangle Park, NC 27709 USA
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Reproductive Health of Young Adults:
Questionnaire

Participant number (if applicable): Age: Sex: _

Occupation (check one): Physician __ Other provider __ Program manager __

Policy-maker __ Student Other (please specify) _

1. Please indicate whether each statement is True (T) or False (F).

T F Worldwide, most women hospitalized for abortion complications are over 20 years
of age.

T F Adolescents are at higher risk for STDs because they are more likely to have multiple
partners than adults.

T F Half of all HIV infections worldwide are in youth under 25 years of age.

T F Emergency contraceptive pills must be initiated within one week after unprotected
intercourse to prevent pregnancy.

T F A girl cannot get pregnant the first time she has sex.

T F Condoms protect against unplanned pregnancies and STDsIHIV.

T F Oral contraceptives protect against pregnancies and STDs.

T F Young teenage girls are more likely to die during pregnancy or childbirth than are
women in their twenties.

T F Oral contraceptives are medically contraindicated for adolescents because of their age.

T F Most adolescents use contraception the first time they have sex.
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2. Please indicate whether you agree (A) or disagree (D) with the following statements.

A D Reproductive health programs should reach out to boys as well as girls.

A D Providers should voice their disapproval of premarital sex to adolescent clients since it
will discourage them from continuing to have sex.

A D Providers should have special training for dealing with adolescent clients.

A D It is best not to give too much information on family planning to adolescents since this
will encourage them to have sex.

A D Pregnant girls should be expelled from school.

A D A lecture is the best way to provide adolescents with information.

A D Providing services to adolescent clients is no different then providing services to
adult clients.

A D Most adolescents learn about sexuality and reproductive health from their parents.

A D Privacy and confidentiality are very important to adolescent clients.

A D Most adolescents don't feel that family planning clinics are designed for them.

Questionnaire, page 2
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3. Please indicate your response to the following questions.

Do you think it is acceptable for an unmarried girI to have sexual relations?

1. No

2. Yes

3. Don't know

Do you think it is acceptable for an unmarried boy to have sexual relations??

1. No

2. Yes

3. Don't know

Should family planning programs serve unmarried adolescents?

1. No

2. Yes

3. Don't know

For most women, at what time during her menstrual cycle is she most likely to get pregnant?
1. During her period

2. Right after her period

3. Right before her period

4. Halfway between her periods

5. At any time during her cycle

6. Don't know

4. For each method listed below, please indicate for whether:
(3) the method is medically contraindicated for adolescent girls
(2) the method generally can be used by adolescent girls,but some medical concerns exist
(1) the method can be given to adolescent girls; there are no medical contraindications

or medical concerns.
Mark your answer (3, 2, or 1) on the line beside the name of the method.

__ Oral contraceptives

IUDs

Condoms

__ Norplant

__ Injectables

__ Spermicides

Questionnaire, page 3
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THIS SECTION IS FOR MEDICAL/HEALTH WORKERS ONLY

5. Please respond to the following questions related to your own clinic practices.

Do you think your clinic offers "youth friendly" services to adolescents?

1. No

2. Yes
3. Don't know

Do married adolescents come to your clinic for family planning?

1. No
2. Yes
3. Don't know

Do unmarried adolescents come to your clinic for family planning?

1. No
2. Yes
3. Don't know

Would you give a family planning method to an unmarried adolescent?
1. No, please explain why not: _

2. Yes
3. It depends. Please explain: _

Do you provide condoms to adolescents?
1. No, never

2. Yes, sometimes
3. Yes, always
If yes, what instructions do you give when you provide them?

When an adolescent comes to you asking for family planning, do you ask/try to find out if they
have more than one partner?

1. No, never

2. Yes, sometimes
3. Yes, always

4. Don't see adolescent clients

Are you comfortable talking to adolescents about family planning and reproductive health?
1. No

2. Yes
3. It depends

Questionnaire, page 4
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Reproductive Health of Young Adults:
Posttest

Participant number (if applicable): Age: Sex: _

Occupation (check one): Physician __ Other provider__ Program manager __

Policy-maker __ Student Other (please specify) _

1. Please indicate whether each statement is True (T) or False (F).

T F Worldwide, most women hospitalized for abortion complications are over 20 years
of age.

T F Adolescents are at higher risk for STDs because they are more likely to have multiple
partners than adults.

T F Half of all HIV infections worldwide are in youth under 25 years of age.

T F Emergency contraceptive pills must be initiated within one week after unprotected
intercourse to prevent pregnancy.

T F A girl cannot get pregnant the first time she has sex.

T F Condoms protect against unplanned pregnancies and STDs/HIV.

T F Oral contraceptives protect against pregnancies and STDs.

T F Young teenage girls are more likely to die during pregnancy or childbirth than are
women in their twenties.

T F Oral contraceptives are medically contraindicated for adolescents because of their age.

T F Most adolescents use contraception the first time they have sex.
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2. Please indicate whether you agree (A) or disagree (D) with the following statements.

A D Reproductive health programs should reach out to boys as well as girls.

A D Providers should voice their disapproval of premarital sex to adolescent clients since it
will discourage them from continuing to have sex.

A D Providers should have special training for dealing with adolescent clients.

A D It is best not to give too much infonnation on family planning to adolescents since this
will encourage them to have sex.

A D Pregnant girls should be expelled from school.

A D A lecture is the best way to provide adolescents with infonnation.

A D Providing services to adolescent clients is no different then providing services to
adult clients.

A D Most adolescents learn about sexuality and reproductive health from their parents.

A D Privacy and confidentiality are very important to adolescent clients.

A D Most adolescents don't feel that family planning clinics are designed for them.

Posttest. page 2
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3. Please indicate your response to the following questions.

Do you think it is acceptable for an unmarried girl to have sexual relations?

1. No

2. Yes

3. Don't know

Do you think it is acceptable for an unmarried boy to have sexual relations??

1. No

2. Yes

3. Don't know

Should family planning programs serve unmarried adolescents?

1. No

2. Yes

3. Don't know

For most women, at what time during her menstrual cycle is she most likely to get pregnant?
1. During her period

2. Right after her period

3. Right before her period

4. Halfway between her periods

5. At any time during her cycle

6. Don't know

4. For each method listed below, please indicate for whether:
(1) the method can be given to adolescent girls; there are no medical contraindications

or medical concerns.
(2) the method generally can be used by adolescent girls,but some medical concerns exist
(3) the method is medically contraindicated for adolescent girls

Mark your answer (1, 2, or 3) on the line beside the name of the method.

__ Oral contraceptives

IUDs

Condoms

__ Norplant

__ Injectables

__ Spermicides

Posttest, page 3
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5. Please respond to the following questions about today's presentation.

Did you find the information in this workshop useful to your work?

I. No

2. Yes, somewhat

3. Yes, very much

How familiar were you with the information in the module prior to the presentation?
1. Very familiar
2. Somewhat familiar
3. Not at all familiar

Which two (2) presentation messages do you think will be most useful to you?
1. _

2. _

What, if any, additional information do you think should have been covered?

What, if any, part of the presentation should have been left out?

Please add any additional comments or suggestions to improve the presentation.

Posttest, page 4
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THIS SECTION IS FOR MEDICAL/HEALTH WORKERS ONLY

6. Please respond to the following questions related to your own clinic practices.

Based on the infonnation presented today, would you like to make changes to your workplace's
provision of clinical services to adolescent clients?

1. No, please explain why not _

2. Yes

3. Unsure

If yes, please name 2 changes you will try to make:
1. _

2. ---'- _

Based on the infonnation presented today, would you like to make changes in your clinic
environment to make it more appealing to adolescents?

1. No, please explain why not _

2. Yes

3. Unsure

If yes, please give 2 changes you will try to make:
1. _

2. _

Do you think you will be able to make any of these changes in your practice or clinic?

1. No

2. Yes

3. Don't know

What might hinder any attempts to make changes? _

Will you infonn others at your clinic about what you learned today?

1. No

2. Yes

3. Don't know

Do you think others at your clinic would be receptive to changing service delivery practices to
provide better services to adolescents?

1. No

2. Yes

3. Don't know

Posttest. page 5
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Reproductive Health of Young Adults:
Answers to Fact-based Questions

1. Please indicate whether each statement is True (T) or False (F).

T ® Worldwide, most women hospitalized for abortion complications are over 20 years
of age.

Adolescents are at higher risk for STDs because they are more likely to have multiple
partners than adults.

Half of all HIV infections worldwide are in youth under 25 years of age.

T ® ~mergency contraceptive pills must be initiated within one week after unprotected
Intercourse to prevent pregnancy.

T 0 A girl cannot get pregnant the first time she has sex.

® F Condoms protect against unplanned pregnancies and STDs/HIV.

T ® Oral contraceptives protect against pregnancies and STDs.

® F Young teenage girls are more likely to die during pregnancy or childbirth than are
women in their twenties.

T 0 Oral contraceptives are medically contraindicated for adolescents because of their age.

T ® Most adolescents use contraception the first time they have sex.

John M
Rectangle

John M
Rectangle

John M
Rectangle



3. Please indicate your response to the following questions.

For most women, at what time during her menstrual cycle is she most likely to get pregnant?
1. During her period C
2. Right after her period

3. Right before her period .oHalfway between her periods

5. At any time during her cycle

6. Don't know

4. For each method listed below, please indicate for whether:
(1) the method can be given to adolescent girls; there are no medical contraindications

or medical concerns.
(2) the method generally can be used by adolescent girls,but some medical concerns exist
(3) the method is medically contraindicated for adolescent girls

Mark your answer (1,2, or 3) on the line beside the name of the method.

_1_ Oral contraceptives

2 IUDs

1 Condoms

~ Norplant

~ Injectables

_1_ Spermicides C

C
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Participant Evaluation
Module on the Reproductive Health of Young Adults

Please answer the questions below after the presentation on the reproductive health of
young adults. flU will use this information to help improve future presentations.

_ community health worker
_ medical faculty
_ student (medical, nursing, or midwifery)
_ health educator
_ pharmacist

Please tell us a little about yourself.

Name (optional) _

Address (optional) _

Phone (optional) .Fax (optional) E-mail (optional) _

What are your current job responsibilities? (Please mark all that apply.)

__ policy maker
__ program manager
__ practicing doctor
__ practicing nurse/nurse midwife
__ non-medical clinic personnel
_ other (specify) _

Please tell us what you think about the presentation.

Did the presentation address what you consider to be the most important programmatic and
clinical issues? (Please mark one box.) DYes D No

What, if any, additional information do you think should have been covered? (Please specify.)

What, if any, part of the presentation should have been excluded? (Please specify.)

How familiar were you with the information in the module prior to this presentation?

(Please mark one box.)

D very familiar D somewhat familiar D not at all familiar

Which two presentation messages do you think will be the most useful to you?

1. _

2. _

Please continue on next page.
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How did you benefit from attending this presentation? (Please mark all that apply.)

__ learned more about ways to improve quality of care for young adults
__ verified existing knowledge
__ gained a new perspective related to reproductive health services for young adults
__ learned more about what contraceptive methods can be safely used by young adults
__ increased confidence in recommending contraceptive methods to young adult clients
__ did not benefit
_ other (specify) _

Based on the information presented today, would you consider making any changes to your
professional practice? DYes D No

If Yes, what changes would you consider? If No, why not consider making any changes?

Please respond to each ofthe following statements by circling the answer that best describes yourfeelings.

The information presented was relevant to my job.

Strongly agree Agree Disagree Strongly disagree

The graphics (slides or other visual aids) enhanced my understanding of the presentation content.

Strongly agree Agree Disagree Strongly disagree

The graphics (slides or other visual aids) enhanced my understanding of the presentation content.

Strongly agree Agree Disagree Strongly disagree

The presentation was too technical.

Strongly disagreeDisagreeStrongly agree Agree

The duration of the presentation was too long.

Strongly agree Agree Disagree Strongly disagree

Please rate tlie following presentation components as either excellent (A), good (B), fair (C), or
poor (D). If the presenter did not use a particular component, please indicate "not applicable"
or NA. Additional comments are welcome.

Rating Comments
(A, B, C, Dor NA)

35 mm slides/transparencies
overview/fact sheet handout
audience note pages
scientific articles
pretestlposttest
training activities
other (specify)

Please add any additional comments or suggestions for improvement.

~ Thank you for your assistance.

April. 2000

Please return completed form to: RH Modules Project Administrator
Family Health International
P.O. Box 13950
Research Triangle Park, NC 27709 USA
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Meeting the Needs
Of Young Adults

As they mature and become sexually
active, more young people face serious
health risks. Most face these risks with
too little factual information, too little
guidance about sexual responsibility,
and too little access to health care.
Meeting young adults' diverse needs
challenges parents, communities, health
care providers, and educators. Despite
urgent needs, program efforts have
been slight and slowed by controversy.

One-fifth of world population is between ages 10 and 19.
Young people today marry later, and more start sex before
marriage. Thus they face more risk of unwanted pregnancy
and sexually transmitted diseases (STDs). In developing coun
tries 20% to 60% of young women's pregnancies and births
are unintended, most coming sooner than planned. Pregnancy
puts young women's health at risk, through childbearing or
unsafe abortion. Increasingly, early parenthood means lost
education as well, with lifelong loss of earnings. Half of
those infected with AIDS-causing HIV are under age 25.

The help that young adults need to avoid these risks varies.
Some young people are not yet sexually active. They need
support and skills to postpone starting sex. Some suffer from
sexual abuse. They need protection and care. Some start sex
before marriage, and some change sexual partners several
times before they marry. They need help to abstain from sex

Family Planning Programs



or use condoms to prevent pregnancy and STDs. Many
others are married and need much the same health and
family planning services as other married couples.

Reaching Out to Young People
Sex education and reproductive health programs for young
adults often face opposition, but research shows that these
programs do not lead to more frequent or earl ier sex, as
opponents fear. To win public support, programs must work
with parents and within community norms. At the same time,
programs must advocate new social norms that protect the
health of young adults. Current norms reward boys but pun
ish girls for having sex; they glamorize irresponsible sex in
the mass media but reject young people's natural interest in
sexuality. Until these values change, programs for young
adults will fight an uphill battle to encourage responsible
behavior and provide adequate care.

Family Life Education (FLE) is the only widespread program
for young adults. These brief programs, held mostly in
schools, may encourage abstinence, teach reproductive
health and physiology, build skills in problem-solving, deci
sion-making, and life planning, and, in a few cases, discuss
contraception. Many now cover HIV/AIDS as well, while
other in-school and outreach programs focus exclusively on
AIDS prevention. Impact has been modest. FLE programs can
increase knowledge and improve attitudes. The best also
have delayed sexual initiation, reduced frequency of sex,
or increased contraceptive use somewhat. A few mass-media
campaigns, countering the usual depictions of risk-free sex,
have used entertainment to encourage responsible behavior.

For family planning services, STD treatment, and prenatal
care, most young adults must go to the same clinics avail
able to older people. Only a few hospitals and nongovern
mental organizations have set up special clinics or service
hours for young people. Many different outreach programs
have been tried, often employing young adults to talk with
their peers and sometimes to distribute condoms. In a few
US schools, clinics offer some reproductive health services
along with other care; a few schools provide condoms.

Lessons Learned
Young adults need programs that TEACH and respond to
their needs, earn their trust, go where they are, and speak
their language. Experience is limited, but programs have
done best when they:
• Win support by working with parents and local leaders;
• Remove policy barriers and change providers' prejudices;
• Enlist young adults in program design and delivery;
• Tell young adults specifically what they need to do;
• Help them rehearse the interpersonal skills to avoid risks;
• Link information and advice with services;
• Offer role models that make safer behavior attractive; and
• Invest enough-for long enough-to make a difference.
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I Growing Numbers,
Diverse Needs

Young people ages 10 to 19 number more than 1 billion,
comprise nearly one-fifth of the world population, and are
growing in number. Virtually all of this growth is occuring in
developing countries, with sub-Saharan Africa leading the
way. Although fertility is now falling in many regions of the
developing world, the large numbers of children born in the
late 1970s and early 1980s are now reaching early adult
hood, and some are already having children themselves.
Even if these people have fewer children than their parents
did, the number of young adults in developing countries will
increase by over 20% over the next 15 years (488) (see Table
1). In some developed countries, in contrast, the number of
young adults is expected to decrease. In the world as a
whole, the number of young adults is expected to grow to
more than 1.2 billion in 201 0 (488) (see able 1).

Anotherway to look at the place of young adults in the world
population is through median age-the age that half of the
population is below and half is above. The median for th
entire world is 25-that is, half of the world's p opl are
under age 25. For developing countries as a whole the
median age is 23, whereas for developed countries it is 35
(497). Some developing countries have very young popula
tions. In Latin America, for exampl ,the median age is 20 in
Bolivia, 18.7 in EI Salvador, and 18.1 in Guat mala. In Africa
median ages are even lower-in
Nigeria, 17.5 and in Zambia,
1 .1-that is, half of the population
is under age 15 (172).

•
Defining Young Adults

All cultures re ognize and mark the
transition from child to adult (535).
The concept of this transition as a
life stage, however, did not exist in
developed countries until the late
1800s and early 1900s (190, 240).
In many developing countries the
con ept arose as recently as 20 years
ago, and in ome regions the idea is
new today. The World Health Organization (WHO) t

has defined adol sccnce a :
• Pr gression from appearance of secondary

sex ch racteristics (puberty) to sexual and
reproductive maturity;

• D velopment of adult m ntal processes and
adult identity;

• Transition from total socioeconomic depen-
dence 0 relative independence (544).

Many statistics report on the age group 10 to
19, while others cover 15 to 24, but n ither
range is intend d to mark a universal begin
ning and ending, either socially or biological
ly. Puberty marks the biological beginning
of adolescence, but markers of its comple
tion are various and not w II-d fined. The
only universal definition of adolescence

POPULATION REPORTS

appears to be that, although no longer considered a child,
the young person is not yet considered an adult.

During adolescence many young adults experience critical
and defining life events-first marriage, first sexual inter
course, and parenthood. Once these life events were consid
ered inseparable, but this no longer holds true for many
young people. Age at puberty is falling while age at marriage
is rising. The amount of time young people spend between
puberty and first marriage has increased. This means that first
sexual experience and childbearing may take place for many
in a different personal and social context.

•
Falling Age at Puberty

Boys and girls now experience puberty at younger ages than
previous generations. In general, girls enter puberty between
ages 8 and 13 and reach menarche (first menstruation)
several years later, while boys enter puberty between ages 9
and 14 (436, 529). The reasons for earlier menarche in girls
are not well understood. Most of the change is attributed to
better health and nutrition (160, 185, 52C)). In North Am rica
age at menarche decreased by three to four months ach
decade after 1850; in 1988 the median ag at menarche was
12.5 years am ng US girls (160, 529). In som developing
countries age at menarche appears to be deer asing even
fa ter. For example, in Kenya average age at menarche fell
from 14.4 in the late 1970s to' 2.9 in the 19805 (185).

During puberty boys and girls go through some of th
gr atest physical changes of their lives. Th ir bodies grow
faster than during any other period of life except infancy (66,

201, 471, 537). Secondary sex characleri tics d 
velop during a hormonally driven growth spurt.
The e dramatic physical changes generally occur
over a 5-year period but may take a little as 1a

months or as long as six years (35, 66, 201,281).
A group of 14-year-olds may include boy~

and girls who still look like chil
dr n as w II as omE

whose bodies are
those of adu II
m nor wome
(114).

1'1"'/1) 1'/'l·,II/I, lej//o rlglll:

l'AIIO, IJeryIGo/dbe'1;, wu.
JOI<,pll ('m"",,,,j,,rJIlUICCP
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•
Sexual Activity Among

Young Adults
Age at first sexual intercourse var
ies considerably among countries
and regions (see Table 2). Al
though the common impression is
that today's young adults are be
ginning sexual activity at younger
ages than previous generations,
comparisons of women ages 20 to
24 with women ages 45 to 49 at
the time of Ihe Demographic and
Health Surveys in the late 1980s
and 19 Os show no universal trend.
(The median> in Table 2 and 3 are
calculated faJr all women, includ-

100

18
24

45

.,

80

focus on what is normal, healthy sexual development and
behavior for young people. Recent work points out the need '
to take into account the context of young adults' sexual
activity, as well as the social pressures and psychological
costs associated with abstaining from sex or engaging in it,
and with using or not using contraceptives if sexually active
(51,59,402,416).

46

40 • 60
Percentage OJ women ages 15-1 9

20o

Botswana (1988)
Burundi (198n

Ghana (1988)
Kenya (1989)

Liberia (1986)
Mali (198n

Nigeria (1990)
Senegal (1986)

Togo (1988)

8olivia(1989) 1IIIi~~~~~~~~~~~~~~~~~~~~~~
Brazil (1986·89) 81

Colombia (1986) 81
COIta Rica (1986-90)
Guatemala (1986-8n

Mexico (198n
Paraguay (198n
~(1~ ~

Haiti(1987·89) I~~~~~~~~~~~~~~~~~~~~~~~~~~Jamaica (1989) 4
Trinidad/Tobago (1987) 18

Like biological development, emotional maturity and cogni
tive development vary greatly among young people of the
same age. Although they are beginning to develop the ability
to think abstractly and to plan for the future, most young
adults reach sexual maturity before they attain emotional or
social maturity or economic independence. Many decision
making models have tried to explain young adults' sexual
activity and decision-making. None, however, has suc
ceeded in explaining definitively how to influence behavior
(258, 290). The fields of sociology and psychology conven
tionally have viewed adolescent sexuality within the frame
work of deviant behavior (290). Thus there has been little

Sources: Demographic & Health SUf\Ie)'\, Popu/afion Reference Bureilu, ilfId rhe Divisiun of R~P1Udud;vPHiM/ttt of the Ct¥tlers for Diwase Control
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Clearly, as they enter puberty, boys' and girls' interest in sex
increases. At the same time, they experience strong, often
conflicting emotions and social pressures as they move away
from childhood dependence toward more independent
adu Ithood. Most are unprepared for the situations they face.

r----------------------------------; Nonetheless, because of the
figure 1. Marriage and Sexual Experience Among Women Ages 15-19 health risks of sexual activity,

_Married c:JNot married, with FZllllNot married, with young people'S decisions and ex-
sexual ex erience no sexual experience d hperiences uring t eir transition to

adu Ithood can affect the rest of
their lives.

Table 1. Young Adults in the World Population
Estimated Populations for 1980 and 1995 and Projected Populations for 2010r

All Ages and Ages 10-19, World and Regions

Population (in Millions)
1980 1995 2010 % Increase

10-19 10-19 10-19 1980 to 1995 1995 to 2010
All Ages as % All Ages as % All Ages as % All Ages All Ages

Region Ages 10-19 of All Ages 10-19 of All Ages 10-19 of All Ages 10-19 Ages 10-19

World ............................... 4,444 950 21 5,716 1,073 19 7,032 1,253 18 29 13 23 17
Developed regions ........... 1,080 173 16 1,167 160 14 1,213 145 12 8 -8 4 -9
Developing regions .......... 3,364 777 23 4,550 913 20 5,819 1,108 19 35 18 28 21
Developing regions

except China ................. 2,366 539 23 3,328 715 21 4,431 901 20 41 33 33 26
Sub-Saharan Africa ........... 384 87 23 596 136 23 896 211 24 55 56 50 55
Northern Africa! .............. 110 25 23 161 37 23 215 44 20 46 48 34 19
East Asia ........................... 1,179 271 23 1,424 228 16 1,605 234 15 21 -16 13 3
South-Central Asia ........... 990 222 22 1,381 294 21 1,817 365 20 39 32 32 24
Southeastern Asia ............. 360 84 23 484 104 21 607 116 19 34 24 25 12
Western Asia .................... 113 26 23 168 35 21 234 48 21 49 35 39 37
Europe .............................. 693 109 16 727 100 14 729 83 11 5 -8 * -17
North America ................. 252 44 17 293 40 14 332 46 14 16 -9 13 15
Latin America &

Caribbean ....................... 358 83 23 482 101 21 604 111 18 35 22 25 10
Oceania ............................ 23 4 17 29 5 17 35 5 14 22 25 21 *
'Including Western Sahara 'Less than 1/2% Source: Medium variant from: United Nations. The Sex and Age Oisrriburion of rhe World PopulaCions. 1994 (488)
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ing those who have not yet begun sexual activity. Thus a later age than in the past, however, it increasingly occurs
median ages reported in DHS data in Table 2 are higherthan before marriage; even where age at first intercourse is rising,
the average ages for sexually active women only, shown in age at marriage is rising faster (101, 166).
Table 4.) Premarital sexual activity. As attention focuses on sexual
In fact, median age at first intercourse among women has activity among young adults, it often goes unnoticed that in
increased in many countries, particularly in Asia and Latin the developing world the majority of young adults, espe-
America (see Table 2). Continued education and delayed cially young women, are not sexually active and that most
marriage may account for some of the increases in Latin sexual activity of young people takes place within marriage
America (450). Even where first intercourse tends to occur at (450) (see Figure 1).

Table 2 Median Age at % Who Had Sex Median Age at % Who Gave

Age at Region, Country & First Sex by Age 20 First Birth Birth by Age 20

Year ofSurvey 20-24 45~9 20-24 45-49 20-24 45-49 20-24 45-49
First Sexual AFRICA, SUB-SAHARAN

Intercourse Botswana 1988...................... 17.3 18.1 91 81 19.7 20.9 55 39

and Age at Burkina Faso 1992-93 ........... 17.2 17.5 89 89 19.1 19.7 62 53
Burundi 1987......................... 19.2* 18.8 NA NA 20.9* 21.1 27 37

First Birth Cameroon 1991 ..................... 16.1 15.7 93 92 18.4 19.4 67 56
Ghana 1993 ........................... 16.8 17.6 88 82 20.3* 20.2 49 47

Median Age at Kenya 1993............................ 17.3 16.8 79 80 19.8 19.3 52 59

First Sex and Liberia 1986 .......................... 15.5 15.4 NA NA 18.5 21.0 64 44

First Birth, Madagascar 1992 .................. 17.0 16.0 80 86 19.7 18.8 53 61
Malawi 1992.......................... NA NA NA NA 18.9 20.5 63 47

Percentage Mali 1987 .............................. 15.9 15.7 NA NA 18.4 20.3 67 48
Experiencing Namibia 1992........................ 18.7 20.1 66 48 21.2* 22.0 42 28
Sex, and Niger 1992 ............................ 15.0 14.9 92 93 17.7 18.5 75 60

Percentage Nigeria 1990.......................... 16.6 16.5 83 79 19.7 20.1 54 49

Giving Birth Rwanda 1992......................... 20.2* 18.4 43 68 22.0* 20.5 25 44
Senegal 1992-93 ................... 17.5 15.8 70 83 19.8 19.6 52 54

Before Age 20, Sudan 1989-90...................... NA NA NA NA 22.8* 19.8 26 53
Among All Tanzania 1991-92.................. 17.3 16.4 83 81 19.5 18.8 57 60
Women Ages Togo 1988.............................. 16.5 17.1 NA NA 19.5 20.0 56 50

20-24 and Uganda 1988-89 ................... 15.9 15.3 NA NA 18.6 18.6 68 65

45-49 When Zambia 1992 ......................... 16.6 16.0 87 87 19.1 18.3 61 70
Zimbabwe 1988-89............... 18.3 16.9 NA NA 19.5* 19.7 49 54

Surveyed
ASIA & PAc/FIC

Bangladesh 1993-94 ............. NA NA NA NA 18.3 17.3 66 79
•Median is {or women India 1992-93 ....................... NA NA NA NA 19.5* 19.4 49 57ages 25-29; median {or

Indonesia 1991 ...................... 19.8 17.0 51 75 20.4* 20.1 36 5020-24 was not calcu-
lated since less than Pakistan 1990-91 ..... .............. NA NA NA NA 21.0* 22.6 30 33
50% had had sex or Philippines 1993 .................... 21.9* 21.1 30 42 23.1 * 22.6 22 28
given birth. Sri I.anka 1987....................... NA NA NA NA 24.7* 21.9 17 36

•• Women ages 40-44 Thailand 1987........................ 21.0* 19.7 NA NA 23.0* 21.6 24 32
NA = Not available

LATIN AMERICA & CARIBBEAN
Source: Demographic

Bolivia 1993-94..................... 19.3 18.9 57 59 21.1 * 22.0 38 33and Health Surveys
except India: Brazil (Northeast) 1991 ......... 20.0 19.7 50 53 21.4* 22.1 33 32
International Institute {or Colombia 1990 ...................... 20.0 19.0 50 58 22.5* 21.2 31 37Population Sciences 1995

Dominican Republic 1991 ..... 19.9* 17.8 49 67 21.7* 19.7 33 53(583) and Nicaragua:
Stupp et a/. 1993 (466) Ecuador 1987 ........................ 19.9 19.1 NA NA 20.7* 21.6 35 36

Guatemala 1987.................... 18.4 18.4** NA NA 19.7* 20.2** 50 48**
Mexico 1987.......................... 19.8* 18.9 NA NA 21.1 * 20.7 35 43
Nicaragua 1992-93 ............... 18.2 17.8 67 70 20.2 19.8 48 52
Paraguay 1990....................... 18.9 19.5 61 54 21.6* 21.5 37 35
Peru 1991-92 ........................ 19.7* 19.2 45 57 22.2* 21.7 27 33
Trinidad & Tobago 1987 ........ 19.3 18.2 NA NA 22.2* 20.5 30 46

NEAR EAST & NORTH AFRICA

Egypt 1992............................. NA NA NA NA 21.7* 20.5 29 46
Jordan 1990........................... NA NA NA NA 23.0* 20.6 21 42

PopUlation Reports Morocco 1992 ....................... NA NA NA NA 24.9* 2004 19 46
Tunisia 1988 .......................... NA NA NA NA 24.5* 22.4 13 26
Turkey 1993........................... NA NA NA NA 21.8* 20.6 25 43
Yemen 1991-92 ..................... NA NA NA NA 19.9* 22.7 41 38
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Table 4 Females

Premarital % Reporting Mean Age
Intercourse at First

Sexual Country, City & Age Age Inter-

Experience
Year of Survey 15-19 20-24 course"

Brazil
in latin Recife 1989...................... 16 39 16.8

America Salvador 1987.................. 20 55 17.2

and the
Rio de Janeiro 1989 ......... 28 61 16.8
Sao Paulo 1988................ 27 58 16.9

Caribbean Curitiba 1989................... 24 56 17.2
Chile

Young Adult Santiago 1988.................. 19 57 17.9
Reproductive Costa Rica 1991 .................. 22 40 16.5

Health Dominican Republic 1992 .. 15 25 16.0

Surveys, EI Salvador 1988 ................. 16 32 16.4

1987-1994 Ecuador 1994 ...................... 16 35 NA
Quito 1988 ...................... 12 34 17.4

•Mean age for chose Guayaquil 1988 ............... 18 43 16.7who report having
had intercourse Guatemala

NA=Not avai/abl Guatemala City 1986....... 12 36 16.7

Source: Morris 1995
Haiti 1989 ........................... 2.':\ 64 NA

(338) Jamaica 1993 ...................... 59 90 15.9
Mexico

PopUlation Reports Mexico City 1985 ............ 13 39 17.0

6

•
Rising Age
at Marriage

Young people are marry
ing at older ages than their
parents did, and today sub
stantially smaller percent
ages of women marry be
fore age 20 than in previ
ous generations (see Table
5). Thus median age at
marriage is rising in nearly
all regions. In developed
countries, the Near East,

15.1
14.8
15.0
14.9
15.4

Mean Age
at First
Inter

course"

93
94
94
94
94

Males

69
73
73
73
56

48 86 16.0
42 76 15.3
47 87 15.3
NA NA NA
NA NA NA
59 97 15.1
64 94 14.8

65 87 14.8
30 63 NA
75 95 13.9

44 86 15.7

% Reporting
Intercourse

Age Age
15-19 20-24

POPULATION REPORTS

Still, in many parts of the world premarital sexual
activity is common among young people (see Tables
3 and 4). Its pre....alence varies by gender and socio
economic class. In all societies larger percentages of
boys report being sexually active than do girls of the
same age, and boys begin sexual activity earlier. For
example, in Young Adult Reproductive Health Sur
veys in Latin America, average age at first intercourse
ranged from 13 to 16 years for boys and from 16 to 18
years for girls (337) (see Table 4). In A rica among
Kenyan students surveyed in the late 1980s, 48% of
males in primary school and 69% of males in secon
dary school were sexually active, compared with
17% and 27% of girls in primary and secondary
schools (255). In Asia, where fewer studies have
been conducted, data for Hong Kong, South Korea,
and Thailand show that fewer than 10% of unmar
ried women under age 24 have experienced inter
course (490). In Thailand, however, more than half
of boys report having sex by age 18, often with a
prostitute (555).

Young men more often report having multiple sexual
partners and having intercourse with casual ac
quaintances. In contrast, young women usually re
port that they had their first and subsequent sexual
relations with a steady boyfriend or fiance (49, 185,
255, 337, 553). Surveys may not always report
young people'S behavior accurately, however. Young
men may exaggerate, reflecting cultural norms that
encourage and approve of sexual experimentation
for boys, while young women may underreport their
sexual activity because of cultural norms that value
virginity for girls. As one young woman noted in a
Zimbabwe study, "by writing it down, it's like I have
to face my own life" (45).

Sexual activity among unmarried youth is increasing
in many regions. Over the last 15 years studies in
Africa and Latin America have reported increasing

percentages of unmarried
young adults who are
sexually active (15, 156,
283,336,337,349,350).
At least one researcher
points out, however, that
casual sexual activity is
also more common now
among adults, both married
and unmarried, as well as
among youth (292).

2

30
19
28

9
16
3

10
8

48
23

6

98
60

8
87
83
71
98
67
42
73
27
66
17
34
67
84
72
80
48

*

8
7
9
5
4
3
4
3

17
9
2

64
18
2

44
47
36
72
36

4
37

6
26

5
9

32
51
36
44
16

% Who Have Had Sex

Ages Ages
Region, Country & Year ofSurvey 15-19 20-24

SUB-SAHARAN AfRICA
Botswana 1988 .
Burkina faso 1992-93 .
Burundi 1987 .
Cameroon 1991 .
Ghana 1993 .
Kenya 1993 ..
Liberia 1986 .
Madagascar 1992 ..
Mali 1987 ..
Namibia 1992 ..
Niger 1992 ..
Nigeria 1990 ..
Rwanda 1992 ..
Senegal 1992-93 .
Tanzania 1991-92 .
Togo 1988 ..
Uganda 1988-89 .
Zambia 1992 ..
Zimbabwe 1988-89 .

ASIA & PACIfiC
Philippines 1993 .

LATIN AMERICA & CARIBBEAN
Bolivia 1993-94 .
Brazil (Northeast) 1991 .
Colombia 1990 .
Dominican Republic 1991 ..
Ecuador 1987 ..
E1 Salvador 1985 ..
Guatemala 1987 ..
Mexico 1987 .
Paraguay 1990 ..
Peru 1991-92 ..
Trinidad & Tobago 1987 ..

• Le, (him 1%
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Premarital
Sexual
Experience

Percentage of
Never-Married
Women Ages
15-19 and 20
24 Who Have
Ever Had Sex,
Demographic
and Health
Surveys,
1985-1994
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Table 5
% of Women Ages

% of 20-24 with 7 Years

Median Age
Women or More ofSchool- Minimum

Median Age at Married ing ifMarried... Legal Age of

at Marriage
Region, Country & First Marriage By Age 20 Before At Age 20 Marriage

Year ofSurvey 20-24 45-49 20-24 45-49 Age 20 or Older F M

and Level of
AfRICA, SUB-SAHARAN

Women's Botswana 1988................. 24.ga 25.1 19 27 55 71 21 21

Education Burkina faso 1992-93...... 17.3 17.7 86 88 NA NA 18 21
Burundi 1987.................... 19.5a 19.7 44 54 1 41 18 21
Cameroon 1991 ................ 17.3 16.0 73 86 27 77 21 21

Median Age at Chana 1993...................... 19.0 19.0 60 60 47 67 varies varies
First Marriage and Kenya 1993....................... 19.5a 18.1 46 69 54 84 18 18
Percentage Married Liberia 1986 ..................... 18.2 16.6 64 69 20 49 18 21

by Age 20 Among Madagascar 1992 ............. 19.5 17.1 54 71 NA NA 18 18

Women Ages
Malawi 1992..................... 17.7 18.4 77 66 NA NA NA NA
Mali 1987 ......................... 15.9 15.8 93 90 6 19 15c 18

20-24 and Namibia 1992................... 24.9b 23.3 20 23 35 65 NA NA
45-49 When Niger 1992 ....................... 15.1 15.1 90 93 1 17 16 18
Surveyed; Women's Nigeria 1990..................... 17.8 17.3 68 72 15 64 varies varies

Levels ofSchooling Rwanda 1992.................... 20.ga 18.7 35 64 NA NA 21 21

by Age at Marriage; Senegal 1992-93 .............. 18.3 15.8 60 83 5 27 16 20
Sudan 1989-90................. 20.5a 16.3 37 77 19d 59d NA NA

and Legal Age of Tanzania 1991-92............. 19.0 17.2 61 76 65 80 16 18
Marriage Togo 1988......................... 18.6 18.7 63 66 8 34 NA NA

Uganda 1988-89 .............. 17.8 16.7 73 81 20 43 19 21
'Median is for women ages 25-29; Zambia 1992 .................... 18.6 16.6 64 79 44 83 21 21
median for 20-24 was not ca/- Zimbabwe 1988-89.......... 19.7 18.6 53 63 50 86 18 18
culated since less than 50%
had married. ASIA & PACIfiC

bMedian is for women ages 30-34;
Bangladesh 1993-94 ........ 15.3 13.6 82 96 NA NA 18 20median for younger groups was not

calculated since less than 50% had India 1992-93 .................. 17.4 15.5" 71 87 NA NA 18 21
married.

Indonesia 1991 ................. 19.8 16.9 51 76 18d 58d 16 19Crhe m;nimum age for women is
Pakistan 1990-91 ............. 18.ga 18.8 49 57 8d 25d 16 21reported to have been raised to 18

years 08i. Philippines 1993............... 21.8" 21.1 29 40 61 84 18 20
c1rhe measure excludes single Sri Lanka 1987.................. 23.2" 20.0 28 50 45d 68d 21 21(never-married) women.

Thailand 1987................... 21.a" 14d 32d
·Women ages 40-49 19.5 37 55 17 17
rwomen ages 40-44

LATIN AMERICA & CARIBBEANBparental consent required for
all ages Bolivia 1993-94 ............... 20.6a 21.2 43 41 39 63 14 16
NA = Not available Brazil (Northeast) 1991 .... 20.6a 20.2 38 49 27 58 21 21
Sources: Demographic and Health

Colombia 1990................. 21.5a 20.0 37 49 39 66 18 18Surveys except India: International
Institute for the Population Science Dominican Republic 1991 19.8" 17.7 47 69 56 88 18 18
/995 (583) and Nicaragua: Stupp Ecuador 1987 ................... 19.8" 20.5 44 46 41 73 18 18et a/. 1993 (466); minimum legal

EI Salvador 1985............... 19.1 a 19.1 59 58 19 56 21 21age at marriage from United Na-
tions 1989, 1991 (490, 497) and Guatemala 1987............... 18.9 19.1 f 60 56f 9 34 18 18
level ofeducation from Alan

Mexico 1987..................... 20.2" 19.1 44 58 32 72 18 18Gut1macher Institute 1995118).
Note: In survey reports "marriage" Nicaragua 1992-93 .......... 18.6 18.2 63 67 NA NA 18 18
is defined to include consensual Paraguay 1990.................. 20.8" 21.0 41 42 27 56 12 14
unions-<:ouples living together-

Peru 1991-92 ................... 21.8" 20.7 31 44 53 88 18 18as well as formally recognized
unions, either civil or religious. Trinidad & Tobago 1987... 19.7 18.8 53 62 78 85 12-14 16-18

NEAR EAST & NORTH AfRICA

Egypt 1992........................ 19.9a 18.3 41 64 25d 6cf 16 18
Jordan 1990...................... 21.2" 18.9 30 63 79d 88d 18 18
Morocco 1992.................. 22.3" 17.6 31 74 9d 31 g 21
Tunisia 1988 ..................... 22.ga 19.9 21 51 lOd 22d 17 20

Population Reports Turkey 1993...................... 20.a" 18.3 41 68 NA NA 15 17
Yemen 1991-92 ................ 18.1 15.7 63 79 6d 21 d 16 18
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% of
Current Pregnancies % of Last Births
Mis- Not Mis- Not
timed Wanted Total timed Wanted Total

to support a wife and
family, they may not be
considered fit for mar
riage until their mid to
late twenties or until they
have completed their
schooling or an employ
ment tra in ing program
(440).

9
19
15
21

35
35
30
39
20
57

23
10

4
32

69
59
25
43
56
10
50
25
39

3
6
2
2

a
1
1
4

13
7
3
8
4

12

11

6
12
13
20

1
41
13

6

7
13
13
19

22
29
28
32
16
45

23
9
3

38

58
52
13
30
36

9
9

12
33

24
24

9
20

52
58
47
47
22
55

31
15
34
32

46
50
23
35
55
14
29
26
36

Education and age at
marriage. As formal edu
cation has become more
available in developing
countries, it has become
a factor in delayed mar
riage. Women who com-
plete at least primary
education tend to marry
later (54). For example, in
every sub-Saharan coun
try, among women ages
20 to 24, the percentage
who completed primary
school is much higher
among those who mar
ried after age 20 than
among those who married
earlier (see Table 5). In
Latin America women in
Brazil, EI Salvador, Gua
temala, Mexico, and
Paraguay who delayed
marriage until after age
20 were two to three
times more likely to have
completed seven years of

school than those who married earlier (450). The association
also is strong in Asia and the Near East.

Education remains out of reach for many, particularly for young
women, because many developing countries do not provide
schooling for all young people, particularly in rural areas and
at the secondary level (485). In Kano State in northern
Nigeria, for example, 30,000 girls complete primary school
each year, but government secondary schools accommodate
only one-tenth of them. Although the rate of enrollment of
young women in secondary schools more than tripled in Africa
and nearly doubled in Asia between 1960 and 1980, the rate
of enrollment of boys remains higher (207,485). Among both
sexes urban adolescents are much more likely than rural
adolescents to obtain more than six years of education (450).

In most areas women who attain more formal education are
more likely to delay childbearing, as well as marriage, than
their peers with little or no schooling. Women who begin
childbearing early rarely return to school-schools forbid it or
childcare responsibilities prevent it (see p. 16). Women who
leave school early, whatever the reason, usually marry and
begin childbearing within a year (39).

•
Young Adults' Fertility Patterns

Each year 15 million women under age 20 give birth, ac
counting for up to one-fifth of all births worldwide (394).
Many of these pregnancies and births are unintended. In
DHS for selected African and Latin American countries,

3
3
o
3

11
11

8
17
28

3
18
12
17

Region, Country &
Year of SUlVey

ASIA & PACIFIC

Bangladesh 1994* 31 0
Indonesia 1991 * 15 0
Pakistan 1991-92* 34 0
Philippines 1993.......... 28 4

LATIN AMERICAN & CARIBBEAN

Bolivia 1994................. 31 21
Brazil (Northeast) 1994 37 21
Colombia 1990 ... ......... 32 15
Dominican Rep. 1991.. 39 8
Paraguay 1990............. 19 3
Peru 1991-92............... 32 23

NEAR EAST & NORTH AFRICA

Egypt 1992* 21
Jordan 1990*................ 21
Morocco 1992* 9
Turkey 1992* 17

AFRICA, SUB-SAHARAN

Ghana 1994................. 36
Kenya 1993.................. 39
Madagascar 1992......... 15
Malawi 1992................ 17
Namibia 1992.............. 27
Nigeria 1990................ 11
Rwanda 1992............... 11
Tanzania 1991-92........ 13
Zambia 1992................ 19

Population Reports

'For ever-married women only

Among Women
Less than Age 20,
Selected Demo
graphic and
Health Surveys,
1990-1994

Unintended
Pregnancies
and Births

Table 6

East Asia, and a few Latin American countries, women tend to
marry in their early to mid-20s. Two-thirds or more of young
women in these regions do not marry until after age 20. In
contrast, as many as two-thirds of young women in some
countries of sub-Saharan Africa marry before age 20. In
several of these countries high proportions of women marry
at even younger ages. In almost all developing countries
women in rural areas are more likely to marry before age 20
than women in cities (450,519, 554).

In recent decades age at marriage has risen most rapidly in Asia,
the Near East, and North Africa. Changes are less striking in
sub-Saharan Africa, where age at marriage remains low, and
Latin America, where age at marriage rose earlier. Still, even
in sub-Saharan Africa the percentage of women married by
age 20 has decreased by at least 10 percentage points in 9
of the 21 countries with survey data (see Table 5).

Young men and marriage. The age at which men marry
receives less attention than women's age at marriage; little
comparable information is available. Although young wom
en who remain single are becoming increasingly common,
single young men have long been more common in most
parts of the world (554) because in nearly all societies men
marry at older ages than women and tend to be at least
several years olderthan their wives. Thus mean age at marriage
for men ranges from early to late 20s. Readiness to marry,
often traditionally defined for young women by onset of men
ses or physical development, may be economically defined
for men. Where men are expected to demonstrate an ability

8 POPULATION REPORTS



POPULATION REPORTS

Population Reports

Note: Except where
noted, fertility rates are
for 5 years preceding
the survey.

% Who Ever
Births per Used Modern

Region, Country & 1,000 Women Method
Year ofSurvey 15-19 20-24 15-19 20-24

AFRICA, SUB-SAHARAN

Botswana 1988 .................. 125 212 34 57
Burkina Faso 1992-93 ....... 154 296 8 10
Burundi 1987..................... 52 271 4 2
Cameroon 1991 ................. 174a 283a 12 15
Ghana 1993 ....................... 119 231 21 28
Kenya 1993 ........................ 118a 266a 14 35
Liberia 1986 ....................... 184 285 6 17
Madagascar 1992............... 156a 270a 3 7
Malawi 1992 ...................... 159a 285 a 12 18
Mali 1987........................... 201 291 4 4
Namibia 1992 .................... 101 197 33 53
Niger 1992......................... 219 325 1 5
Nigeria 1990 ...................... 144a 267a 2 7
Rwanda 1992 ..................... 56a 232a 9 13
Senegal 1992-93................ 132a 257a 1 7
Sudan 1989-90 .................. 69 183 5 14
Tanzania 1991-92.............. 139a 281 a 4 15
Togo 1988 .......................... 127 273 9 10
Uganda 1988-89 ............... 187 325 5 5
Zambia 1992...................... 152 281 15 25
Zimbabwe 1988-89........... 109 255 42 67

ASIA & PACIFIC

Bangladesh 1993-94 .......... 159a 216a 35 57
India 1992-93.................... 131 b 243 b 12 32
Indonesia 1991................... 70a 166a 38 65
Pakistan 1990-91 ............... 84c 230c 2 10
Philippines 1993 ................ 52 190 16 31
Sri Lanka 1987................... 38 147 16 37
Thailand 1987.................... 52 132 62 78

LATIN AMERICA & CARIBBEAN

Bolivia 1993-94 ................. 96 237 17 25
Brazil (Northeast) 1991 ..... 85 192 58 74
Colombia 1990 .................. 70 158 58 73
Dominican Republic 1991 . 91 205 45 71
Ecuador 1987..................... 91 216 24 46
EI Salvador 1985 ................ 137 242 32 50
Guatemala 1987 ................ 139 275 7 22
Mexico 1987...................... 86b 214b 38 61
Nicaragua 1992-93 ........... 158 251 14 49
Paraguay 1990 ................... 98 207 39 56
Peru 1991-92..................... 68 182 23 46
Trinidad & Tobago 1987..... 84 181 58 76

NEAR EAST & NORTH AFRICA

Egypt 1992 ......................... 69 224 19 43
Jordan 1990 ....................... 52 230 9 30
Morocco 1992 ................... 43 a 141 a 40 58
Tunisia 1988....................... 30 167 13 44
Turkey 1993 ....................... 57 174 17 47
Yemen 1991-92 ................. 104a 286a 3 9

9

rates among women ages 15 to 19 remain high-reaching
close to or over 200 per 1,000 women in such places as Mali
and Niger (see Table 7).

As age at marriage rose during the late 1970s and 1980s,
fertility rates among women under age 20 declined in many
countries (298,441,490), The decline was especially dramatic
in much of Asia (298, 490). Another indicator of declining
fertility among young women is a drop in the percentage of

Source: Demographic ilnd
Heillth Surveys except
India: International
Institute (or Population
Sciences 1995 (583) and
Nicilragua: Stupp et al.
1993 (466)

Fertility Rates
Among All
Women
and Ever-Use
of Modern
Contraception
Among
Married
Women Ages
15-19 and
20-24

'Rate for 4 yedrs
preceding the survey.

"Rate for 3 years
preceding the survey.

, Rilte for 6 years
preceding the survey.

Fertility
Rates
and
Contra
ceptive
Use

A young woman's pregnancy is more
likely to be unintended if she is unmarried.
For example, in Kenya the percentage of
current pregnancies among women ages
15 to 19 reported to the DHS as mistimed
or unwanted was 47% among married
women and 74% among unmarried wom
en. In Peru 51 % of current pregnancies
among young married women were unin
tended compared with 69% among un
married women. Other Latin American
surveys indicate that 44% to 76% of first
pregnancies among young unmarried
women are unintended (338). Among
never-married women ages 15 to 24,59%
in Costa Rica and 65% in Brazil reported
their first pregnancies as unintended. In
Jamaica 76% of all first pregnancies were
unintended. Unintended pregnancies often
ends in abortion, even where abortions are
unsafe (54) (see p. 15).

The majority of young women in the de
veloping world still have their first child
within marriage. Therefore median age at
first birth still closely follows median age
at marriage (519) (see Tables 2 and 5). In
developed countries and parts of Asia and
the Near East, where most women marry
after age 20, fertility rates among women
ages 15 to 19 are low. In countries where
most women still marry young, fertility

among women under age 20, about 20% to 60% of those
currently pregnant reported that their pregnancies were mis
timed or unwanted. Similar percentages of those who have
given birth say that their last births were mistimed or un
wanted (see Table 6). Most of these unintended pregnancies
and births were mistimed rather than unwanted. In the US,
where 1 million women under age 20 become pregnant
each year, 82% of those pregnancies are unintended (17,
578). They are not alone, however. Even
in the 30-34 age group, with the lowest
level of unintended pregnancies, 42% were Table 7
unintended (578).

Even among young married women, many
births are unintended. Often the marriage
was precipitated by an unintended preg
nancy. For example, in Chile 35% of mar
ried women ages 15 to 20 reported their
first births as unintended, and 42% of
those pregnancies were premaritally con
ceived (204). Surveys in six African coun
tries report that between one-fourth and
one-half of first births to married women
ages 15 to 19 were unintended (1 19, 120,
122, 124, 126, 127). Unintended preg
nancies are not rare even where early mar
riage and childbearing are the norm. For
example, in Pakistan 34% of current preg
nancies among ever-married young
women were unintended, as were 24% in
Egypt (see Table 6). In India among ever
married young women, 16% of current
pregnancies and births in the preceding
four years were unintended (583).



Do Adults and Youth Have Differing Views?
A Case Study in Kenya

Figure 2. Percentage of Parents and Youth Ages 15-19 Who Di cussed
Various Topics with Each Other in he Preceding Year, Kenya, 1994

Despite these responses, a majority of both adults and young
people disapproved of sex before marriage. Only one-quarter
of the adults and young people said it was acceptable for boys to
start sexual relations before marriage. They had even more
conservative opinions about girls-only 15% of adults and

by Karungari Kiragu

With 75% of the population under 25 years of age, Kenya
faces a challenge addressillg the problems and needs ofa youth
ful population. To help guide programs and activities, in 1994
Johns Hopkins PopuJationConununication Services conducted
a national survey of 1,47;' youth ages 15 to 19 and 2,894
adults ages 20 to 54. The same questions were asked of both
groups, providing an opportunity to compare points of view.

Karungari Kiragu.
Ph.D., is in the Re
search and Evaluation
Divi ion ofthe Johns
Hopkin Center for
CommunicatiOO1
Programs.

Abortion Contra-
ceptives

Pupu/iJOOn Reports

To assess communication between parents and their children,
both groups were asked whether they had talked to each other in
the past 12 months about any ofa list of topics. Adults and
youth agreed on the levels of discussion, but most had dis
cussed only school work and careers. Despite their importance
to young people's futures, reproductive health topics, particu
larly contraceptives, were the least discussed (see Figure 2).

While the concurrence of adults' and young people's views
may not be typical of other countries, the survey findings sug·

gest that young pe pie
and adults in Kenya
may not be as far apart
as is often feared. The
two groups appear to
hold similar views and
face similar conflicts.
With greater commu-
nication, par nts and
children may discover
that they have much
in common and can
resolve some conflicts.

20% of young pe.Jple said it would be acceptable for a girl to
have sex before marriage.

These findings suggest widespread conflicting attitudes about
sex and marriage On one hand, respondents place sex hrono
logically ben re marriage, and yet, on the other, they disap
prove ofpremarital sex. The 1993 Kenya Demographic and
Health Survey fO'md that in reality sexual activity often does
occur before mariage. In all 5-year age groups between ages
25 and 49, women married on average one to three years after
sexual onset. For example, the median age at first sex among
women ages 25 to 29 was 17.0 years, while the median age at
first marriage was 19.5 years. Thus the expectations of young
people and adults about sex and marriage are fairly accurate
(247), but a majority of both groups ay that they disapprove
of what is actually happening.

Young people and adults in Kenya appear to have similar views
about a number of other issues. For example, 67% of adults
agreed that teenagers should receive contraceptives if they need
them, and 64% ofthe youth felt the sarrie way. Similarly, 79%
of the adults said that young people hould receive sex educa
tion in schools, and 75% ofthe young people agreed.

I• Adults • Youth

Future Alcohol/drug AIDS/STDs Boy/girl Sexual
Career Use Relationshi Behavior

School
Work

71%

0"10

60%

80%

20%

The survey revealed that adolescents and adults had many
views in common. For example, both expected that there
would be a long gap between onset of sexual activity and mar
riage. When asked, "In your opinion what is the best age for a
boy to play sex for the first time?" adults said, on average,
20.4 years, while the young people said 19.6 years. When
asked in a separate question, "What do you think is the best
age for a boy to get married?" adults said 25.4 years, while
the young people said 25.5 years. Answers about girls were
similar. Adults said 18.2 years was the right age for a girl to
start having sex, while young people said 17.9 years. Yet,
when a ked at what age she should marry, adults suggested
20.8 years, while young people said 21.4 years In other words,
both groups expected boys to commence sexual relations nearly
five years before they married, and they expected girls to initi·
ate sexual activities two to three years before they married.
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Question 1: Today people
are starting sex much younger
than previous generations.
o True 0 False

Question 2: Most young
people in developing coun
tries are having sex.
o True 0 False

Question 3: Today more
young adults start sex before
marriage than in the past.
o True 0 False

Question 4: For young adults,
STDs pose more risk than ever.
o True 0 False

Question 5: Economic and
social structure in developing
countries still accommodates
early parenthood.
o True 0 False

Question 6: Teenage boys
are responsible for nearly all
the unplanned pregnancies
among young women.
o True 0 False

Adults often hold mistaken
views about young people's
sexual and reproductive
behavior and its conse
quences, based more upon
assumptions or stereotypes
than understanding. Test
your knowledge about young
adults' behavior by answering
the questions below. See page:
13 for answers.

Young
People ~

Are Different
Today
True or False?

Lack of decision-making and lack of power. Even when
young people have information about contraceptives and
access to services, many contextual factors affect their con
traceptive practices. The extent of communication between
partners, attitudes about social and sexual roles, and the
taboo nature of their sexual activity all influence young
adults' sexual decision-making (51, 359). For example, in

reason is that they did not know
about contraception (255, 337,
338). Other reasons for low lev
els of contraceptive use, how
ever, may be more subtle and
even more difficult to address.

Lack of information. Young
people often know Iittle or have
incorrect information about
fertility and contraception.
Young men are more likely
than women to mention lack of
knowledge and are much
more likely to say that it is their
partner's responsibility to avoid
pregnancy (39, 49, 337). Even
when young people can name
contraceptives, they often do
not know where to get them or
how to use them (13, 118).
Like many adults, many young
people have negative attitudes
about contraceptives, have
heard false rumors, and have
received misleading informa
tion about contraception. For
example, students in Kenya and
Nigeria had heard about con
traceptives but incorrectly cited
dangerous side effects (39).

Lack of access. Even when
young adu Its know about con
traceptives, few use them (13,
14, 294). Often this may be
because it is more difficult for
young adults to obtain contra
ceptives than it is for older,
married couples. Young adults
are generally healthy and are
not accustomed to visiting
health care providers or clin
ics. They do not know where
to go or what to expect. Many
are unable to pay for services
or for transportation to cl inics.
Often laws prohibit or limit
providing contraceptives,
services, or even information
to young people (113, 371).
Even where access is not re
stricted by law, some family planning services have policies
or prejudices against serving unmarried people. Rude or judg
mental staff deter some young people from seeking contra
ceptives. For example, in a South African study young field
workers posing as clients reported that personnel at some
cl inics resisted their requests for condoms and often provided
no instructions on condom use (5).

Young Adults and Contraceptive Use
Sexually active young people are less likely to use contra
ception than adults, even within marriage (see Table 7). For
young married couples this may be because of the desire to
have a child or because the marriage resulted from premarital
pregnancy. Except in Latin America few young women use
contraception between marriage and first pregnancy; most
women who marry young have at least one child before age
20 (450). After the first birth, some women begin using contra
ceptives to space the next birth. Unmarried young women,
who face additional barriers to obtaining contraceptives,
including social disapproval of contraceptive use, are even
less likely to use contraception than young married women.

Few unmarried young couples use contraception the first
time that they have sexual intercourse. Among women ages
15 to 24 surveyed in Latin America and the Caribbean, the
levels of contraceptive use at first intercourse ranged from
4% in Quito to 43% in Jamaica. For men 15 to 24, the per
centages using contraception at first intercourse ranged from
14% in Quito and Guayaquil to 31% in Mexico City. Use at
first intercourse increases with age (338).

Studies in the US and other countries have found that women
delay about one year on average between starting sexual
activity and first using modern contraceptives (17,108,245).
Thus premarital sexual activity often results in unintended
pregnancy. In Mexico City nearly two-thirds of women ages
18 to 19 with premarital sexual experience reported thatthey
had been pregnant at least once (337). In a Zimbabwe study
46% of premaritally sexually active women ages 11 to 19 had
been pregnant (62). Many unplanned pregnancies occur
within a year after first sexual intercourse (l08, 562). For
example, of 200 16-year-olds delivering at Harare Maternity
Hospital, Zimbabwe, over one-half had become pregnant
within just three months of starting sexual activity (304).

Why don't more young people use contraception if they are
having sex? The most common reason that both young men
and women give for not using contraception is that they did
not expect to have intercourse. The second most common

women who gave birth before age 20. In most countries
except those in sub-Saharan Africa, smaller percentages of
women ages 20 to 24 at the time of a recent survey were
mothers before age 20 than in previous generations (see
Table 21. In nearly all countries rural women and less edu
cated women are the most likely to have a child by age 20
(490, 579). Rural/urban differences are greatest among the
younger women in this age group because urban women
ages 15 to 17 are less likely to be married and more likely to
be attending school than their rural counterparts (370, 490).

Even as overall fertility rates are declining, births to young
women increasingly occur outside marriage in many regions
(54, 185). For example, an analysis of DHS data for Burundi,
Ghana, Kenya, Liberia, Mali, Togo, and Zimbabwe showed
that the percentage of women who gave birth before mar
riage had increased in all seven countries (166). Premarital
childbearing was more common among literate than nonlit
erate women in all these countries except Zimbabwe. This
increase appears to result not from earlier sexual activity but
rather from later marriage, since Iiterate women in most of these
countries began sexual intercourse at later ages than non
literate women but also delayed marriage. Thus these young
women spend more time exposed to the risk of premarital preg
nancy and are more likely to give birth before marriage (166).
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3·X, of potential demand satisfied = current use + potential
demand

4Expanded to include never-married fecund women who had
ever had sex in addition to women defined in footnote 1.

Source: Westoff & Bankole 1995 (SIB) Population Reports
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32
11
16
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As a group, young people are among the healthiest members
of their communities. Having survived infancy and early
childhood diseases, they have the lowest mortality rates of
any age group in both developed and developing countries
(185,540). The risks related to sexual activity and childbearing
are among the most serious health risks that young people
face. They can jeopardize not only physical health but also
long-term emotional, economic, and social well-being. The
reproductive health risks that young people face include:
• Sexually transmitted diseases (STDs) including infection

with human immunodeficiency virus (HIV), which results
in AIDS;

• Sexual violence and coercion, including rape, sexual
abuse, and selling sex;

• Too-early pregnancy and childbearing, with elevated
risks of injury, illness, and death for both mother and
infant; and

• Unintended pregnancy, often leading to unsafe abortion
and its complications.

Furthermore, young people who become parents too soon,
especially girls, face the social and economic consequences
of lost education and lowered earnings.

•
Sexually Transmitted Diseases

Millions of young adults around the world become infected
with STDs every year (394).
Among all age groups in
the US, for example, girls
ages 15 to 19 have the high
est incidence of gonorrhea
among females, and boys
ages 15 to 19 have the sec
ond-highest incidence
among males (498). (See
Population Reports, Con
trolling Sexually Transmit
ted Diseases, L-9, June
1993.) Furthermore, at least
half-up to 6 million-of
the people infected with
HIV are younger than age
25 (394). Of the one mil
lion cases of AIDS world
wide, the high incidence
among people now in their
20s indicates that many
contracted HIV infection
before reaching age 20.
Transmission patterns in
both developing and devel
oped countries indicate
that young women are the
group facing the highest risk
for HIV infection through
heterosexual contact (92).

needs also are evident in high rat s of STDs, pr~marital

conception, and unplanned pregnancy and in mortality and
morbidity resulting from unsafe abortion among young people.
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3
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Young Adults' Unmet Needs

Sexually active people who do not desire pregnancy but are
not using contraception are defined as having unmet need
for contraception (520). Calcu lations of unmet need conven
tionally have focused on married women and omitted the
unmarried and the young-one of the largest groups whose
needs for reproductive health services and contraceptives are
not being met (61, 135, 136,518, 591). Using DHS data on
unmarried women in sub-Saharan Africa, Charles Westoff and
Akinrinola Bankole have estimated that 8% of unmarried
women ages 15 to 19 have an unmet need for contraception,
although the figures are as high as 25% in Zambia and
Ghana and 34% in Botswana (see Table 8). Although it
cannot be assumed that all sexually active, never-married
women want to avoid pregnancy, it is clear that many young
women's reproductive health needs remain unmet. Unmet

many cultures sex-related issues are rarely discussed, even
between spouses. Young unmarried people may be even less
likely to discuss contraception. Many young adults see con
traception as something only for married adults who want to
space their children (430). Some men and some women
themselves may disapprove of contraception because they
believe it encourages women to promiscuity (49,359,515).
Furthermore, social attitudes that condemn girls who plan
for sex, combined with perceptions that planning for sex spoils
romance, may not stop sexual activity but may inhibit contra
ceptive use. Such attitudes increase girls' vulnerability to sexu
ally transmitted disease (STDs) and pregnancy (49,515). Also,
young women, especially those involved with older part
ners, may be too embarassed to discuss or negotiate contra
ceptive use. Some young people cannot use contraceptives
because sexual intercourse is unwanted and forced (see p. 14).

•Less than 1%

Country & Year ofSurvey

Botswana 1988 .
Burkina Faso 1992-93 .
Burundi 1987 .
Cameroon 1991 ..
Ghana 1993 .
Kenya 1993 ..
Liberia 1986 ..
Madagascar 1992 ..
Mali 1987 ..
Namibia 1992 ..
Niger 1992 ..
Nigeria 1990 ..
Rwanda 1992 .
Senega/1992-93 .
Tanzania 1991-92 ..
Togo 1988 ..
Uganda 1988-89 .
Zambia 1992 ..
Zimbabwe 1988-89 ..

,Among never-married fecund women. those who had sex
within the last month but are not using contraception and
those who are pregnant or amenorrheic whose pregnancy
was unintended are defined as having an unmet need.

'Potential demand = current use + unmet neet + currently
pregnant fol/owing contraceptive failure.

Table 8

Unmet Need
Among Never
Married
Women in
Sub-Saharan
Africa
Contraceptive Use,
Unmet Need, and
Potential Demand
for Contraception
Among Never
Married Women
Ages 15-19,
Demographic
and Health
Surveys,
1986-1993
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In a recent study in Zimbabwe, for example,
30% of pregnant girls ages 15 to 19 were HIV
positive (508).

Young adults are particularly vulnerable to
STDs because:
• Most know little about STDs, even if they

are sexually active (8, 303). Even when
they visit family planning clinics, young
people may not receive information about
STDs. In the South African study the youth
volunteers seeking condoms were coun
seled about AIDS in only 1 of 48 clinic
visits (5).

• Even when they know about STDs, young
adults use condoms inconsistently (146,
175) (see p. 11).

• The earlier people become sexually active,
the more likely they are to change sexual
partners and thus face a greater risk of
exposure to STDs.

• STD pathogens can more easily penetrate
the cervical mucus of young women than
that of older women. The cervix of a young
woman is more susceptible to gonorrheal
and chlamydial infection as well as to the
sexually transmitted human papilloma vi
rus (HPV), which causes cervical cancer
(64, 312, 340, 341).

• Young adults may be even more reluctant
than adults to seek treatment for STDs be
cause their sexual activity is frowned upon.
Also, young people may not know that they
have a disease. They may be too embar
rassed to go to a clinic, have no access to
a clinic, or be unable to afford services.
Many go instead to unqualified traditional
healers or obtain antibiotics from pharma
cies or drug hawkers without proper diag
nosis. Improper and especially incomplete
treatment of STDs may mask symptoms
without completely curing the disease,
making it more likely that STDs will be
transmitted to others and that complica
tions such as infertil ity wi II occur (185).

• Throughout the developing world millions
of adolescents live or work on the street,
and many sell sex to make a living, increas
ing their exposure to STDs (38, 60, 163,
225, 403, 404, 420).

• Young people may be forced into sex or
otherwise have little power in sexual rela
tionships to negotiate condom use, particu
larly if their sexual partner is older (324)-a
double risk since older men are more likely
to be infected (76). In some areas adult men
seeking uninfected short-term sex partners
increasingly pursue young women (305,
352,484).

Untreated STDs can cause infertility in both
men and women as well as other devastating
consequences for young women and their
children. In women STDs, especially gonor
rhea and chlamydial infection, can cause pel
vic inflammatory disease (PI ), leading to
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Are Young People
Different Today?
Answers to Questions on Page 11

Question 1: Today people are starting sex much
younger than previous generations
False. In mo t countries median age at first se~ has not changed over the
last several decades, and in some countries it is actually higher today than
among older generations (see p. 4 and Table 2).

Question 2. Most young people are having sex.
False. The majority of unmarried young people, especially in developing
countries, are not sexually active. Most of those who are sexually active
are married (se igur I, p. 5, Tables 3 and 4).

Question 3: Today more young adults start sex before marriage.
rue. Among previous generations sex was largely confined to marriage,

whereas today young people marry later, and thus more are having sex
before maITiage. This change puts many young people at risk for STDs
including AIDS as well as for unplanned pregnancy.

Question 4. For young adults, SrDs pose more risk than ever.
True. Sexually active young adults are particularly vulnerable to sexually
transmitted diseases, and in some countries they have among the highest
STO rates of any age group. With the advent of AIDS, the possible
consequences of sexually transmitted infection are multiplied. At least
half of those infected with the AIDS-causing vim HIV are under age
25 (see p. 12).

Question 5: Economic and social structure in developing countries still
accommodates early parenthood
False. Early parenthood often ends a young woman's schooling, and the
economic consequences may persist for a lifetime as economies increas
ingly demand trained workers (see p. 16). While some traditional culture~

encourage early childbearing, most con.demn pregnancy before marriage
and punish girls who become pregnant.

Question 6: Teenage boys are responsib'efor nearly all the unplanned
pregnancies among young women
False. Large proportions of pregtlancies among women under age 20 are
caused by men who are oJder-often much older (288, 304, 342). In the
US,7 of v ry 10 children born to teenage women are fathered by men
over age 20 (105,308,401). The percentage is much higher for girls under
age 15. Furthermore, substantial numbers of young people, especially
younger women, are coerced into sex (17, 63) (see p. 14).

What Do Young People Think?'
Young adults themselves have false assumptions about their peers' sexual
behavior. For example, a recent US survey of 1,269 youth ages 12 to 19
found that most greatly overestimated their p ers' sexual activity. Further
more, a young person's assumptions about sexual activity among peers was
the best predictor of sexual activity for that individual. In other words, young
people who thought almost everyone else their age was "doing it" were more
likely to have sex themselves (189).

Going Beyond Assumptions
False assumptions about s xual be avior can impede a community's willing
ness and ability to meet the reprod ctive and sexual health needs of young
adults. Rather than rely on preconceived ideas, those concerned about young
people can respond best when they understand the situation of young people
in their community and build their responses on the facts.

13



Perinatal
Deaths/l,OOO

Births

29.6
18.4

4.3

Premature
Birth (%)

20
16
11

The life-threatening complications of pregnancy that
women under age 20 face are the same risks that all other
woman face: hemorrhage, sepsis, pregnancy-induced hy
pertension including preeclampsia and eclampsia, ob
structed labor caused by cephalopelvic disproportion,
complications of unsafe abortion, and iron-deficiency ane
mia. Young women face greater risks than older women of
hypertension, cephalopelvic disproportion, iron-deficiency

Maternal Average
Woman's Deaths/l,OOO Birth

Age Births Weight

12to19 3.80 1.9 kg
20 to 30 2.55 2.5 kg
31+ 1.07 2.65 kg

Source: Mishra & Dawn 1986 (329)

on average a year earl ier than their non
abused peers, were more likely to have used
drugs and alcohol, and were less likely to
have used contraception (63).

Around the world poverty coerces many
young people of both sexes into early sexual
activity for money. These young people usu
ally have little bargaining power in their sex
ual relationships and may be unable to
protect themselves from pregnancy and
STDs. In Thailand an estimated 800,000 girls
under age 20 earn money as prostitutes. In
fact, it has become to some an accepted way
for young girls to earn money for marriage
(225). In parts of Africa some young girls
engage in sex with "sugar daddies"--older
men who pay school fees or buy clothes and
other necessities for them (305, 352, 484).

There are an estimated 40 million street chil
dren in Latin America, 25 to 30 million in
Asia, and 10 million in Africa, driven from
their homes by poverty, abuse, abandon
ment, or orphaned by AIDS (60, 163). Many

street youth are males (38, 404). In Brazil alone some 7
million children and youth live on city streets. Another 10
million work full-time on the streets, many selling sex (60,
225, 403). One Brazilian study found that one-third of
women who lived or worked on the street and had had sex
said that sex had been forced on them (507). Because "street
kids" are shunned by the community and often have been
turned away from public services, these young people tend
to be distrustful of the health system and are especially hard
to reach with reproductive health services.

•
Health Risks of Early Pregnancy

When a woman is too young, pregnancy-wanted or un
wanted--can be dangerous for both mother and infant.
Complications of childbirth and unsafe abortion are among
the main causes of death for women under age 20 (394, 439,
461). Even under optimal conditions, young mothers, espe
cially those under age 17, are more likely than women in
their 20s to suffer pregnancy-related complications and to
die in childbirth (161,327,436,490,538), The risk of death
may be two to four times higher, depending upon the
woman's health and socioeconomic status (212, 275, 301,
329, 428). For example, in a retrospective study of nearly
11,000 pregnancies over a 5-year period, outcomes in a
hospital in West Bengal, India, varied by age as follows:

•
Sexual Violence and Coercion

Worldwide, young adults and children suffer the physical
and emotional traumas of sexual assault and rape (202, 463).
Because much sexual violence goes unreported, it is difficult
to estimate how many young people suffer from sexual abuse,
sexual coercion, incest, or violence. Most often the perpe
trators of sexual violence against children and young people
are not strangers; they are relatives, neighbors, or acquain
tances (63, 356, 462). The younger a woman is when she
first experiences sexual intercourse, the higher the chances
that the sexual activity is coercive. Among US women 74%
and 60% of those who experienced intercourse before age
14 and 15, respectively, reported having been forced (17).

Sexual abuse in childhood can lead to high-risk behavior
later in life, including early onset of consensual sexual
activity (63,72, 137,463). For example, in Barbados among
a probability sample of 407 men and women, sexual abuse
during childhood was the single most important determinant
of high-risk sexual activity as a young adult (188). In a recent
US study of 535 young mothers, 93% of whom were preg
nant by age 17, two-thirds reported having been sexually
abused as children. The study found that young women who
were sexually abused during childhood began intercourse

irreversible damage to the fallopian tubes and thus infertility
(65,286,411,521,541). Even a single episode of PID
increases the risk of ectopic pregnancy, a condition that can
kill from sudden and severe internal bleeding when the out-of
place pregnancy ruptures the fallopian tube. PID also can
lead to chronic pelvic pain, pain during coitus, menstrual
irregularities, and repeat episodes of PID (64). Infertility is
particularly tragic for young women in cultures where chil
dren are women's primary means to social status (293,541).

In pregnant women STDs can affect the infant's health as well
as the mother's. STDs contribute to premature births and low
birth weight (90,286). Syphilis and genital herpes infection can
cause spontaneous abortion, stillbirth, or perinatal death (11 7).
Gonorrhea and chlamydial infection may spread to a baby'S
eyes during birth, damaging vision if not treated (184, 419).

I

Childbearing at too young an age can be dangerous to women and their children.
Young women face greater risks than older women of most pregnancy compli
cations. Mortality and morbidity rates are higher for the infants ofyoung mothers.
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anemia, and unsafe abortion (7, 275, 281, 293, 330,432, 451).
These risks are higher for young women not only because of
their age but also because births to younger women often are
first births, which are riskier than second, third, or fourth
births. Socioeconomic factors, including poverty, malnutri
tion, lack of education, and lack of access to prenatal care
or emergency obstetrical care can further increase a young
woman's risk of pregnancy-related complications (19, 212,
428). Among the young, as with older women, risks are
greatest for poor women, who are most malnourished and
have the least opportunity for prenatal care.

Untreated pregnancy-induced hypertension can cause heart
failure or stroke and result in the death of both the mother
and infant. Hypertension occurs most often among women
having their first child and accounts for a large proportion of
maternal deaths in women under age 20 (293, 451).

Cephalopelvic disproportion-meaning that the woman's
pelvic opening is too small to allow the infant's head to pass
through during delivery-can slow or prevent vaginal deliv
ery. In some cases, if cesarean section cannot be performed,
the woman's uterus ruptures, and both mother and infant
die. Cephalopelvic disproportion is common in very young
women whose pelvic growth is not complete and women of
any age who are of small stature because childhood malnu
trition stunted their growth (281, 330). The prolonged labor
associated with cephalopelvic disproportion increases the
risk of fistula-a tear between the vagina and the urinary
tract or rectum, which allows urine or feces to leak out
through the vagina. In many African countries fistula injuries
occur most commonly in women under age 20, and ob
structed labor causes most of these injuries (394,490,538).
Fistula is reparable through surgery. For women who cannot
get proper care, however, it often leads to lifelong disability
and ostracism.

In many regions iron-deficiency anemia is a factor in almost
all maternal deaths. An anemic woman is five times more
likely to die of pregnancy-related causes than a woman who
is not anemic (510). Anemic women are less able to resist
infection and less able to survive hemorrhage or other com
plications of labor and delivery. Anemia also contributes to
premature delivery and low birth weight (47).

Iron-deficiency anemia is particularly common among preg
nant women, and young pregnant women are more likely
than older women to be anemic, even in developed coun
tries. For example, an analysis of eight US clinical studies
found that pregnant women under age 20 were twice as
likely to be anemic as older women (432). A US study of
pregnant teenagers attending a prenatal clinic found that
70% lacked enough iron (47). Normal menstrual bleeding,
a diet lacking absorbable iron, and malaria cause most
anemia in pregnant women. To avoid anemia during adoles
cence, young people need twice as much iron as adults of
the same weight (66, 537).

lack of prenatal care. Adequate prenatal care can reduce
pregnancy-related mortality and complications, especially
among very young women (19, 161, 314, 353, 432). In
developing countries, however, many women get no prena
tal care (41 7), and young women are least likely to get care,
even in developed countries (248, 460). When they do so, it
is often late in pregnancy (293). Even where available,
prenatal care services may not be used because chi Idbearing
is considered normal for young women and thus is seen to
require no medical attention.

POPULATION REPORTS

Higher risks for infants. Pregnancy before age 20 also poses
risk to the young woman's infant. Data from Demographic and
Health Surveys (DHS) and other studies show that mortality
and morbidity rates are higher among infants born to young
mothers (468). Young mothers, especially those under age
15, have higher rates of premature labor, spontaneous abor
tion, stillbirth, and low birth weight infants (161, 314, 329,
353, 394, 428, 432, 434, 464, 493, 538). For the infant who
survives, the higher risk of death persists throughout early
childhood (32, 56, 113, 314, 329,432,464,468,490,493).

•
Unintended Pregnancy and

Complications of Unsafe Abortion
Faced with unintended pregnancy, many young women turn
to abortion, whether or not it is legal or safe. Estimates of
abortions among women under age 20 in developing coun
tries range from 1 million to 4.4 million a year. Most of these
abortions are unsafe, and for some, unsafe abortion results in
life-long disability, infertility, or death (65,106,227,319,394,
566). Where abortion is unsafe, it may be one of the greatest
health risks a sexually active young woman can face (301).

Women under age 20 account for more than their share of
abortion complication cases and related deaths reported by
developing-country hospitals (207,394,410,473). For ex
ample, in Latin American studies 14% to almost 40% of
women hospitalized for abortion complications during the

I've lost so much.

For young women the risks of childbearing do not end with
delivery. A woman who has her first child before age 20 faces loss
ofeducation, more limited job possibilities, and lower earnings.
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Many schools routinely expel girls
who become pregnant. Even where

, policies have changed, childcare re
sponsibilities prevent most young
mothers from returning to school.

marriage process, as in some parts of Africa, even unin
tended pregnancy can improve a young woman's social
circumstances by speeding the marriage process or ensuring
economic support (55, 373, 398). Where girls have little
chance for continued education or wage-earning, early
motherhood, even outside marriage, may be seen as the
major route to maturity and fulfillment (49, 50, 398, 458).

Many societies, however, condemn unmarried young
women who bear children, regarding their emotional or
economic suffering as fitting (366). Thus many families
prefer to marry off daughters while still young to avoid the
risk that a girl will become pregnant before marriage. In
societies where divorce is unacceptable, women forced to
marry young because of pregnancy may be expected to
endure violence or neglect without recourse (359). If a
young woman becomes pregnant before marriage, she may
be driven from her home or sent away by her parents. When
a young woman finds the prospect of social and family
sanctions too much to bear, she may run away or attempt
suicide (293). Around the world a disproportionate number
of suicides are committed by pregnant adolescents (89, 162).

Educational consequences. Young women who begin child
bearing early complete less schooling than women who
delay childbearing until their 20s (272,273,406). In devel
oping countries schoolgirls who become pregnant rarely
return to school, whether they are married or not (178). In
Kenya alone nearly 10,000 are forced to leave school every
year because they are pregnant (154). In Kenya and other
countries schools routinely expel young women who be
come pregnant, while action is rarely taken against male
students who cause pregnancy. Many young women risk
unsafe abortion to avoid leaving school. Even though some
countries are modifying policies of expelling pregnant
schoolgirls, most young women cannot return to school after
giving birth because they must care for the child (178). Some
outreach programs and women's centers around the world
help young mothers combine motherhood and school (232,
385, 409). For example, the Jamaican Women's Center
Program reported that 64% of its participants returned to
school, compared with 15% of nonparticipants (232). Un
fortunately, such programs are few.

Economic consequences. Because of social and economic
changes going on throughout the developing world, the
economic consequences of early parenthood often are more
extreme and longer-lasting today than in the past. Increas
ingly, young women as well as young men find that they
need wage-paying jobs, and they need education to get
those jobs. Where young women's opportunities for eco
nomic advancement are scarce, as in rural areas of many
developing countries, early childbearing may not worsen a

I'M
AYOUNG

G L.
IN SCHOOL

•
Social and Economic Consequences

of Early Childbearing
For young women just beginning their adult lives, the risks
of childbearing do not end with delivery. Compared with a
woman who delays childbearing until her 20s, the woman
who has her first child before age 20 is more likely to:
• Obtain less education,
• Have fewer job possibilities and lower income,
• Be divorced or separated from her partner (405, 450), and
• Live in poverty.

Social consequences of early childbearing vary among cul
tures. Where women marry young and begin childbearing
early, motherhood often brings social status and respect. If a
young woman is expected to prove her fertility as part of the

1980s were under age 20 (34, 397). In African studies the
percentages were even higher, with women under age 20
accounting for as much as 68% of abortion complications
treated at selected hospitals (9, 11, 78, 328). Young unmar
ried women are more likely than older women to seek
abortions from untrained providers and to attempt danger
ous, late, and often self-induced abortions (54, 147, 220, 394,
538). Also, because of fear, shame, lack of access, or lack of
money, young women are more likely to delay seeking
medical care if complications arise after abortion (566).

The health risks of unsafe abortion include sepsis (infection)
caused by unsanitary instruments or incomplete abortion,
hemorrhage, injuries to genital organs (such as cervical
laceration and uterine perforation), and toxic reactions to
chemicals or drugs used to induce abortion. Severe but
nonfatal complications include infertility and vesico-vaginal
fistula (241, 282).
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Reaching Out to Young Men
Programs need to learn more about young men's reproductive
health issues, including contraceptive use, STDs, forced sex,
and unplanned pregnancy, as well as boys' perceptions of
masculinity, responsibility, and gender roles (140, 239, 300,
391). Young men need:
• Accurate and rele\:ant information about sexuality and

reproductive health, including full information about their
own risk ofacquinng STDs and how to avoid STDs.

• Access to contraceptives and STD services where they
feel comfortable and accepted. Like giris, boys feel embar
rassed at clinics and fear that their visits will not be kept
confidential (187). Even where programs exist for girls,
services for boys are scarce (145, 268 . Special efforts may
be needed to reach groups at especially high risk for STDs,
such as street children worldwide or the young male a sis
tants of long-distance truck driver' in Africa (354, 403).
Providers accustomed to working with women must de
velop skills to work with young men as well. Specially
trained providers, particularly men, may be needed to reach
some young men and boys.

• Encouragement to delay sexual activity until they are better
prepared to cope with emotional, contraceptive, and health
needs. Such a behavivr change requires influencing not just
the way boys perceive masculinity but also the way that
society, including parents, role models, and girlfriends,
defines masculinity.

• Education and jobs that encourage delaying fatherhood (9).
• ""ommunication skills to talk honestly with girlfriends

about sex and contraception as well as negotiation skills
necessary to refuse unwelcome sex (422).

• Images of masculinity that are not tied to se ual prowess
or fatherhood. Programs and society in general need to find
ways to teach and model responsibility for young men.
Some studies have found that when young men believe that
th y share responsibility for preventing pregnancy, they are
more likely to use condoms (396, 457).

Boys' sexual behavior and attitudes reflect the double stand
ard that exists in most societies-tacitly approving and even
encouraging premarital sexual activity for young men and
extramarital sexual activity for older men, while disapproving
of and often punishing such behavior in girls and women
(13,334). Boys may be encouraged by peers and even family
members to become sexually active or to go to prostitutes,
while girls ar admonished to remain chaste (502, 555).

In nearly all societies young men usually face fewer repercus
sions than girl do when unplanned pregnancy occurs outside
marriage. In some societies fathering a hild, even while very
young or outside marriage, gives a young man prestige (157,
376). Not surprisingly, boys ar less likely than girls to worry
about unintended pregnancy (513).

In general, boys know less about se uality, pregnancy, and
contraception than girls do, even when they ha e eO:lual access
to sex education (140). While girls in many societies receive
information from mothers or aunts, boys are less likely to talk
to family members about sexual matters. Mo t rely on friends
or the mass media for information (3LO, 362) (see box, p. 24).
Furthermore, peer pressure appears to influence boys' sexual
behavior and contraceptive use more strongly than girls' (255).

Social Norms: Defining Masculinity
From an early age a boy I ams that being masculine is crucial
to his identity and self-esteem (2). He learns his society's
definition of masculinity from his parents, peers, and the
mass media and by observing adults (70, 310, 383). Sexual
activity may be the clearest measure of masculinity that a boy
sees consistently applied. Boys are taught to be sexually
aggressive and to view sex as a contest in which winning means
convincing (perhaps coercing or even forcing) a girl to have
sex (383, 391). Whereas girls experience a clear marker of
their bodies' transition to womanhood (first menstruation),
boys have no comparable obvious physical transition, and
so first sexual intercourse often serves as initiation into adult-

Boys and Sex: Off the Hook but in the Dark
Young men are let off the hook when society, including par
ents, does not hold them accountable for sexual activity. At
the same time, boys are left in the dark because their own
reproductive health needs are ignored. Compared with girls,
more b;,ys report being sexually active; boys say that they
have more sexual partners (383, 450); and they start sex at an
earlier age (see p. 6). They rank sex as a higher priority and
are more likely to see sexual activity as acceptable at young
ages or before marriage. Boys are less likely to require com
mitment to or from a partner before sex; they are more likely
to be proud of their sexual experience (37, 383, 450, 456).

Young men have beeu largely left out of efforts to address
the health and social consequences of early sexual inter
course. Girls receive most of the attention, whether positive,
in the form of programs and services, or negative, in the form
of social disapproval and punishment. Successfully address
ing the consequences of young adults' sexual activity requires
including both young women and young men.

It Takes Two: Reaching Out to Boys as They Become Men
hood (310, 383). If a boy does not have sex by an "appropriate
age," his friends and family may question his masculinity (2,
391). For example, in a siudy in Thailand some girls said that
a boy who does not visit prostitutes must be homosexual (9).

The stereotype of young men today is ofirr sponsible sexual
partners who fail to show concern for their partners' well-
b ing or for any children that they father (9, 70, 322, 568).
Blaming young men and labeling them "irresponsible,"
however, without recognizing and meeting their needs is no
m re successful at hanging behavior than is puni hing girls.
Rarely are young men (or young worn n) shown clear e am
pies of what male responsibility means, and rarely is sexual
responsibiiity included in definitions of masculinity (383).

00 often boys see only examples, often in their own fami
lies, of irresponsible or abusive behavior towards women and
girls. When these issues are not addressed as a young man be
gins his sexual life, he may develop unhealthy and irresponsi
ble behavior patterns that can be more difficult to change
later in life.
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young woman's already poor economic prospects. Most
urban areas, however, offer a young woman some opportu
nity for a paying job if she has the skills. Thus in cities a
woman who has a child before age 20 may suffer the same
economic setbacks as her counterpart in developed coun
tries, largely because her education has been cut short (209,
530). In the relationship between poverty and early parent
hood, causality appears to run in both directions (582). The
poorest women are the most likely to have children while
young, and those having children while young also are likely
to remain in poverty (23,43, 179,273). In the extreme, many
young unmarried mothers are forced to sell sex to support
themselves and their infants (516).

Most developing countries do little legally to mandate that
the father provide financial support for the mother and
infant. Even where support is mandated, as in the US,
enforcement may be erratic or ineffective. In some societies
unmarried young women who give birth receive economic
support from the child's father or his family, especially when
the father officially acknowledges paternity (373). This sup
port may help keep a young unmarried mother out of pov
erty, as a Chilean study suggests (79), but support may be
irregular or stop after several years (530).

Consequences for boys. Even though early fatherhood may
enhance a young man's social status in some societies, boys
who become fathers early also may lose opportunities for
education or future economic advancement. Those who
marry may leave school to support their new families (440).
Researchers have only recently begun examining the impact
of adolescent fatherhood on young men in developed coun
tries (42, 277, 369,453). Little information is available from
developing countries.

Social costs. Especially where the family fails to provide
economic sustenance for the young parents and their child,
early childbearing imposes a cost on society. These costs,
rarely quantified, include the lost productivity of underedu
cated and impoverished young people who become parents
too soon, especially single mothers (82), as well as govern
ment expenditures. In the US, publ ic welfare expenditures for
women who first give birth before age 20 amount to $10
billion each year (77). Although social welfare costs may not
be so large in most other countries, costs of health care for
young mothers and their chi Idren can be a considerable part
of health and social welfare expenditures.

Boys working as street vendors are a common sight in Ecuador
and throughout Latin America. Worldwide, an estimated 80 mil
lion children live on the city streets ofLatin America, Asia, and Africa.
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•
Meeting Needs, Preventing Problems

Young adults form one of the largest groups with unmet
needs for reproductive health services (see p. 12). They need
to be able to protect themselves from unwanted sex, STDs,
unplanned pregnancy, too-early childbearing, and unsafe
abortion. Unfortunately, young people often face these risks
on their own. In many parts of the world, traditional family
and community support is no longer available or has been
unable to cope with rapidly changing realities. Organized
community health and social measures have not yet filled
the gap, although they are beginning in some places, despite
controversy. While the revolution in family planning has
helped meet the reproductive health needs of many older,
married women and couples, young people have been
largely left out.

Too often, when adults discuss young people, the most com
mon word used is "problem"- the pregnancy problem, prob
lems with STDs, behavior problems, the problem of educating
young people, the problem of irresponsibility. Nonetheless,
young people are society's potential for growth and devel
opment. They are the parents, workers, and leaders of tomor
row. Meeting the reproductive health needs of today's young
adults requires more than solving problems; it also requires
investing in the potential of young people and helping young
people to prevent and solve problems for themselves.

Reproductive health programs are increasingly aware of
young adults' needs, but most efforts so far have been small
and isolated. Family planning programs began and continue
with a focus on married women, a large group with an
obvious need for reproductive health care. In contrast, ef
forts to meet young people'S needs are still struggling to find
approaches that are both effective and politically accept
able. In the 1960s development planners started the first
school programs to inform students about rapid population
growth. Under the name Family Life Education (FLE), those
programs have evolved to address Iife planning. In the 1980s
educators began AIDS prevention programs. Reproductive
health services for youth, whether in schools or elsewhere,
remain small, however, because they are controversial and
therefore difficult to establish and fund. Efforts to reduce the
risks of sex for young people have been most successful in
Northern Europe, where extensive programs reflect commu
nity support for addressing young adults' needs.

•
Large School Programs

School programs were the first and remain the largest pro
grams for young adults (see Table 9). These programs pro
vide information and education, not services.

In the 1960s concern over rapid population growth led to
population education programs in the schools. These curric
ula focused on the relationships among population growth,
the nation, and the individual. Students learned that their
choices about family size shaped their own futures and the
future of the nation as well. Development planners assumed
that this information would motivate young people to limit

POPULATION REPORTS



Table 9. Types of Reproductive Health Programs for Young Adults

Family Life Education
Intended audience:

Young p ople, n10 tly in chool.

Activities:

Varying educational programs.
Most taught in schools; some
outreach.

Curricula may over:

• Consequences of population
growth,

• Encou ragement of sexual
abstinence,

• Reproductive health and
physiology,

• Planning and
decision-making skills,

• Gender equality, and

• Contraceptive methods
(158, 221, 424).

Most wid spread reproduCl"ive
health program for youth.

School HE Programs:

1950s - pilot programs,
Europe

1960s - nationa I programs,
Europe

19605 - pilot population
education programs, develop
ing countries

1980s - family life informa
tion added to population edu
cation, developing countries

1984 - UNFPA supporting
projects in 52 countries

1994 - 47 of 50 US states
recommend sexuality educa
tion in schools but only 17
require it (17, 74,424,445).

1995 - UNFPA supporting
programs in 79 ountries (447).

Outreach HE Programs:

Scattered efforts by NGOs in a
few developed and developing
countries.

Some programs by Boy Scouts
and Girl Guides.

Some efforts to add FLE material
to adult literacy or vocational
education in developing countries
(53, 95, 424, 429, 447, 503).

Progran,s designed locally to
suit local standards.

Thus programs often focus on
population growth, decision
making skills, or general health
and nutrition and kip human
r 'productive physiology and
contraception (94, 577).

Integrating material into other
subjects may arouse less con
troversy than separate course·
but may dilute content.

Some tea hers resist beau e
they feel curricula are too
crowded, are uncomfortable
with the subject, or fear
parents criticism (143, 200,
344, 469, 482).

FLE receives more attention in
classes if covered on stand
ardized examinations (320,
344, 425),

Curricula must vary to suit age,
gender, and experience of
audiences (443). Outreach pro
grams may need to be tailored
to serve young people with
special needs such as homeless
youth, commercial sex workers,
young parents (96).

Specific evaluation needs:

• Which program elements
contribute most to reaching
goals?

• How much participation or
exposure needed to change
knowledge, attitudes,
behavior?

• Costs.

• Quality of training and
materials.

• Intermediate steps to
behavior change.

Most FLE programs increase
knowledge of ourse content
(260, 78, 79) and positive
attitudes toward ourse
material (97,260, 379).

Behavioral effc I of FLE arc
programmatically important
but modest. For example:

• Some programs have delayed
sexual initiation (180,181,
258, 333).

• Some programs have
increased contraceptive use
(181,258,333,378).

• Training in negotiation skills
may delay sexual initiation
and may encourage
contraceptive use (264).

Teachers can be effective sex
educators when properly
consulted, trained, and
supported (482).

Clinics

Intended audience:

Young people who want
reproductive he, Ith services
in luding un eling, mat rnill
health care, family planning,
and SI D ~ervic s.

Hospital/family planning
clinics:

1960s - Free access for youth
in Northern Europe.

1970s - Some clinics for
youth opened in Latin Am rica.

1995 - Limited access for
youth outside Europe (53, 345,
355, 399, 511).

AI:: ess to health or farnil~ plan
ning clinics often limit d by:

• Legal restri -lions,

• Unsympathetic staff,

• Cost to c1i nl,

• Lack of confidentiality,

• Potential clients lacking
awareness of service,

Clinic personnel need speci I
training to treat young clients
in a supportive, nonjudgmental
way (11 0, 393) and to help
them choose appropriate
contraceptive methods and
STD protection.

FLE = Family Life Education NGO = nongovernmental organization UNFPA = United Nations Population Fund
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Clinics (continued)

Activities:

Repr dLlctive health c unseling
nel s rvic 5 like th e for

ilnults.

Outreach linics:

Some health faciliti - have
experimented with sm !I, free
st<lnding clinics specially for
young adults. Conveniently
loc<lled , nd with sp ci;'lily
tr inen stilff, they usually offer
fewer services but refer to

IMger heillth centers (53, 429).

• Inconvenient hours or
10 ation (2, 22, 11 0, 197,
371, 393).

Some <ldu!t opposition to
confidential car for young
people (197,371,3 3), but
l11<lny young people will nol
use services that are not
confidential (565).

Age-specifi service statistics
can identify:

• Service use,

• Health needs of young
people,

• Health outcomes (7, 161,
433, 504).

Outreach clinics c.n attract
young p opl nnd win com
munity supp rt when part
of broader 0 ial services
(Q5, %, 503)

AIOS Prevention
Intended audience:

Youn~ people in school and
out of s hool.

Activities:

Various educational programs
may cover:

• AIDS prevention,

• HIV transmission, symptoms,

• Attitudes towards people with
AIDS, and

• Pra tieing negotiation skills.

Outreach programs reach:

• Factories,

• Night club districts,

• Beach resorts,

• Truck stops, and

• Homeless persons (1, 80, 86,
18~ 354, 36~ 372).

If a young person wants an
AIDS lest or treatment, most
programs refer them [0 health
clinics.

School programs:

AIDS education often part
of FLE.

1980s - First programs in
Europe and US add AIDS
information to school FLE
programs.

1994 - All 50 US states
require AIDS education in
schools (17, 132).

Outreach programs:

1980s - First programs

1995 - Programs run by
NGOs and government health
departments; mostly small
programs addressing high-risk
youth.

To convince young people that
they are at risk for HIV
infection, programs h;we:

• Invited people with AIDS to
meet Sl udents,

• II Ipl'd slllel('nt~ ,,,sess II1<'ir
own ri~k (129,161,512,
574).

Programs integrated into FLE
requir :

• Age-appropri, t information
and activities,

• Connf'("tion 10 condom
di'lrihuliun, if al}propriate,
and

• Training for leachers and
peer educalors.

Some programs stress only
ab tinence or attempt to
frighten young people.

Mo t 1\105 education progr l1lS
increase knowl dge.

Learning negotiation kills en
hance ability to delay sex or
10 usc condoms (132, 262).

Interactive tea hing methods
are belter Ihan leclures at
increasing condom use and
confidence in using condoms
and at reducing number of
sexual partners (514, 528).

Some US programs have:

• Delayed initial intercourse,

• Increased condom use, and

• Reduced numb r of sexual
partners (262).

Condom Distribution Programs
Intended audience:

Sexually a tive young people.

Activities:

Provide condoms. Many pro
grams also counsel on condom
use and AIDS prevention 
oiten informal, individual
instruction by distributors.

19805 Peer counselors in
Lalin Amf>ric" (1I1d ( ariblwan.

196H - Condoms eli lrihllwel
to out-ot-school youth 111 part,
of Europe.

19 Os Pilot in- chool
eli trihUlion programs in US,
Canada

Conlrovl'rsral, I'speciclily whl'n
in schools (426). In school
dislribution accepted only
wh r pr gnan y and STO
ratE'S .1rl' high.

Distribulion progrdms often
fall lo IJrornole !vi<.c.

School prt!gfam, m()y
elistrihull' Inore condom~ when:

• Condom; arc tree or
incxpenloive,

• Parenlal (0115('111 i., not
r fjuirerl,

• There are multiple delivery
points, and

FLE ~ Family Liie Education NCO ~ nongovernmenlal organization
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Condom Distribution Programs (continued)

1995 - 50 U hool district-
have ilpprov",d in-school pro
grams to di tribute condoms
thrmlgh multiple sour e
including nul' es, t dchers,
ounselors, and/or vending

machirws (14 , 194. 195, 261,
.109, 426. 438).

Programs in Africil ilnd Latin
Am rica spe !fieally ,1d<1ress
young people in and out of
shoal (170). Few large-scale
efforts.

Programs must ensure that
young peopl ':

• Can afford condoms;

• Know how to us them;

• Know where to get them;

• Can talk t their partners
ilbout condom u (59,4261;

• Understand the importance
of consistent and orrect
condom u e (359. 42b}.

Special evaluation issues:

• Impact on knowledge,
attitudes, and behavior hard
to assess because contact
between program and client
is slight.

• School programs can better
evaluate condom use than
outreach programs because
they can survey students.

• At lea t som delivery points
are confidential (257).

- - -----------

School Clinics .
Intended Audience:

Students.

Activities:

Provide various health services
including treatment of injuries,
primary care, and physical
examinations (318).

Three-quarters of the 607 US
school clinics offer family plan
ning counseling, pregnancy test
ing, or gynecological exams.
One-third serving secondary
school students provide con
doms and/or prescriptions for
oral contraceptives (318).

Some clinics provide reproduc
tive health counseling and
classroom presentations (318).

POPULATION REPORTS

Sci 001 clinics are few. Most
are in US: about 60% are in
schools; 40%, near schools.
About 60% are in urban areas
(317).

1970 - First US clinic

1980s - First school cl inics
open in Latin America and
Caribbean.

1984 - 31 clinics in US

1994 - 607 clinics in US
(317,318).

In US schools with clinics,
58% of students used some
clinic service in 1993 (318).

am ornmunity/parental
opposition, especially if
parents arc not notified wh n
their child is 5 n at a clinic.

Sp ial evaluation need :

• Knowledge, attitudes. and
behavior of clinic clients
compared with that of
students who do not use
clinics.

• Whether school clinics
merely substitute for other
services that students
formerly used.

mparecl with 6 schools.
with ut clinics, in 6 US
schools with clinics:

• Pregnancy ates w I' not
clearly lower. but large
annu I flu tuations made
measurement difficult (263).

• Students did not start sex
earlier.

• Students did not have sex
more often.

• tudents not more likely to
have used a contraceptive at
last intercourse just because
their school distributed
contraceptives.

• A strong AIDS prevention and
condom promotion campaign
at one school did increase
condom use (266).

In one US study clinic-users
from one school were more
likely to use contraceptives
than students from a school
with no clinic (167).

One urban US clinic found that:

• Classroom presentations and
clinic services serve different
needs; both are valuable.

• Pregnancy rates fell after
several years of program
operation (563).

continued
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Communication Through Entertainment Media

Intended audience:

All young adults.

Activities:

Mass-media formats include
music and drama videos, popu
lar songs, radio and television
soap operas and spots (109,
251,357,367,414,423,442,
480, 523).

Community formats include
drama contests and perform
ances, school events, radio call
in shows, telephone hot-lines
(12,67,104,109,236,251,
270, 271, 285, 367, 368, 384,
387, 414, 470, 523).

197(Js - Televised inf nna
tional s xu, I education
program in Sweden

19805 - First projects use
enlerl<linmenl media 10

educate young adults

1988 - ong promoting
sexual responsibility hit
"lOP 10" in Lalin Ameri a.

1990 - Incrca ing bUI till
limited liS of enlertainmenl
media (16S, 252, 253).

Young people get much of
their information about sex
from the mass media.
Information is often wrong,
however, or glamorizes
unsafe behavior. Recent
counter-efforts use popular
performers and enter1aining
formats to encourage
responsible behavior.

Need links to service providers
for full impact.

Special evaluation needs:

• How much exposure
necessary to ach ieve program
goal?

• Best ways to link media
message and services?

Hotlines and call-in radio shows
are popular because young
adults appreciate confidential
sources of accurate information
(104, 270, 271, 285, 367, 368,
384, 387, 415).

Combining several media rein
forces the message (67,251,
252, 414, 423, 523).

Enter-educate soap operas and
dramas attract young people,
offer models of responsible be
havior, and help young people
consider decisions about per
sonal relationships and sexual
behavior (381, 454, 470, 480).

Popu lar performers' endorse
ments of sexual responsibility
foster positive attitudes (109,
251,252,253,414).

May have high total costs but
low unit costs because mass
media reach vast audiences.

High-quality media presenta
tions encouraging sexual
responsibi lily ca n <lllract 'orpc
rate sponsorship and donation
of air time (414, 415).

Peer Education

Intended audience:

Young people contacted by
programs.

Activities:

Young people counsel, inform,
make referrals, and in some
cases distribute contraceptive
methods such as pills or con
doms to their peers (200,
309, 313, 323).

Peer educators have worked at
clinics, schools, factories, mili
tary bases, bars, sports events,
adult education classes, univer
sities, in the streets, and with
street gangs (107, 200, 226,
30~ 313, 323, 40~ 41m.

NGO = nongovernmental organization
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1970s - Peer educators first
used in US drug and alcohol
prevention programs.

1980s - Peer educators first
used in reproductive health
programs in Mexico, US
(132, 233).

1990s - First use in Africa.

Limited use by many NGOs;
always part of broader program.

Extensive education, training.
and supervision required, and
turnover may be rapid (309, 323).

Advantages over adult educators:

• Know how to talk to young
adults and motivate them,

• Can reach young people
whenever and wherever
topic comes up,

• Themselves benefit from
participation; gives them
sense of belonging and
support and builds
leadership skills (226).

Special evaluation issues:

Peer edu ators are usually
evaluated by observing their
interaction with other young
adults. Indicators include:

• Numbers of young people
reached,

• Numbers of young people
who ask questions or
numbers of questions asked,

• Changes in audiences'
knowledge,

• Numbers of contraceptives
distributed (413, 479).

In a US study peer and adult
ducators w r equally able to

incrcas knowle<!ge and
improve alliludes about AIDS.
but young peopl il;ked peer
educalors more questions (413 I.

In a Mexican study youth out
reach workers reached more
unmarried young men while
youth centers reached more
unmarried young women.
Married young people used
adult outreach services. Out
reach workers cost less per
person reached than youth
centers (479).

Peer educators are often volun
teers or receive low salaries,
but they need extensive -
thus costly - training and
supervision (191).

POPULATION REPORTS



Some innovative programs reach out to young people where they gather, providing
them with health services in youth centers, hostels, factories, and night club districts.
Youth centers such as this one in Kenya often combine recreation with health services.

the size of their own families (74). The
first national programs, in India, the Phil
ippines, and South Korea in the late
1960s and early 1970s, did not cover
sexuality or contraception. Some early
programs in the 1970s in Latin America
did discuss human reproductive physiol
ogy, while those in Africa emphasized eco
nomic development and environmental
issues (74, 424, 495). Then, as now, each
nation designed its own school curricula
and decided how the program would be
implemented.

Now, most programs, under the broad
heading Family Life Education, focus on II

helping young people plan productive
lives. The course materials discuss popu
lation growth but also cover topics such
as personal health and nutrition, life
planning, decision-making, and respect
for both women and men (446). Some
programs also include discussion of re
productive physiology, sexuality, and
contraception. Although some nations such as India and
Kenya have uniform programs with curricula designed by
ministries of education, others allow regions, school dis
tricts, or even individual schools or teachers to choose the
topics taught (446). In many places FLE programs are contro
versial, and, even where the government endorses them,
they are not always implemented, often because teachers
object to the material or have not been trained (320). Most
FLE programs have not been evaluated or even described in
detail, and so little is known about their impact.

In the late 1980s many nations and school systems saw FLE
in schools as a fast and efficient way to inform the public
about AIDS. Existing programs added information about
AIDS (495). In some countries, such as Malawi and Peru,
new FLE programs were started to cover AIDS (81,234).

The United Nations Population Fund (UNFPA) and the
United Nations Educational, Scientific, and Cultural Organi
zation (UNESCO) have funded most FLE programs in devel
oping countries. In 1995 UNFPA was supporting national or
regional school programs in 79 countries worldwide. In
some places UNFPA also assists FLE outreach programs run
by nongovernmental organizations and youth groups such
as the Boy Scouts and Girl Guides (447).

•
Small Health Programs

Controversy and fear of controversy have blocked large
scale service-delivery programs in most countries (see pp.
32-33). For the most part, health officials and nongovern
mental organizations have been able to win public and
pol itical support only for small programs that serve the needs
of specific groups of young people with the most obvious,
pressing health problems-groups such as pregnant girls,
homeless youth, young prostitutes, and drug users. As a
result, reproductive health services for youth-whether out
reach clinics, condom distribution, or contraceptive coun
seling-have remained small, isolated efforts (see Table 9).
The high rate of HIV infection among young people has led
to increased support for small AIDS-prevention programs,
which provide information, condoms, and training in nego
tiation skills to young people at high risk.

POPULATION REPORTS

YOUTH
CEI\TRE......

The experience of these small, often innovative programs
could inspire larger efforts if they were more widely known
and accepted. For example, small programs provide some
health services to young people in Jamaican youth centers,
Ghanaian YWCA hostels, Mexican and Thai factories, and
Cyprian night club districts (87,95, 186,479,503). In Brazil
and Tanzania pilot programs are experimenting with meth
ods of training community workers and health care providers
who work with young people (116, 372, 589).

•
European Youth Programs and Social Norms

Countries in northern Europe that have national reproduc
tive health programs for all young people have the lowest
youth pregnancy, STD, and abortion rates in the developed
world (17). In these countries supportive social norms com
bine with readily available services for young people. Be
cause nations differ in many ways, however, it is difficult to
determine precisely how these successes could be dupli
cated elsewhere. The fact that these are small countries with
relatively homogeneous populations and high standards of
living may contribute to norms supporting reproductive
responsibility among young people.

Northern European countries stress sexual responsibility for
those who are sexually active and enable them to obtain
contraceptive services and supplies. They have not reduced
sexual activity among young people (159, 237, 238). Each of
these countries has developed its own approach, but all have
both educational programs and accessible services. For exam
ple, Denmark, Finland, and Sweden have compulsory sexual
education in schools, wh iIe the government of the Netherlands
sponsors outreach efforts such as informational television
programs and a magazine sent to all young people (164,237,
295). This does not mean that the government has replaced
parents in educating their children. In the Netherlands 80%
of 100,000 young people surveyed said that they had
learned about sexuality from their parents (1 7,435).

Most northern European countries provide free, convenient
medical services to all residents including young adults.
Sweden established special youth clinics in the 1970s, but
now young people use a combination of neighborhood
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primary health clinics, condom distribution programs, and
special youth services (237, 511). The Netherlands also has
a network of youth clinics (237,374). In Denmark students
ages 14 and older go on organized visits to family planning
clinics to learn about contraceptive methods. At 16, young
people receive their own health insurance cards, enabling

them to choose their own doctors and to obtain free and
confidential services (164).

This openness with information and services does not, how
ever, mean that young people in these countries begin
having sexual intercourse at younger ages than in other
countries. Danish youth, for example, receive more informa-

\Vhere Do Young People Learn About Sex?
Parents, policy-makers, and program managers debate whether
schools should teach young people about sell. and reprodu tion
or should leave that to families. Meanwhile, young men and
women around the world say that they learn bout sex not from
their schools or families but instead from t dr friends, other
peers. and baoks, magazines, and the mas media (39, 72, 283,
294, 307, 361, 390). Much of the informa ;on young people
learn from these s urces is misleading, incomplete, or wrong.
Around the world young people say that they learned too little,
too late about sex and sexuality.

From Parents and Other Family Members?
Although poli y-makers, program managers, and parents them
selves often agree that parents are the preferred providers of sex
education, in many societies few par nts talk to their children
about sex (45, 152, 174, 185, 60,365,527). (See box, p. 10.)
Still, a young woman is more likely than a young man to learn
about reproduction, sex, or contraception from her mother or
another family member (20, 24, 83, 505). For example, among
students in Santiago, Chile, three-quarters ofgirls had discussed
sex and reproduction with either their mothers or both parents,
while nearly half of boys had not discussed sexual topics with
either parent (20). Even when they talk with family members,
however, young people may not receive accurate or complete
information (246, 359).

From School Programs?
More schools are adding family life education to the school
curriculum. The quality, extent, and content of courses vary
widely (39, 1(0) (see Table 9, p. 19). Often even young adults who
have attended sex education courses in school have a poor
understanding of reproductive biology or contraception (242).
Some students complain that their school programs teach only
the biology of sex and omit important information about sexu
ality and preventing pregnancy (39,45). In any case, school
based programs, most common at the secondary-school level,
cannot reach those who begin sex earlier or who drop out or
never attend school.

From the Mass Media?
As access to television, radio, books, and popular magazines
increases throughout the developing world, the mass media are
emerging as one of young people's most common and most
important sources of information about sex (211, 294, 307,527,
558). In Nigeria, for example, in 1990 many urban young men
and women in focus-group discussions said that they learned
about sexuality from popular magazines with names such as
lkebe Super, Lolly, and Fantasy. Some young men mentioned
learning about sex from "adult" movies (39).
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The images prevailing in the ntertainment media imply that
sex is largely risk-free, that everyone is doing it, and that
planning for protection spoils romance. In the U the average
young adult sees 15,000 sexual references on television each
year, and fewer than 175 of these mention contraception (465).
The impact is not limited to the US. Many US television
programs are dubbed into other languages and aired around the
world. Some innovative projects are trying to counter common
mass-media images of ex through appe.lling and entertaining
programming that present more responsible and realistic mod
els for healthy behavior.

Peers and Friends Named Most Often
When asked where they turn for information about ex and
sexuality, young adults consistently mention their friends. For
some young people, friends are the primary or ani)' source of such
information. For example, in the Philippines, among more than
5,200 women ages 15 to 24 interviewed in the early 1980s, best
friends were the chiefsourceoffamily planning information (390).

Friends may be an even more important source for young men
than for young women (505, 527). In Quito, Ecuador, and
Santiago, Chile, more young men named friends as their primary
source of information than any other source, while young
women tended to name their mothers. Because friends and peers
are so influential, some health programs are training young
people to work as peer educators (see p. 35).

Naming Sources Is Not Enough
Of course, learning about sex does not take place in anyone
classroom or with anyone television show. Instead, it is a complex
process of gradually increasing understanding. Young people
learning about sex do not just gather information; they also
observe the behavior of peers and other people, develop atti
tudes and values, and experiment with behavior. A young person
relies on different sources for sex information during different
stages of life and interprets messages differently according to
his or her own sexual development and experience (24, 25, 252).

Thus understanding how young people learn about sex is not as
simple as asking them to name information sources. Further
more, differences in survey questions affect young people's
responses and make comparisons difficult. For example, some
studies ask about sources of knowledge of reproductive biol
ogy, while others ask about sources of information about sexu
ality and family planning. Some ask for a single source of
information, while others asked respondents to rank multiple
sources. Better understanding the influences that various infor
mation sources exert on young people's values, attitudes, and
perceptions of behavioral norms might help programs not only
to increase knowledge but also to influence behavior.

POPULATION REPORTS



tion about sexual ity and contraception than US youth, yet in
both Denmark and the US the average age at first intercourse
is about 17 years (17, 164, 525). The experience of northern
Europe suggests that an effective national strategy to lower
pregnancy rates among young women includes enabling
young people to take responsibility for their own reproduc
tive health and giving them accurate information and helpful
guidance (159, 238).

Such an approach need not be expensive. European programs
have succeeded at least in part by informing young people
through school programs and by providing access to the
same subsidized services that adults use. Most importantly,
social norms support responsible sexual behavior (295). Young
people are not ashamed to ask questions and seek services,
and many adults are not embarrassed to teach their children
how to protect their health if they are sexually active.

valuation findings
Formal evaluations find that most programs for young adults
can increase their knowledge about reproductive health and
foster positive attitudes towards healthy behavior (see Table
10). To go further and reduce unsafe behavior, programs
need not only to provide accurate information but also to tell
young people how they can protect themselves, help them
identify and resist pressures to be sexually active, and help
them rehearse negotiating to avoid sex or at least assure safer
sexual behavior. Contrary to some critics' fears, these pro
grams do not increase sexual activity among young people.
These findings come mainly from large, well-funded pro
grams in US schools. These programs are not necessarily
those with the best chance of success, however. They are
often located in schools whose students are most likely to
engage in early and frequent sexual intercourse.

•
Do Programs Help or Hurt?

Does sex education cause promiscuity? That is the fear of
opponents of sex education programs. They argue that dis
cussion of sex will arouse young people's curiosity, reduce
their reticence about sexual matters, and encourage sexual
activity (1 03,180,427,522).

The evidence says otherwise, however. According to a re
view commissioned by the World Health Organization,
there is no support for the contention that sex education
encourages sexual experimentation or increased activity
(181). After analyzing more than 1,000 reports on sex edu
cation programs worldwide, the authors concluded that sex
education courses did not lead to earlier sexual intercourse,
and in some cases they delayed it.

Delay in initial sexual intercourse. School programs can
give young people the skills they need to postpone having
sex for the first time (36, 181). Among US secondary-school
students who took the 15-hour course called "Reducing the
Risk," only 29% of the treatment group had initiated inter
course 18 months after completing the course compared
with 38% of the comparison group of students who had not
taken the course (260) (see Table 10). The course helped
students practice saying "no" to unwanted sex (see p. 29).

A second US program, "Postponing Sexual Involvement,"
delayed intercourse among 13- to 14-year-old boys and girls
(216) (see Table 10). After the program started in 1983,

POPULATION REPORTS

students were questioned about their needs. Some 84% of
girls wanted to know "how to say 'no' without hurting the
other person's feelings" (216). The program was adapted to
meet this need, and now older teens teach a curriculum that
helps young people resist peer pressure and provides infor
mation on human sexuality and contraception. Studies of
other sexual ity information programs, in Mexico and the US,
report that graduates do not start sex any earl ier than other
young people (115, 264, 378).

No increase in sexual intercourse. In Australia, Switzerland,
Thailand, and the US, evaluations have found that programs
to inform sexually active young adults about contraceptives
did not increase coital frequency or number of sexual part
ners (181, 196) (see Table 10). Also, providing reproductive
health services in or near schools did not increase sexual
activity and in fact delayed sexual initiation in some cases
(264, 266, 564).

Increase in the use of contraceptives. Most programs have
not increased use of contraceptives, but a few have been
able to do so. A Swiss study found that regular condom use
among young people increased after an AIDS information
campaign using school presentations, telephone hotlines, a
computer network, and exhibits at village festivals, but only
after the first time the young people had intercourse with a
new partner. Among young women, regular users of con
doms increased from 71 % to 77%, and among young men,
from 38% to 54% (196). Several FLE programs have found
that, if they reached young people before they first had sex,
they increased contraceptive use once young adults did start

Reproductive health needs ofyoung adults vary greatly. Thus some
programs may address the needs of young married women with
children, like this Moroccan mother, while others may focus on
young people who have never experienced sex or street children
at high risk for HIV infection. Evaluation must suit program goals.
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Table 1O. Youth Program Evaluations, Selected Studies with Emphasis on eveloping Countries

Place Focus

Overviews of Eval ation Studies
Benavente et al. 1995
(378)

Grunseit & Kippall: 1993
(181)

Frost & Forre t 1995
(579)

kirby 1995 (258)

Worldwide

Worldwide

us

us

R view of various programs
including university and
sci 001 proje ts, hospital and
clinic projp ts, peer outreach
.ervices, and multipurpos
projects.

Review of studi s that
measured effect of program
on initiation or fr quencyof
sexual inl raul' e.

Review of 5 s hool and
commullity pI' grams to
prevent youth pregnancie .

Review of 49 studies that
examined behavioral impact
of edu ation programs
de igned to I' duce sexual
risk-taking.

Some programs in r >ased:

• Number of counseling sessions,
• Referrals for I' productive health care,
• Participation in FlE program, or
• Provision of information to uni ersity students.

No tudy showed an increase in frequency of sexual
intercourse or earlier sexual initiation.

Some tudie found:
• In rease in age at sexual initiation, specially among

young I' students:
• More frequent u e of ("ontraceptive~.e pecially among

student who took cour b for bf:'coming sexually
active; or

• Decrease in PI' gnancy rates.

No tudy found:
• Earlier initiation of sexual intercourse or
• Increase in frequency of exual intercourse or numner

of partners.

Some studies found:
• Delay in sexual initiation.
• Reduction in frequency of intercourse,
• Recluction in number of partners, or
• Increase in contraceptive usc.

Few pI' grams address risk factor a ociated with early
exual activity such as poverty. s hool failure, and

ri k-taking.

Some studies found:

• D lay in sexual initiation,
• Increase in condom use, or
• Reduction in number of partn rs.

---------
No study found earlier sexual initiation; some found
slight delay in xual initiation and/or moderate incre se
inonlraceptive u e.

Review of AI S programs in
1 1 secondary chools.

Review f 77 varied
community and school
programs addressing youth
pregnancy, reduction of
unprotected sexual inter ourse,
and effects of poli y changes
on behavior of y ung people.

US

Ukirby & DiCI"mente
1994 (262)

Moore et al. 1995 ( 3)

amily Life Education (FLE)
Ajiboye 1994 (16)

Centre for Development
and Population Activities
et al. 1993 (97)

Howard & McC be
1990, 1992Q15, 216)

Nigeria

Nigeria

us

Surv y of 5 1 univer ity
ludents b f r program and

493 students aft I' program.

Pre- and postprogram surveys
of 3,194 student in pilot and
control hools.

"Postponing Sexual
Involvement" program:
Po tprogram survey of 395
se ondary-school stud nts
and 141 controls.

Increased knowledge, support for reproductive health
prvices at university, and willingness to di cuss exual

issues with peer ounselor or adult~,
--------

Increased knowledge of and positive attitudes toward
k y FL messages.

Increased discussion of FlE topic among students.

o layed first int r ur I.' among those not yet exu lIy
active when they took the course.

No -He t on behavior f students all' , Iy exuallyactive.

Kirby et al. 1991 (260) us " e<:lucing th Risk" program:
Pre- and postprogram surveys
of 429 secondary->ehool
students and 2 ontrols.

Delayed fir t intercour e.

No incr asp in frequency of inter oursI.'.

No effect on ontraceptiv u~e.

Monroy et al. 1987 (588)

Pick de W iss &
Towr~ 1989 (379)

Mexi 0

Mexico "PJaneando Tu Vid,1"
program: Pre- and post
program survey of 1,076
sec ndary-sch 01 students
who took the course and 556
who did not.

ost per parti ipant:
Least: school-based programs
Intermediate: community-based programs
Most: factory-based programs

Increased knowledge.

Incre. ed contraceptive use among stud nts who took
ours before they were sexu Ilyactive.

No effect on age at s xual initiation.
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Author & Date (Ref. No.) Place Focus Selected Findings

Family Life Education (FlE) (continued)

Pick de Weiss et al.
1990 (377, 378)

Mexico Survey of 392 women und r
08 20 who took various FLE
ourses.

No incre<l e in sexual intercourse.

Increas d knowledge of preventing pregnancy and
obtaining contraceptives when cOllr es overed thcse
topics.

Increased knowledge.

No elf ct on age at sexual initiation or contraceptive use.

Pre- < nd POSlprogram surveys
of 1,400 secondary-school
students in 6 schools with
programs and 3 without.

--:-------:------:-:---
"Teen Star" prowam: Pre- and
postprogram surv y of 1Sl
econdary-school students

and 154 ontrols after one
year.

aribhean

Chile Fewer sludents who look th program initiat sexual
intercollr e than in control group.

'0 hange in positive attitudes toward ab tinence,
rejection of permis iveness, or per eiv d likelihood of
having sex in next year.

--------------- -----------------i
Mexico Study of alternative ervice Outreach workers reached more unmarried young m n

strategi s. while youth cent rs reached more unmarried young women.
Married young people used dult outreach services.

Outrea h workers cosl less p€r person reached than centers.

Townsend et al. 1987
(479)

Seidman et al. 1995
(593)

Russell-Brown &
DaSouza 1986 (42'1)

AI DS Programs
Cash 1995 87) Thailand Pre- and post intervention

survey of 240 unmarried girl
working in factories.

Caceres et al. 1994 (81) Peru Survey of 1,213 participating
tlIdent and controls from 14

s onda ry s hools.

Payne Merritt &
Siqueira 1994 (589)

Brazil Pre- und po tprogram survey
of 400 street youth who
particip<1ted in program.

Increas d knowl dge of AIDS transmission.

Decreased misconceptions bout AID.

Wilson et a\, 1992 (528) Zimbabwe Survey of 42 young adults
who attended a lecture and
42 who look a skills-building
program.

Skills-building Iraining in reased AIDS prevention
knowledge, positive attitudes toward AIDS prevention,
and low-risk behavior more than I ture rtid.

School Clinics
Kirby et al. 1993 (263)

Zabin el al. 1986 (564)

US

US

SLlrvey of students in 6
secondary school wilh
clinics and 6 s hools without.

Four survey of students in 2
schools with clinics and 2
wilhout.

No increas in frequency of sexual inlPrrourse.
No decrease in pregnancy rate.

Increased knowledge and positive allilud s toward
pregnan y pr vention in schools with Iinics.
Delayed first intercourse.

Increased use of contraceptive s rvices.

Mass-M dia Programs
Convisser 1992 (1

Haus er & Michaud
1992 (196)

Zaire

Switzerland

Survey after IDS awareness
campaign that us V and
radio spots, dramas, music
videos, talk shows, cont sts.
and other formats.

urvey ofl ,359 youth before
and 817 after a multimedia
AIDS awareness campaign
using school presentations, a
ompuler network, a tele

phone hotlin . and other
m dia.

Increased:

• Aw reness lhat HIV carriers can show no ymptom,
• Positive attiludes towards ab tinence and monogamy

10 pr vent AIDS, and

• Knowledge, approval, and use of condoms.
------------1

No c;hang in frequency of sexual inter our c.

No increa e in number of parlners.

Inueased condom use after fir I sexual conla I with new
parrner.

Kincaid et al. 1987/
1988 (252, 253)

Mexico urv y of 2,2 6 y ling people
after multimedia campaign built
ilround popul rsong and
rnusi video urging
postponement of sex.

51 % lalked to friends bout songs.

McCombie et al. 1992
(587)

Ghana Surveys of 1/500 young adult
before and fter a multimedia
AI S awareness campaign
using TV spots, comic buoks,
and posters.

of AIDS.
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UN Conferences Agree on
Responses to Youth Needs
The recent United Nations conferences on population and
on women both urged that young people be given better pro
tection from hann and better access to resources including
reproductive health care. The United Nations International
Conference on Population and Development (ICPD), held in
Cairo in 1994, urged member countries to take these actions
(Chapter VI, Section B):
• Protect youth from disease, malnutrition, and other effects

of poverty;
• Ensure equal opportunities for boys and girls;
• Address the neglect and exploitation of young people,

including sexual exploitation;
• Enact and enforce laws prohibiting abuse of children;
• Enact and enforce laws banning child marriages;
• Eliminate discrimination against pregnant young women;
• Protect children hanned by arm d conflict or disaster;
• Ensure the future of youth by providing education,

training, employment, housing, and health care;
• Support organizations that assist young people;
• Involve youth in activities that a ect their lives; and
• rotect the reproductive and sexual health of young

people by providing access to information and confidential
services (485).

The JCPD urged each nation to enact laws supporting young
people and to allocate the resources needed to implement
that legislation. Nations also must enforce criminal laws that
protect young people.

The 1995 United Naticms International Conference on Worn n,
held in Beijing, reaffirmed the importance of meeting the
health needs of youth, especialiy young women (595). Dele
gates urged that young people be given better access t heal
care information, especially information about reproductive
health care, taking into account the responsibilities of parents
and legal guardians. elegates also noted that young girls are
especially vulnerable to early marriage and pregnancy,
genital mutilation, sexual abuse, violence, and prostitution, all
of which increase their need for reprcductive health care
(Chapter IV, Section C).

sex. For example, among 1,632 sexually inexperienced
youth in Mexico, 82% of girls and 55% of boys who took an
FLE course used contraceptives when they began to have
sexual intercourse compared with 75% of girls and 32% of
boys who did not take the course (379). In this Mexican study
and two US studies, however, FLE did not affect contracep
tive use among students who were already sexually active
when they took the course (215, 260, 378, 379).

•
What Makes Programs Work?

Many programs increase young adults' knowledge about
reproductive health-a necessary first step. Far fewer pro
grams lead to safer sexual behavior, however. Douglas Kirby
reviewed 49 US evaluation studies that measured behavioral
outcomes in various ways and that included more than 80
students in the study sample (258). He found that four
programs led to a statistically significant improvement in safe
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sexual behavior-Behavior Skills Training; Be Proud, Be
Responsible; Get Real About AIDS; and Reducing the Risk.
These four programs did the follOWing:
• Focused narrowly on reducing sexual risk-taking;
• Were based on a theory of behavior change;
• Were at least 14 hours long or involved intense small

group exercises;
• Used teaching methods that involved the students;
• Provided basic, accurate information about the risks of

unprotected intercourse and ways to protect oneself;
• Addressed social pressure to be sexually active;
• Reinforced clear values and presented messages that

strengthened individual values and group norms against
unprotected sex;

• Modeled and practiced communication and negotiation
skills; and

• Trained the individuals who conducted the program.

The other 45 programs did not clearly lead to safer sexual
behavior, and they did not have all nine characteristics. The
four successful programs were all based on similar assump
tions about the way people learn and change their behavior,
and they were similar in program content, program design,
and emphasis on training.

Based on a theory of behavior change. The four programs
with a positive impact on sexual or contraceptive behavior
were based on social learning theory, social influence theories,
or theories of reasoned action. Social learning theory posits
that people learn behavior by observing and imitating others
as well as through formal education. Social influence theories
suggest that, because behavior is shaped by group and
individual norms and attitudes, it is helpful for people to
identify social pressures and then to develop individual and
group values that support healthy and appropriate behavior.
Theories of reasoned action assert that people's intention to
adapt new behavior reflects their own beliefs and expecta
tions and perceived social norms.

Rather than teach young people to "just say no," programs
based on these theories assume that the decision to have sex
may be an individual's choice but is influenced by the social
setting. Although young people may seem to be choosing
sex, some may in fact have sex because, for example, they
are afraid to refuse, crave affection, fear hurting their part
ners' feel ings, or need or want the money or gifts that they
receive. Thus the successful US school programs focus on
recognizing social influences, changing individual values and
group norms, and building social skills (258).

Program content. The four programs all gave students the
basic information they needed about sexual health risks and
also told them exactly how to protect themselves (258). In a
Mexican study as well, students who took FLE courses that
presented accurate, specific information about contracep
tives and pregnancy prevention were more likely to use
contraceptives than those who took courses that avoided
these often-controversial subjects. Among students whose
courses covered ways of preventing pregnancy, the percent
age of sexually active youth who used contraceptives in
creased from 20% to 70%. Among sexually active students
who received information on where to obtain contracep
tives, the percentage of students who used contraceptives
rose from 42% to 81 %. Students whose courses did not cover
these topics reported less or no increase in contraceptive use
(378). The content of the four US programs that changed
behavior also focused on the social pressure on students to
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be sexually active and on age-appropriate values and skills
to help them remain abstinent or to negotiate safer sex.

Program design and methods. The four programs used a
variety of methods to involve students and help them prac
tice new responses to situations that might lead to unsafe sex
(258). In the "Reducing the Risk" program, students dis
cussed ways that they might be pressured into having inter
course and learned techniques for handling or avoiding such
situations. Then, through role-playing exercises they prac
ticed these interpersonal skills (44).

Other programs also have found that involving students
actively in learning has greater influence on their behavior
than simply lecturing (262, 448). For example, research in
Zimbabwe compared a lecture on AIDS with a skills-build
ing session that involved putting a condom on a model and
practicing negotiation of condom use. Four months later the
young people who took the skills-building course knew
more about condoms and their correct use, perceived fewer
barriers to action, and had had fewer sexual partners than
those who had only heard the lecture (528).

The US programs that led to safer behavior were all at least
14 hours long or involved students in small-group exercises
(258). So far, few studies have compared teaching strategies
to determine which are most effective at changing behavior.

Emphasis on training. The four US programs with effective
curricula provided six hours to three days of training for the
teachers and peer educators who taught the courses (258).
Here again, there has been little research evaluating training
methods and curricula. There are many examples, however,
of programs that have failed because teacher training was
neglected. In developing-country programs teachers have
resisted teaching such courses because they object to the
material, feel pressed for time, or feel unprepared to teach
the subject (97, 320, 344, 363, 425). Thus, some teacher
training courses, such as one in Ethiopia, deal first with
improving the attitudes of the teachers who do not want to
teach family life material (198).

Unless school FLE programs focus their coverage on specific
information and skills, adopt an interactive or skills-building
approach to teaching, and train personnel, they are unlikely
to change behavior in and of themselves. Increasing knowl
edge and improving attitudes may be the most reasonable
goals for FLE school programs that use only lectures. After
all, as Kirby points out, other academic programs that rely
on classroom presentations use examination scores, not
reports of student behavior outside school, to measure their
effectiveness (259). Research has been too Iimited, however,
to assure that all the successful approaches have been iden
tified. The crucial characteristics that distinguish successful
programs need to be further identified, refined, adapted to
other places and cultures, and tested again. At the same time,
program planners and advocates can learn important lessons
from others' experience (see box, pp. 34-35l.

•
Evaluation Methods and Needs

As noted, most evaluations of youth programs have assessed
FLE courses in US schools. Typically, students are divided
into experimental and control groups. Both groups are tested
before and after the FLE program on their knowledge of
course content and their attitudes toward and practice of
behavior advocated in the course. FLE programs outside the
US have not been well evaluated or even well described.
Outreach programs, condom distribution, and health clinics
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often have Iittle opportunity or resources for extensive evalu
ation. They can, however, measure inputs, such as quality
of peer counseling, or outputs, such as numbers of condoms
distributed, even if they cannot survey clients.

Further research is needed into all types of youth programs
and in a variety of countries-particularly research that will
contribute more to improving program design and imple
mentation. For instance, programs could benefit from learn
ing more about (1) which elements of the program are most
important to reaching program goals; (2) how much partici
pation or exposure is needed to increase knowledge, change
attitudes, and influence behavior; (3) costs and cost-effective
ness; and (4) efficacyofdifferenttraining and teaching methods.
Of course, evaluation methods and indicators must suit the
type and size of program. For example, evaluation of mass
media communication can measure recall, understanding
and approval of messages, perception that others approve,
intention to act, action, and advocacy with others (575).

Several recent initiatives seek to identify the most effective
approaches to encouraging safer behavior among young peo
ple in developing countries. A working group on reproduc
tive health services for young adults, representing a number of
agencies working in this area, many with support from the
United States Agency for International Development (USAID),
has developed a manual of indicators to be used in evaluat
ing youth programs (459). In 1996 the World Health Organi
zation will issue a technical paper on accelerating health
programs for young adults. The report wi II identify successful
interventions and discuss strategies, including ways of mo
bilizing resources for expanding small or pilot programs
(551). Also in 1996 Pathfinder International, in collaboration
with the Futures Group and Tulane University, will begin a
5-year project supported by USAID to promote understanding
of the health needs of young people and to identify program
strategies that increase the practice of abstinence and other
safe sexual behavior.

inn· g upport fro
the Community and
Young Adults

For reproductive health programs addressed to young adults,
two challenges loom especially large. They must persuade
the community to support their activities, and they must
convince their intended clients that protecting their health is
important. Many health programs face these two challenges,
but programs for young adults often find these challenges
especially difficult and crucial.

Community support can be hard to win. Sex education and
services for young adults are almost always controversial.
Health professionals who want to meet the reproductive
health needs of young adults must begin by helping the
community understand and agree on the need for a program
and on its goals and approaches. Often that entails persuad
ing adults that young people should be treated in a caring,
rather than authoritarian, manner.

In the long run, health and educational programs for young
people can accomplish little unless communities acknowl
edge that young adults need special help and guidance if

(Continued on page 32)
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If they are sexually activ ,young people need 10 use effec
tive contraceptives to avoid unintended pregn cies and
unsafe abortion. Many sexually active young people do not
have a mutuaHy monogamou relationship and so need to
use condoms to avoid sexua.lIy transmitted diseases (STDs).
Young people's needs can vary greatly, and family planning
provid rs can best help yeung clients when they understand
each cli nt's specific situation.

Contraceptive Choices for Sexually Active Young Adults
When family planning providers upply c ndoms to young
adults, they should explain condom use ¢Iearly, repeating
the instructions, and, optimally, demons1rating condom use
by opening a package and unrolling a condom onto a model,
a stick, or similar object (278). Con ise, illustrated, and
explicit printed instructions can reinforce the verbal instruc
tions and demonstration (5, 278). Providers can encourage
young men to practice putting on a concLom when alone.

A World Health Organization (WHO) scientific working
group recently advised that youth alone does not constitute
a medical reason to avoid any contraceptive method. Even
where some health concems related to young age exist, the
advantages of avoiding pregnancy generally outweigh theo
retical or proven risks (543). Of course, many of the same
method-specific eligibilit"; criteria that apply to older clients
apply to young people (57, 193, 543). Some conditions, such
as circulatory system diseases, that might limit the use of
some methods are rare among young people, however.

Social and personal factors related to young age do influence
choice of methods. By discussing the circumstances of the
young person's sexual activity in a caring, confidential, and
nonjudgmental manner, providers can assess a yotmg person's
contraceptive needs and STD risk. Providers and counselors
should be alert to the possibility of sexual abuse and develop
policies for helping clients who are abused (463).

Abstinence
Health-care providers and other counselors can advocate
and encourage abstinence for both young women and men,
including those who have already had intercourse. Young
men can be urged to consider their partners' physical well
being and feelings as well as their own (see box, p. 17).
Young people may be ambivalent about sexual activity or
may have been pressured to have sex. Counselors can discuss
ways to say "no" or otherwise avoid sex if the young person
does not want to have intercour e (4, 21, 483). Some young
people are coerced or forced into having sex, however;
simply urging them to abstain would not be appropriate.

Barrier Metbods
Condoms. Latex condoms used at every aet of intercourse
are the best contraceptive method for most unmarried young
adults because so many of them face a high risk ofSTDs (75,
176,302,388). Condoms protect against STDs and resulting
pelvic inflammatory disease and against pregnancy. Even if
young people use another method to prevent pregnancy, they
should also use condoms to prevent STDs if they or their
sexual partners have had other sexual partners_

Condoms often are more readily available to young people
than other methods. Condoms can be purchased at pharma
cies, markets, and other shops without prescriptions and may
be available free of charge at family planning clinics and
youth centers or from outreach workers and peer educators
(388). Young adults should use prelubricated condoms, if
available, to prevent tearing and to reduce possible discom
fort for the young woman (278, 531).
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Spermicides. Ideally, spennicides sh uld be used with con
doms for extra protection if a condom breaks or slips during
intercourse. Spennicides used alone, although not as effec
tive as condoms used consistently, provide some protection
and are under a woman's control. Other barrier methods, in
cluding the diaphragm, cervical cap, and female condom,
generally prevent pregnancy somewhat more effectively
than spennicides and also protect against STDs to a degree.

Hormonal Methods
Some young women who are at low risk of STDs may find
that a honnonal method is the best choice (347, 386,467).
Young women can use honnonal methods privately and
without male cooperation. In contrast to condoms, spenni
cides, and diaphragms, honnonal methods do not require ac
tion at each act of intercourse to be effective. Like condoms
and spennicides, the Pill and other honnonal methods have
no effect on future fertility (299). HomlOnal methods pro
vide no protection against STDs, however. Condoms can be
used along with these methods when sm protection is needed

Combined oral contraceptives (COes). WHO and other
guidelines do not recommend restricting use of the Pill solely
because of young age (26, 111,543). Where oral contracep
tives are available from multiple sources without prescrip
tion, they may be easier to obtain than other honnonal
methods (388). Some young women, however, like their
older counterparts, have trouble remembering to take a pill
daily or may run out of pills before obtaining more cycles
(388, 467). Provider can help by explaining what to do
about missed pills. Also, they can suggest that women link
taking the pill with some other daily routine and can provide
multiple 28-day cycles instead ofll-day cycles (347, 483).
All Pill users, including young women, need to be told about
common possible physical effects such as nausea and mild
headache and advised that these are not signs of danger.

Oral contraceptives for emergency contraception. Several
regimens of COCs can be used soon after sex to prevent
pregnancy (48). Postcoital contraception can be achieved
with COCs containing 50 I1g of ethinyl estradiol plus the
progestin levonorgestrel by taking two pills within 72 hours
(3 days) after unprotected sex and two more pills 12 hours
later (559); or, with COCs containing less than 50 Ilg of
ethinyl estradiol plus levonorgestrel, by taking four pills
within 72 hours (3 days) after unprotected sex and four more
pills 12 hours later. It is asswned that COCs containing other
progestins also are effective, but these pills have not been
studied as postcoital contraceptives. No medical conditions
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other than established pregnancy rule out use of COCs as
emergen y contraception (543).

Postcoital oral contraception is not a substitute for other
family planning methods, but it can be rucial fi r preventing
pregnancy when a young woman has been coerced or raped;
had se without using contrace ti es; had a condom break
or an IUD come out of place; or has run out of contracep
tives. A w man's request for emergency contraception
constitutes crucial opportunity to help her choose an
appr priate ongoing method of contraception.

Postcoital contraceptives seem to prevent about three-fowths
ofpregnancies that yould otherwi e occur (33, 151,208,481,
560). Common side effects include nausea and earlier men
strual bleeding (506). If a woman vomits within one hour af
ter taking the pills, she should take another dose if possible.

Progestin-only oral contraceptives. Also called minipills,
these are suitable for young mothers who want to use a hor
monal method while they are lactating, which itself otTers
som prot ction against pregnancy (388). For other women,
lesser effectiveness and common breakthrough bleeding
may make them a second choice to COCs (386, 388).

Injectables and implants. Progestin-only injectables and
implants are very effective and require no daily pill-taking
or action at intercourse. Injections are required only every
three months for Depo-Provera® or every two months for
Noristerat®. Norplant® implants, once inserted, can be used
for up to five years. Monthly injectables, which contain both
a progestin an an estrogen, are available in some areas,
particularly in Latin America. (See Population Reports,
Decisionsfor Norplant Programs, K-4, November 1992,
and New Erafor Injectables, K-5, August 1995.) U ers need
to un erstand the changes in menstrual bleeding that pro
gestin-only methods are likely to cause (287, 3 I5, 388).
Both methods require access to providers, and good quality
of services is important. In most countries injectables-and
those who can provide them-are more readily available
than implants. Also, young women who want to stop using
injectables can simply forego additional injections, while
tho e using Norplant implants must have the capsules re
moved by a specifically trained provider. Until implant
services become widely available, finding someone who can
remove the implants could be a problem, especially for young
women who move. Because pregnancy rates increas with time
and may be higher among younger than older women (182),
young women should have their Norplant implants removed,
and, if desired, replaced, at the end of five years to avoid the
risk f ectopic pregnancy (217). Norplant implants reduce
the absolute risk of ectopic pregnancy ubstantially, but,
when pregnancy d es occur, it is more likely to be ectopic
than for us rs of other methods or no method at all (315 .

Intrauterine Devices
The IUD is not recommended for a woman who is at high
risk for S Ds, but it could be appropriate for a m rried young
woman with children (6 ,7 278, 375, 386, 474, 54 ). Be
cause of increased menstrual bleeding and spotti g and men
strual cramps, higher ates of expulsion, lack of STD protec-
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tion, and because an ST in an IUD user may be more likely to
develop into pei ic inflammatory disease, which could lead
t infertility, the IUD is often con idered a last choice for

oung women who have no children (30, 75, 278, 388, 567).

Traditional Methods
Periodic abstinence, ften called rhythm or "safe period," and
witl-Jdraw 1sometimes are thought unsuitable for young adults,
partly because difficulty using these methods leads to high
pregnancy rates (21, 278, 483. 531 . In fact, these methods
may be particularly ineffective for some young user. ari
ations in a young woman's menstrual cycle may make the
calendar rhythm metho difficult to use. Young men may be
unable to control ejaculalion in order to use withdrawal (278).

Suitable or not, however, traditional methods are often the
methods that young adults know about and use most (I44,
204, 254, 306, 338, 358). For example, a 1989 survey in
Ecuador found that 20% of unmarried sexually active women
ages 15 to 24 used the Pill, but rwice as many relied on peri
odic abstinence (144). The young and unmarried may rely
on traditional methods more heavoily than older groups because
of real or perceived lack of access to suppl ies and services
or inability to plan ahead. Often, however, young people are
poorly informed about these methods and simply guess about
the fertile period (39, 255, 307)_

Young people should have access to information, instruction,
and advice on periodic ab tinence and withdrawal. They also
need to know, however, that effectiveness depends greatly on
the user. Providers should not underestimate the potential ef
fectiveness of these methods nor completely discourage young
people from using them, since they provide some protection
and are already widely used (437). Providers need to contrast
these metho s with folk methods, such as having sex stand
ing up or douching after sex, which do not prevent pregnancy.

For further information about contraception for young adults,
see: Choosing a Contraceptive: Considerations for Youth,
chart from Population Action International (388); Conlracep
tive Options for Teenagers by Robert A. Hatcher (! 92); and
Teen Contraception in the 19905 by Amy E. Pollack (386).

When counseling sexually active young people, provider.
need to discuss xual aeti ity in a caring, confidential, and
nonjudgmental way and h Ip young people choose the best
method fOf preventingpregnane and, ifn ed be, STO a well.
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they are to become sexually responsible adults. Communi
ties do not help young people by ignoring their need to
understand sexual relations, by failing to protect them from
abuse, or by abandoning them if they become pregnant or ill.
Communities need to develop a positive policy toward
guiding young people and then join in efforts to meet their
various needs.

Young adults themselves want to learn about sex, sexual
relationships, and reproductive health. They do not always
appreciate the risks that they face, however, and they often
do not protect themselves. Thus the second challenge for
programs is to provide information and services in ways that
persuade and enable young adults to conduct their sexual
lives in a healthy manner. To help young people do this, a
variety of approaches must be designed, appropriate to
youth of differing ages, gender, sexual orientation, and sex
ual experience. Programs must be able to reach varying
clienteles with convincing messages and with services that
are useful, accessible, and comfortable to use.

•
Building Community Support

In the transition from parental authority to independence
that constitutes adolescence, there is uncertainty about who
is responsible for young adults' behavior, how they should
behave, what should be expected of them, and what should
be permitted to them. Nowhere do these feelings run
stronger or disagreements run deeper than in the area of
sexual behavior-behavior that is at once intensely personal
and at the same time closely prescribed and circumscribed
by social rules and values.

Depicting some situations that young people may face, as in this
play performed in Kenya, can help parents understand young
people'S concerns and how to give them guidance about sexuality.
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Thus reproductive health education and services for young
adults attract public attention and generate public contro
versy. Religious leaders, politicians, educators, or parents
may object to such programs. This opposition sometimes
takes health professionals by surprise. Health professionals see
such programs as intended to improve and protect health-a
goal that they assume everyone shares. Health is not the first
concern of many program opponents, however. They often
see sexual behavior as a moral issue or as an issue of parental
authority. They may argue that only parents or religious
leaders should teach young people about sex, and they may
consider health or education professionals to be inappropri
ate sources of information and guidance. Indeed, most
adults agree that parents should inform their children about
sex and guide their behavior. Also, in places as diverse as
Kenya, Mexico, and Zaire, community leaders, too, have
been respected sources of sexual education for generations
(31,40,252,256,279). By comparison, organized programs
that would share this responsibility are a new idea.

Therefore winning the support of the community-important
to any social program-is both vital and challenging for repro
ductive health programs for young adults. Winning community
support requires helping parents and leaders to understand
health issues inherent in young adults' sexual behavior, to recog
nize the need for program action, to agree on solutions, and to
work with and trust health professionals to carry them out (572).

Working with community leaders. Programs have won sup
port from community and religious leaders by forming early
alliances with sympathetic leaders, by showing that young
adults' health needs are important, and by involving com
munity leaders in program design and implementation. In
Ethiopia, Kenya, and the Philippines, for example, ongoing
programs inform adults in the community about the health
needs of youth (200, 351, 449). In Mexico a program en
listed community leaders to serve as outreach workers in
poor communities, thus giving these leaders direct contact
with young adults' reproductive health concerns (219,408).
In Jamaica community leaders helped design health services
and then joined in program activities and monitoring. As a
result, the program was accepted in an area where commu
nity dissension had undermined previous efforts (503).

Health care professionals are community leaders, too, and
deserve special attention. The Johns Hopkins Program for
International Education in Reproductive Health (jHPIEGO)
has worked with physicians in Latin America and elsewhere
to set medical quality-of-care standards and bui Id support for
services for young adults (116).

Working with parents. One good way to work with parents
is to give them the help and support that they want in guiding
their children. Parents and young people often say that they
want to talk together about sex, but most fail to do so (88, 174,
199,229,230,249,279,343,348,444) (see box, p. 24). Many
parents delay talking to their children, perhaps because they
feel ill-informed or embarrassed. Some fail to acknowledge that
uncertainty is normal in learning to make sexual decisions
and alienate their children by demanding rigid obedience.
Others present sexuality in a negative way that their children
do not find credible (31, 130, 174,279,392,496,527).

Several programs have helped parents communicate with
their adolescent children. One US program made parents
more aware of the social pressures on their children to be
sexually active. Then parents rehearsed ways to help their
children resist these pressures (68). In the Philippines the
Foundation for Adolescent Development (FAD) produced a
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video to show parents that their communication with their
children shapes the way that their children communicate
with others (449). In a US school program, teachers gave
students the assignment to talk to their parents about sexual
abstinence and contraception. This approach bypassed par
ents' reluctance to start such conversations (260). As part of
a larger effort to meet the needs of young adults, since 1986
the Zimbabwe National Family Planning Council (ZNFPC)
has offered a Parent Education Program to help parents
educate their adolescent children about human sexuality
and reproductive health (594). In Tanzania community edu
cators offer a manual to help parents discuss sexuality with
their children (496).

Young adults endorse informing and helping parents. In re
search in Ghana and the US, young adults asked for programs
to increase parental awareness of the pressures in their
children's lives (102,343).

Programs that value parents' concerns and seek their support
can involve them at every stage of the project. Health
programs for youth have surveyed parental opinions and
attitudes before designing programs, have pre-tested mate
rial with parents, have set up advisory groups to elicit par
ents' advice on an ongoing basis, and have asked parents to
evaluate the program (31, 325).

•
Attracting Young Adults

At every stage in social and physical development, young
adu Its need information and advice to cope with the changes
that they are experiencing. They can be especially confused
by the conflicting messages they receive about sexuality.
Parents, teachers, and other adults frequently stress the nega
tive-the possibi Iity of disease or unwanted pregnancy (218,
243). At the same time, young adults see that the older
generation seeks out and enjoys sexual relationships-and
not always healthy ones-and that their young peers consider
sex and sexual relationships exciting and pleasurable. Both
modern entertainment media and traditional values often
put a premium on male sexual conquest, isolating sex from
other aspects of human relationships and ignoring social and
health consequences.

Thus, despite their interest in sex and intimate relationships,
young adults can be difficult for programs to reach. Society's
confusing messages make young adults wary_ They quickly
perceive and reject messages about sexual behavior that are
hypocritical, and they distrust adults who try to conceal the
positive aspects of sexual ity. They have begun to learn about
sex from experiment and experience rather than by listening
to their elders. They are willing to take risks in order to test
out their abi lity to make choices, and they often try or adopt
unhealthy behavior such as drinking, smoking, or unsafe
sex. Furthermore, they are usually healthy and may not see
sex as posing any health problems. Therefore, listening to
young adults to understand their points of view and learning
how to talk with them are especially crucial to programs and
providers that seek to serve these clients.

Determine unmet needs. A first step in attracting young
people is working with them to find out what they need.
Their unmet needs often differ, even among young adults of
similar age and the same gender (see pp. 3-8). For example,
many young adults need support in delaying sexual inter
course. Others are only sporadically sexually active and
need to know how to protect themselves from unwanted

POPULATION REPORTS

Young people can speak movingly to each other. In Uganda young
people wrote and performed songs with AIDS prevention themes.

pregnancy and disease. Others are unmarried and having
sex regularly, in some cases with members of their own sex,
and need comprehensive reproductive health services.
Some are sexually abused or forced into sex and need
treatment and protection. Many young women are married
and need much the same health services that older married
women need. Some are having children and need maternal
health services to bear children safely and care for them.

One good way to find out young adults' needs is to ask them.
Thus surveys, focus-group discussions, and in-depth inter
views are standard starting points for designing youth pro
grams, as they should be for all service programs (see box, p.
10). Still more useful can be involving young adults them
selves in the program-for example, developing messages,
reviewing program materials, evaluating program impact,
working as peer educators or in other jobs, serving on program
planning or advisory boards, and working in advocacy cam
paigns. Their insights help to ensure that the program is
appealing. Also, their participation may interest other young
people in the program and help to legitimate it in their eyes.

African youth organizations working with the World Health
Organization (WHO) have used an innovative "narrative
method" to gather information about young adults' lives and
then to plan programs (549). In 11 countries young leaders,
meeting in workshops, developed stories about a young man
and woman who notice each other, meet, become friendly,
and face decisions about their relationship. Through role
playing, the participants determined how these events
would take place in their communities. Also, they suggested
various paths that the story could take at crucial points. For
example, if the girl discovers that she is pregnant, she might
tell her mother, seek an abortion, or run away with her boy
friend. Later, some 13,000 young people in the 11 countries
reviewed these stories. They chose the paths in the narrative
that they thought most typical (548). The young adults involved
in this research used the completed narratives to develop
messages, training materials, and role-playing exercises (549).

Design communication that speaks to young people. Pro
grams for young adults find themselves pulling against a tide
of misinformation and unhealthy attitudes, trying to present
balanced, believable messages about what it means to be a
sexual human being. Accomplishing this requires offering
young adults information that they need and want-about
how sexuality affects the course of their lives and their
relationships with others. Because learning this is a gradual
process, programs must make their messages appropriate to the
various stages of young adults' lives. A key challenge for
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At the same time, program personnel. too, must reach out
to young adults. In Mexico trained workers who traveled to
schools and other places that young people gather proved
more effective and more cost-effective at reaching boys thm
a youth center (479). Outreach may be the only way to reachJ
some groups, such as street children and commercial sex
workers as well as young men.

Consider the cultural context-but don't be nded by iL
It is axiomatic that each PlOject needs to take account

of its specific cultural setting. At the same time, however,
cultural practices and values should not be accepted simply
because they are traditional. Some practices, such as female
genital mutilation, are clearly harmful and need to be addressed
(see supplement, ''Female Genital Mutilation: A Reproductive
Health Concern"). Less tangible are harmful attitudes,
machismo, and double standards about sexual behavior,
authoritarian attitudes towards youth, and youth's own fatalism
that ill-health or personal calamities are unavoidable (472).
Given that social and cultural influences make more differ
ence to young adults' health than biological conditions,

tional planning, tries to create a politically acceptable pack
age while keeping the sexuality and family planning compon
ent strong. Integration must be carefully considered: Will
it help or hinder meeting the main program objective?

Collaboration, as contrasted with integration, can help to
reach new and larger audiences. For example, the Planned
Parenthood Association of Thailand has helped the govern
ment FLE project reach close to one million students-80%
of tho e in public secondary schools (228). Choosing collab
orators with political strength can be key, especially when
serving young adults is new and controversial.

Communication and outreach: twin tactics. Conununi
eating wilh young adults has special importance. They

are learning about sex and developing values. At the same time
they are influenced by peers, subject to conflicting influences,
and very selective about whom they trust. Programs can reach
young adults through strategic use of mas:; media and outreach.

Through careful choice of spokespersons and mass media,
programs can address young audiences with messages of
sexual responsibility, as has been done in Latin America,
Nigeria, the Philippines, and elsewhere.

Lessons Learned: Ten Tips for Serving Young Adults
by Judith Senderowitz.

1Identify and assess y ur audience. Early efforts to serve
young adul assumed that this group was homogeneous

and that adult professionals knew what was best for them.
Both assumptions proved faulty. There are profound differ
ences among young people. even within the same country
or region (see pp. -8). These differences require different
responses from pr grams.

Programs can develop the appropriate responses only when
they learn from the intenced clientele. Thi is especially true
with young adults. who often constitute a subculture of their
own, with their own points of view. values, and even vocabu
lary. What do they want tJ know, and how do they want to
learn it? What guidance and services do they need and want?
Whom will they trust? The answers cannot overrule profession
al judgment, but they are an important starting point. When
programs fail to consult potential clients, they leave gaps
between what young people want and what programs offer.
For example, in Kenya and Nigeria students found lessons
on reproductive physiology irrelevant. They wanted to learn
more about "the safe period" and pregnancy prevention (39).

Field-test plans and products. Initial research with
clients is not enough. Specific plans, services, and mes

sages should be tested-often repeatedly-with the group
to be served. For example, in the US some family planning
clinics lamented the dearth of young clients, but it took a
study to point out the problems: the clinics required appoint
ments, had long waits for services, and were seldom open
when young people were out of school.

Integrate and collaborate-but Vtisely. Integrating a
desirable new service into an ongoin.g program can attract

new clients and increase overall use of service. Integration,
however, may render a controversial program element, such
as services for young adults, minimal a"ld ineffective, espe
cially if the real purpose of integration is to sanitize the con
troversial component. This occurred at one point in the devel
opment of sex education. Sexuality issues were merged into
the broader-and more acceptable-family life education
(R..E). FLE courses proliferated, but in some cases coverage
of sexual matters was much reduced or even 10 t. A newer
approach, "life planning," which combines family and voca-

programs is audience segmentation-reaching young peo
ple who have widely differing needs with the specific mes
sages and services appropriate to each. Here again,
programs need to work with young people to design mes
sages that are appealing, meet their information needs, and
encourage healthy behavior. Adults and young people may
see issues very differently, but, by collaborating, they may
be able to create messages and materials that adults find
acceptable and young people find relevant.

To reach young people, an appealing message must be
combined with an appealing format. Because young people
enjoy music, videos, films, dramas, and other entertainment
media, these can be good formats for messages about repro
ductive health. Young adults already rely on the mass media
as sources of information about sexual relationships (see box,
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p. 24), but much of what they see and hear is incorrect,
incomplete, misleading, or misguided and depicts irrespon
sible behavior as exciting and even rewarding. Now some
health programs have begun using the entertainment media
and entertaining formats to reach young adults with messages
about reproductive health. Some programs use broadcast
formats, such as popular songs on radio or music videos on
television, which can reach all young adults. Others address
the needs of specific groups of young adults with videos,
dramas, comics, telephone hotlines, and other media materi
als (109,235,270,368,414,480).

Reach out to young people wherever they are. Even more
so than adults, young people may be embarrassed to come
to clinics or may not know how to get medical care of any
kind. Programs may reach more young people if they set up
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enabling young adults to make good health decisions should
be a major program objective.

6Don't promise more than you can deliver. Many pro
grams set objectves too optimisti 'dly. Ambitious objec

tives may attract donors but can lead to disappointment later.
In etting objectives, remember: Fir t. public health campaigns
take time--even decades-to change attitude and behavior
on a large scale. DO!lors' desire for statistically significant
reductions in pregnancy rates during a youth project of one
to five years is not always reali tic; meeting intermediate
objectives is more fea ible. econd, if reducing the incidence
of pregnancy is a goal, education and coun eJing must be
linked t family planning services. 00 many programs have
succeeded in educating clients but, for lack of services. failed
to reduce pregnancy rates.

Use policy to enable; don't let it be a barrier. Laws and
policy do not alway determine or precede ocial change,

and they often are ignored if they are not consonant with
cultural realities. Still. legislation and policy can educate the
public to the importance of reproductive health and encour
age support for healthy behavior. Where policy statements or
attempts to legislate might create a backlash, however, pro
grams for young adults often can proceed lowly but steadily
without enabling legislation. In other ituation no activities ar
possible without legal underpinnings, and 10 the long run
public debate helps make social change po ible. In either
ca e, advocates must arm themselve with facts, arguments.
and relevant experiences from similar settings.

Take risks and commit to change. Bold leaders are
greatly needed to advocate meeting young adult ' repro

ductive health needs. Such leaders take risks and, while ac
knowledging the importance of culture and tradition, make a
commitment to change. Many programs fail for lack of cour
age to keep up public advocacy on new or sensitive is ues.
One ri k worth ta ing is providing information to young
people early-ideally before they ftrSt have sexual intercourse.
Few programs have been willing to do so, even though stud
ie show that these programs have the best results (see p. 28).

Involve young people in planning and implementing
programs. Another risk worth taking is letting young

people sp ak f r themse! es by invol ing them in program
de ign. Although youn adults in every region have erved

clinics or employ outreach workers in schools, factories,
sports faci Iities, or on street corners. Street Kids International,
for example, uses video vans to reach homeless young
people living on the streets in cities such as Colombo,
Nairobi, Manila, New York, Rio de Janeiro, and Toronto
(107). In Romania a program opened a clinic at a popular
beach resort during the summer holiday season (509).

Peer educators can reach young adults wherever they gather.
For example, the Christian Health Association of Kenya
trains young people as "adulthood teachers," who use dis
cussions, lectures, films, school visits, and club activities to
reach young people (313). In Mexico young workers circulate
at schools, factories, mi litary bases, bars, or sports events---any
where that they can talk with other young people (309, 408).
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as "peer educator ." involving young adults in de igning
programs j a new idea in many place. Young adults can
provide inSIght relevant to program design for the same
rea ons that they succeed as peer educator ': They speak their
peers' "language" and understand what motivates them (134)_

Young people can argue convincingly for change in their
changlOg world, and they can take action. For example,
moved by the death of a fell w student after unsafe abortion,
medical tudents at the University of Ibarlan in Nigeria
started the MUDAFEM project (Multidimen iOllal Approach to
Adolescents' Fertility Management) (16).

Respect the young people that you serve. Program content
and delivery should respect young adults' perceptions

and preferences. Young people need nonjudgmental, confi
dential, and caring professionals. Educator and service pro
viders, however, too often take a moralistic and condemna
tory attitude toward young people. Sure ways to 10 e young
people's trust are to ignore their needs, exclude them fr m
project planning. and preach "what s good for them."

Full and equal respect for young women is absolutely crucial.
While every project should ensure gender equality. some
projects must work especially hard to overcome the impact
of discrimination in the culture at large. In every country
young women suffer from lack of self-e teem. In some
countries young women also suffer physical illne sand
nutritional deficiencies due to unequal treatment (316).

In the long run educational and service program for
young adult will thrive where community norms support
openness and respect. Such norm encourage communication
within the family and in the community. These new norms will
allow programs to go beyond simplistic campaign that only
condemn unhealthy behavior and instead to deal with the
complexity of young adults' educational and developmental
needs. Together, programs and communities can help young
people find their way to healthy and safe behavior.

Judirh SenderowiT'l.., M.A., founded rhe Cenrer for Population 017
riolls (now Advocates for Youth) and served as its president for J2
years. Under her leadership rhe organization pioneered man)' ap
proaches 10 improving Ihe health of young people including "life
planning" education, the use of ellterlainmelll 10 inform youth,
school-based clinics, and the /llIemaTional enter on Adolescellf
Fertility. Recelll/y, he has worked with rile World Bank and Ihl!'
Ulliled Noliolls Population Fund Oil youth issues.

Peer workers often provide condoms, a method that does not
require a clinic visit.

Many communication media, of course, also can reach
young people wherever they are. Soap operas, videos, tele
vision spots, billboards at sports events, telephone hotlines,
songs, tee shirts, and theater performances all have reached
young people with health messages.

Link communication efforts with health services. Programs
often succeed in informing young adults about reproductive
health, but young people cannot act on this information if
they do not know where to get more information or services
(see box, p. 30). Young people need various resources. Sexually
inactive young people may want to know where they can get
guidance or protection if they fear unwanted sexual advances.
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Sexually active young people and pregnant girls need health
services. Information about using community health and social
resources is a key but often neglected part of FLE programs.

Youth programs can keep a directory of services for referrals,
but they serve better when they also reach out to young people
with offers of referrals. In Peru Apoyo a Programas de Poblacion
(APROPO) has staged street theater performances that bridge
the gap between information and services in several ways.
Street performers distribute pamphlets and present 15-min
ute humorous vignettes on contraceptive methods. The actors
invite questions from the audience and sometimes direct
members of the audience to "counseling kiosks," where
they can meet privately with a counselor. Performers and
counselors also give out clinic addresses and advertise a tele
phone hotline staffed by counselors who provide informa
tion and further referrals (387) (see photo, p. 38). The
Philippine Multi Media Campaign for Young People pro
motes and operates a telephone hotline that refers callers
to any of 40 agencies offering a wide variety of services (414).

•
Making Supplies and Services Accessible

Young adults face many barriers to obtaining reproductive
health information and services. Older adults may face some
of the same barriers-for example, lack of awareness about
sources of information and care, high costs, and inconvenient
hours or locations. Young adults, however, also may face
legal and informal restrictions on care, especially on confi
dential services, and hostile or judgmental service providers. In
many cases, in order to win crucial community support,
even programs for young adults put limits on the services or
information that they provide. Unfortunately, they may be
trading away what some young adults need most, such as
information about contraceptives or confidential ity of services.

Reduce legal and informal restrictions. The age of consent
for medical treatment is as low as 14 years in parts of Canada
and New Zealand but as high as 18 years in South Africa. In
some places, such as the United Kingdom, the legal age of
consent for medical procedures is lower than for voting or
entering legal contracts (371). Because of the controversy
surrounding advice and treatment for minors, many health
departments and school boards take the conservative posi-

Programs have the most impact when they link communication
with services. In the Philippines the Oial-A-Friend telephone
hotline refers callers to 40 service agencies in the Manila area.
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tion of denying services or programs to young people who
are legally minors.

Many young adults find it difficult to obtain guarantees of
confidentiality. If young people do not have the legal right
to choose or consent to reproductive health care, they can
be denied confidentiality. Moreover, where sexual inter
course is illegal for minors, some argue that health care
providers who offer minors contraceptive advice or methods
are condoning illegal acts (2, 22, 197). At the level of
program policy rather than law, some parents insist that they
should be present or be notified if their children seek repro
ductive health care. They argue that young people are too
immature to understand medical advice or to make health
decisions, and they require their parents' guidance.

Requirements of spousal consent, too, can deny confidenti
ality even to married young people. When women marry
young, their husbands, families, or health professionals may
not acknowledge their right to make their own decisions
about reproductive health.

Many young adults are notwilling to use services unless they
are confidential, however. Young adults are ohen shy and
uncertain, and they fear ridicule and disapproval. For exam
ple, in a US study 30% of sexually active women younger
than age 19 said that would not go to a reproductive health
clinic because they feared that their parents would find out
(565). Many advocates for young people recommend that
health professionals encourage young people to talk to their
parents but still meet young people'S health needs whether
or not their parents can be involved (2).

Many young people find it easier to buy supplies such as
condoms and spermicides than to go to a clinic or counselor.
Thus laws and policy that allow sales of contraceptives to
young adults and unmarried people are important. At the
same ti me, other ways to distribute contraceptives shou ld be
available, particularly to those who cannot find a place to
buy them or who cannot afford them.

Change hostile, judgmental, or reluctant attitudes. Even
where law and policy give young adults access to reproduc
tive health information and care, hostile or reluctant indi
viduals may stand in the way. Teachers or health care
providers may strongly disapprove of young adults who are
sexually active or even those who seek just information
about sexuality. They may think that, instead, they should
tell young people how to behave. Others may feel uncom
fortable discussing reproductive health with young people
or offering them services. Authoritarian strictures and embar
rassment will not help young people develop a positive
attitude towards sexual responsibility, however (346).

To avoid prejudices, clinic managers need to give their staffs
clear guidance about how to treat young clients. Providers
also need to recognize and reassess their own feelings. In an
Italian clinic, for example, some providers scolded young
clients and told them to change their behavior (110). In
Senegal nurses' aides who screened women at family plan
ning clinic entrances turned away young unmarried women
(393). In South Africa clinic staff refused to answer young
clients' questions (5). In all three cases clinic managers
trained the providers to serve young people pol itely, in part
by helping the providers become aware of their own feel ings
about sexuality among young adults. In particular, counsel
ors must understand that they will not be effective if they
dictate to young people what to do. Instead, they must help
them make responsible decisions for themselves.
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What Can Be Done?
Parents can•..
• Make sur that they themselve are

well-informed about repr ductive
health matters;

• Talk with their children about
reproductive health and sexual
responsibility and answer all their
questions fully and accurately;

• Listen to their children compassion
ately, without dismissing their
concern as childish or condemning
their questions as improper;

• Appeal for and support national,
community, and in-school efforts to
provide young adults with reproduc
tive health information and services;

• Encourage the health, safety, and in
tellectual development of their daugh
ters as well as their sons, and encour·
age their sense of self-esteem;

• Teach their sons that it is irresponsible
to make a girl pregnant if they are not
ready to marry or support her and the
child; and

• Adopt responsible sexual behavior
themselves, especially toward children.

Political leaders can enact and
enforce laws and policies that••.
• Improve young people's access to

reproductive health information and
services;

• Prohibit the abuse of young people,
including sexual abuse and female
genital mutilation;

• Prohibit child marriage and raise the
minimum legal age at marriage;

• Make public statements that empha
size the importance ofyoung adults'
reproductive health;

• Endorse and support realistic, com
passionate solutions to young adults'
problems;

• Insist that the news and entertain
ment media provide more responsi
ble coverage and treatment of sexual
behavior; and

• Increase commitment to keeping
girls in school.

Community and religious leaders
can...
• Urge understanding, compassion, and

concern for young people;
• Make the community aware that

there are social as well as personal
causes of young people's reproduc
tive health problems;
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a Inform themselves and others about
young people's health needs;

a Initiate efforts to provide young
people with reproductiv health
infOlmation and services;

a Advocate and org nize substantial
reproductive health program in
schools;

a Condemn a double standard that en
courages boys' sexual activity while
punishing girls'; and

a Call for responsible depiction of sexu
ality in the mass media.

Leaders of reproductive health
programs can...
a Establish health care protocols that

meet the needs of young adults;
• Be sensitive to the concerns of the

community while acting as advocates
for meeting young adults' needs;

a Involve young people in program
design, delivery, and evaluation;

a Train health care providers to offer
high-quality care to young adults in a
nonjudgmental, confidential manner;

• Make clear to staff and the public
that young clients ar welcome and
that their care has high priority;

• Provide information and services at
times and in ways that are acceptable
and convenient for young adults;

• Remove other unnecessary barriers
to services, including limits on ac ess
to contraceptives for reasons of age
or marital status;

• Help the mass media inform the pub
lic about sexuality and reproduction
accurately and encourage the enter
tainment media to depict sexual
behavior responsibly; and

• Know where to refer young people for
more information and health services.

The mass media can...
• Stop glorifying irresponsible sex;
• In entertainment, depict people who

benefit from using contraceptives
and otherwise behaving responsibly
in sexual matters;

• In news coverage and other infor
mational formats, provide accurate
information arId healthy guidance
about reproductive health and contra
ceptives, and make the public aware
of young people's health needs;

TALK TO YOUR

•

• Provide free air time or space for
messages that inform young adults
and encourage healthy behavior; and

• Address parents with accurate infor
mation and guidance on talking
with their adolescent children.

Educators can...
a evelop school curricula that give

students age-appropriate infor
mation about reproductive health;

• Train and support teachers so that
they can teach about reproductive
health and contraception accurately
and comfortably; and

• Facilitate better communication
about sexuality and contraception
between students and their parents.

And young adults themselves can...
• Work with parents, community

leaders, teachers, and health care
providers to design mutually
acceptable approaches to meeting
their own reproductive health needs;

• Act responsibly in sexual matters, for
their own sake and that of others; and

• In sexual situations, respect the
rights, wishes, and concerns ofothers,
including use of contraceptives to
avoid unwanted pregnancies and of
condoms for STD protection.
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Street theater in Peru attracted young adults and others in the community with humorous
skits about sex and contraception. After performances, counseling was available at nearby
kiosks. Taking messages and services to the audience is a good way to reach young adults.

Teachers may feel even less
comfortable discussing repro
ductive health than health
care providers would feel, and
they may fear criticism from
parents. They usually need ex
tra support and training to
teach FLE material. For exam
ple, in Kenya many school
principals and teachers op
pose teaching about contra
ception. As a result, only
about 16% of school FLE
courses discuss contracep
tives, even though the govern
ment supports FLE courses as
a way to reduce pregnancy
(320).

Programs can address teach
ers' reluctance and help them
face criticism. A Mexican pro
gram involved teachers in pro
gram design, trained them in
presenting the material, met
with them regularly as they
taught the material, and met
with parents periodically to an
swer questions. As a result, teachers became more con
vinced of the value of the course and more willing to teach
it (482).

Some teachers are not appropriate sexuality educators, how
ever. Focus-group research in an African country, for exam
ple, found that some male teachers pressured female students
into sexual intercourse (41, 444).

•
Advocacy on Behalf of Young Adults

In the long run, reproductive health programs for young adults
will face a lonely challenge until the community decides to
guide young people as they learn about sexuality. No health or
education program wi II ever have the resources to make a great
difference to people's lives if it always must work against
social norms. For the most part, current social norms with
hold information, advice, and services that would help young
people resist early sexual activity or, when that is not feasible,
at least protect themselves against some of its adverse conse
quences. At the same time, popular culture, both traditional
and modern, often glorifies and encourages sexual activity.

Thus the ultimate task of any program for young people is to
help change this situation. Making this change requires advo
cacy on behalf of young adults-advocacy for a new under
standing, throughout the community, of the world in which
young people live, the pressures and decisions that they face,
the biological and social process of becoming sexually active,
and the ways that organized efforts can best help young people.
Changing the situation also requires advocacy for more
responsible adult behavior-advocacy for an end to the
double standard concerning sexual behavior that adults
often apply to boys and girls, advocacy for prevention and
punishment of sexual abuse, and advocacy for responsible,
rather than irresponsible, depiction and discussion of sex
and sexuality in the mass media.
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Where social attitudes have changed and adults are willing
to face the issues, fertility, STD, and abortion rates among
young people are low. A study of 37 developed countries
found that these rates were lowest in the northern European
countries that provide young people with good access to
contraceptive information and services (164,374,455) (see
p.23).

To change social norms, advocacy to youth also is needed.
Programs need to reach out to young people to help them
learn a healthy approach to sexuality. FLE programs in some
European countries stress responsibility in sexual behavior
and encourage young people to postpone sexual intercourse
at least until they have developed a longstanding friendship
with their partner (93, 295, 297).

Each society must design its own response to the reproduc
tive health needs of young adults. Ignoring the problems will
not make them disappear. Indeed, STD rates have risen and
pregnancies among young women are more likely to occur
outside marriage in many countries despite public concern
and condemnation of these trends. Through advocacy, repro
ductive health programs can help communities start addressing
the various needs of young adults.

As a program begins, develops, and becomes established, its
role as an advocate changes. At the start, the controversy that
often surrounds a new program can offer an early opportu
nity to encourage new thinking. As the program develops,
keeping the community aware of positive changes and suc
cess stories helps allay fears. Working with parents, commu
nity leaders, and organizations such as churches, schools,
and other service groups builds mutual confidence and
understanding. Eventually, with effort and persistence, a
program can become a respected voice in the community,
speaking with authority on behalf of young adults.

POPULATION REPORTS



An asterisk (*) denotes an item that was
particularly useful in the preparation of
this issue of Population Reports.

1. ANONYMOUS. Ethiopia: Hard work for successful AIDS prevention. Global
AI DSnews 1: 8-9. 1992.
2. ANONYMOUS. Girls under 16 do not need parental ok to obtain contracep
tive services, says Britain's highest court. Family Planning Perspectives 17(6):
267-268. Nov.-Dec. 1985.
3. ANONYMOUS. Promoting adolescent reproductive health in South Africa.
(Illustrative scope of worklbudget for add-on to the AIDSCAP cooperative
agreement under the Health and Human Resources Analysis for Africa Project:
Attachment A) No date. 6 p. (Unpublished)
4. ANONYMOUS. Young teens are safe on pills but need counseling, follow-up.
Contraceptive Technology Update 8(9): 120-122. Sep. 1987.
5. ABDOOL KARIM, Q., ABDOOL KARIM, S.S., and PRESTON-WHYTE, E.
Teenagers seeking condoms at family planning services: 2. A provider's perspec
tive. South African Medical Journal 82(5): 360-362. Nov. 1992.
6. ADAMS, G., ADAMS-TAYLOR, S., and PITIMAN, K. Adolescent pregnancy
and parenthood: Review of the problem, solutions, and resources. Family
Relations 38(2): 223-229. Apr. 1989.
7. ADEDOYIN, M.A and ADETORO, O. Pregnancy and its outcome among
teenage mothers in Ilorin, Nigeria. East African Medical Journal 66(7): 448-452.
Jul. 1989.
8. ADEKUNLE, AO. and LADIPO,O.A Reproductive tract infections in Nige
ria: Challenges for a fragile health infrastructure. In: Germain, A, Holmes, K.K.,
Piot, P., and Wasserheit, J.N., eds. Reproductive tract infections: Global impact
and priorities for women's reproductive health. New York, Plenum Press, 1992.
p.297-316.
9. ADETORO, 0.0. Septic induced abortion at 1I0rin, Nigeria: An increasing
gynaecological problem in the developing countries. Asia-Oceania Journal of
Obstetrics and Gynaecology 12(2): 201-205. Jun. 1986.
10. ADLAKHA, A, KUMAR, S., and AYAD, M. The role of nuptiality in fertility
decline: A comparative analysis. In: DHS World Conference Proceedings. (Vol.
2) p. 947-964. 1991.
11. AGGARWAL, Y.P. and MATI, J.K.G. Epidemiology of induced abortion in
Nairobi, Kenya. Journal of Obstetrics and Gynaecology of Eastern and Central
Africa 1(2):54-57. Jun. 1982.
12. AGUILAR, R. Telephone provides "instant friend." Network 14(2): 22. Oct.
1993.
13. AGYEI, W.K.A and EPEMA, E.J. Sexual behavior and contraceptive use
among 15-24-year-olds in Uganda. International Family Planning Perspectives
18(1): 13-17. Mar. 1992.
14. AGYEI, W.K.A, EPEMA, E.J., and LUBEGA, M. Contraception and preva
lence of sexually transmitted diseases among adolescents and young adults in
Uganda. International Journal of Epidemiology 21 (5): 981-988. Oct. 1992.
15. AJAYI, AA, MARANGU, L.T., MILLER, J., and PAXMAN, J.M. Adolescent
sexuality and fertility in Kenya: A survey of knowledge, perceptions, and
practices. Studies in Family Planning 22(4): 205-216. Jul.-Aug. 1991.
16. AJIBOYE, J.K.T. The impact of "multidimensional approach to adolescents'
fertility management" (MUDAFEM): A case study of program impact on Univer
sity of lbadan students. Aug. 1994.31 p. (Unpublished)

• 17. ALAN GUTIMACHER INSTITUTE (AGI). Sex and America's teenagers.
New York, AGI, 1994. 88 p.
18. ALAN GUTIMACHER INSTITUTE (AGI). Women, families and the future:
Sexual relationships and marriage worldwide. New York, AGI, 1995. 6 p.
19. ALEGRIA, F.V., SCHOR, N., and DE SIQUEIRA, AA Gravidez na adoles
cencia: Estudo comparativo. [Adolescent pregnancy: A comparative
study.) [PORI Revista de Saude Publica 23(6): 473-477. 1989.
20. ALVAREZ, M.L., MAURICCI, A, and MUZZO, S. Informacion sexual de los
adolescentes segun sexo. [Sex information on adolescents according to gen
der.) [SPA) Revista Chi lena de Pediatria 61 (2): 102-108. Mar.-Apr. 1990.
21. AMERICAN ACADEMY OF PEDIATRICS. COMMITIEE ON ADOLESCENCE.
Contraception and adolescents. Pediatrics 86(1): 134-138. Jul. 1990.
22. AMERICAN MEDICAL ASSOCIATION. COUNCIL ON SCIENTIFIC AFFAIRS.
Confidential health services for adolescents. Journal of the American Medical
Association 269(11): 1420-1424. Mar. 17, 1993.
23. AN, C, HAVEMAN, R., and WOLFE, B. Teen out-of-wedlock births and
welfare receipt: The role of childhood events and· economic circumstances.
Review of Economics and Statistics 75(2): 195-208. May 1993.
24. ANDRE, T., DIETSCH, c., and CHENG, Y. Sources of sex education as a
function of sex, coital activity, and type of information. Contemporary Educa
tional Psychology 16(3): 215-240. Jul. 1991.
25. ANDRE, T., FREVERT, R.L., and SCHUCHMANN, D. From whom do
adolescents learn what about sex? Youth and Society 20: 241-268. 1989.
26. ANGLE, M.A, HUBER, D.H., SHELTON, J.D., and RIVERA, R. Recommen
dations for updating selected practices in contraceptive use: Results of a techni
cal meeting. 1: Combined oral contraceptives, progestin-only injectables, Nor
plant implants, copper-bearing intrauterine devices. Chapel Hill, North
Carolina, INTRAH, Nov. 1994. 133 p.

• 27. ARMSTRONG, S. Female circumcision: Fighting a cruel tradition. New
Scientist 1754: 42-47. Feb. 2, 1991.

• 28.· ASOCIACI6N GUATEMALTECA DE EDUCACl6N SEXUAL (AGES). En
cuesta sobre informaci6n sexual y reproductiva de j6venes, 1986-Reporte final.
[Survey of sexual and reproductive information among youth, 1986-Final
report.][SPA) [Guatemala City), Guatemala, AGES, 1988.

• 29. ASSAAD, M.B. Female circumcision in Egypt: Social implications, current
research, and prospects for change. Studies in Family Planning 11 (1): 3-16. Jan.
1980.
30. ASSOCIATION OF REPRODUCTIVE HEALTH· PROFESSIONALS (ARHP).
Age-related disorders. ARHP Clinical Proceedings, Jan. 1994. p 12-13.
31. ASSOCIATION ZAIROISE POUR LE BIEN-ETRE FAMILIAL (AZBEF). and
POPULATION COUNCIL (Pd. Survey of parents' ability to answer questions
on family life. In: PC, Compiler. Operations research family planning database
project summaries. New York, PC, Mar. 1993. (2) p. ZAI-16.
32. BACHMANN, C.A Adolescencia: Riesgo reproductivo. [Adolescence:
Reproductive risk.IISPA) Lima, Consejo Nacional de Ciencia y Technologia,
(1988). 271 p.
33. BAGSHAW, S.N., EDWARDS, D., TUCKER, AK. Ethinyl oestradiol and
d-norgestrel is an effective emergency postcoital contraceptive: A report of its
use in 1,200 patients in a family planning clinic. Australian and New Zealand
Journal of Obstetrics and Gynaecology 28(2): 137-140. May 1988.
34. BAILEY, P.E., LLANO SAAVEDRA, L., KUSHNER, L., WELSH, M., and
JANOWITZ, B. A hospital study of illegal abortion in Bolivia. Bulletin of the
Pan American Health Organization 22(1): 27-41. 1988.
35. BAKER, E.R. Body weight and the initiation of puberty. Clinical Obstetrics
and Gynecology 28(3): 573-579. Sep. 1985.
36. BALDO, M., AGGLETON, P., and SLUTKIN, G. Does sex education lead to
earlier or increased· sexual activity in youth? Poster presented at the 9th
International Conference on AIDS, Berlin, 1993.9 p.
37. BANKS, I.W. and WILSON, P.I. Appropriate sex education for black teens.

POPULATION REPORTS

Adolescence 24(93): 233-245. Spring 1989.
38. BARKER, G. Research on AIDS: Knowledge, attitudes and practices among
street youth. Children worldwide 20(2-3): 41-42. 1993.

• 39. BARKER, G.K. and RICH, S. Influences on adolescent sexuality in Nigeria
and Kenya: Findings from recent focus-group discussions. Studies in Family
Planning 23(3): 199-210. May-Jun. 1992.
40. BARKER, G.K. and RICH, S. Peer interaction and traditional and modern
influences on adolescent sexuality in Nigeria and Kenya: Findings from recent
focus group discussions. (1992). 30 p. (Unpublished)
41. BARON, D.L., KUMAH, O.M., LETrENMAIER, c.L., KRENN, S.c., BASHIN,
M.E., JATO, M., CHURCH, CA, KIM, Y.M., LANGLOIS, P.F., and KOLS, A
Qualitative research for family planning programs in Africa. Baltimore, Johns
Hopkins School of Public Health. Center for Communication Programs, 1993.
(Occasional Paper Series No.2) 68 p.
42. BARRETI, R.L. and ROBINSON, B.E. The role of adolescent fathers in
parenting and childrearing. Advances in Adolescent Mental Health 4: 189-200.
1990.
43. BARRIOS AMAYA, J.A and RAMOS OllER, A Adolescencia y embarazo:
Aspectos perinatales y socioeconomicos. Hospital de Maternidad Rafael Calvo
C. Cartagena-Colombia. [Adolescence and pregnancy: Perinatal and socioeco
nomic aspects. Hospital de Maternidad Rafael Calvo C. Cartagena, Colom
bia.)[SPA) Revista Colombiana de Obstetricia y Ginecologia 44(2): 101-106.
Apr.-Jun. 1993.

• 44. BARTH, R.P., LELAND, N., KIRBY, D., and FETRO, J.V. Enhancing social
and cognitive skills. In: Miller, B.C., Card, J.J., Paikoff, R.L., and Peterson, J.L.,
eds. Preventing adolescent pregnancy: Model programs and evaluations. New
bury Park, Califomia, Sage, 1992. p. 53-82.
45. BASSETI, M. and SHERMAN, J. Female sexual behavior and the risk of HIV
infection: An ethnographic study in Harare, Zimbabwe. Washington, D.C.,
International Center for Research on Women, 1994. (Women and AI DS Program
Research Report Series)

• 46. BASTOS, A Y.B., MORRIS, L., and FERNANDES, S.R.P. Saude e educal;ao
sexual do jovem: Um estudo em Salvador. [Health and sex education of youth:
A study in Salvador.][POR) Salvador, Brazil, Pathfinder Fund, Feb. 1989. 191 p.
47. BEARD, J.L. .Iron deficiency: Assessment during pregnancy and its impor
tance in pregnant adolescents. American Journal of Clinical Nutrition 59(2,
Suppl.): 502S-51 OS. Feb. 1994.
48. BELLAGIO MEETING ON EMERGENCY CONTRACEPTION. Consensus
statement on emergency contraception. Contraception 52(4): 211-213.
Oct. 1995.
49. BERGANZA, CE., PEYRE, C.A, and AGUILAR, G..Sexual attitudes and
behavior of Guatemalan teenagers: Considerations for prevention of adolescent
pregnancy. Adolescence 24(94): 327-337. Summer 1989.
50. BERGLUND, S.,L1LJESTRAND, J., MARIN, EM., SALGADO, N., and
ZELAYA, E. The background of unwanted and adolescent pregnancies in
Nicaragua: A pilot study. In: Kjellquist, T., ed. The challenge of complexity.
Third World Perspectives on Population Research, Harare, Zimbabwe, Dec.
6-10, 1993. Stockholm, Swedish Agency for Research Cooperation with Devel
oping Countries, 1994. (SAREC Documentation: Conference Report 1994, No.
1) p. 153-181.
51. BILLY,J.O.G., BREWSTER, K.L., and GRADY, W.R. Contextual effects on the
sexual behavior of adolescent women. Joumal of Marriage and the Fami Iy 56(2):
387-404. May 1994.
52. BLACK, J.A and DEBELLE, G.D. Female genital mutilation in Britain. British
Medical Journal 310(6994): 1590-1592. Jun. 1995.
53. BLANEY, c.L. Chilean clinic serves more than medical needs. Network
14(2): 26-27. Oct. 1993.

• 54. BLEDSOE, e.H. and COHEN, B., eds. Social dynamics of adolescent fertility
in sub-Saharan Africa. Washington, D.C., National Academy Press, 1993.
223 p.
55. BLEEK, W. Family and family planning in southern Ghana. In: Oppong, c.,
ed. Sex roles, population and development in West Africa: Policy-related studies
on work and demographic issues. Portsmouth, New Hampshire, Heinemann,
1987. p. 138-153.
56. BLUM, R.W. Global trends in adolescent health. Journal of the American
Medical Association 265(20): 2717. 1991.
57. BLUMENTHAL, P.D. and MCINTOSH, N. Pocket guide for family planning
service proViders. Baltimore, JHPIEGO, 1995.281 p.
58. BOETHIUS, e.G. Love and sex in the Swedish media. Planned Parenthood
Review 6(1): 17-19. Winter 1986.
59. BOLDERO, J., MOORE, S., and ROSENTHAL, D. Intention, context, and
safe sex: Australian adolescents' responses to AIDS. Journal of Applied Social
Psychology 22(17): 1374-1396. 1992.
60. BOND, L.S. La dolorosa realidad de los ninos de la calle. [The sad reality
of street children.)[SPA) Boletin de la Oficina Sanitaria Panamericana 114(2):
97-104. Feb. 1993.
61. BONGAARTS, J. and BRUCE, J. The causes of unmet need for contraception
and the social content of services. Studies in Family Planning 26(2): 57-75.
Mar.-Apr. 1995.
62. BOOHENE, E., TSODZAI, J., HARDEE-CLEAVELAND, K., WEIR,S., and
JANOWITZ, B. Fertility and contraceptive use among young adults in Harare,
Zimbabwe. Studies in Family Planning 22(4): 264-271. Jul.-Aug. 1991.
63. BOYER, D. and FINE, D. Sexual abuse as a factor in adolescent pregnancy
and child maltreatment. Family Planning Perspectives 24(1): 4-11, 19. Jan.-Feb.
1992.
64. BRABIN, L. Pelvic inflammatory disease. Africa Health 15(3): 15-17. Mar.
1993.
65. BRABIN, L., KEMP., J., OBUNGE, O.K., IKIMALO, J., DOLIMORE, N., ODU,
N.N., HART, C.A, and BRIGGS, N.D:· Reproductive tract infections and abor
tion among adolescent girls in rural Nigeria. Lancet 345(8945): 270-271. Feb.
4,1995.
66. BRASEL, J.A Changes in body composition during adolescence. In: Winick,
M., ed. Adolescent nutrition. New York, John Wiley & Sons, 1982. p. 13-18.
67. BRAUN, K. Jodrikdrik rian Jodrikdrik ilo Ejmour: An assessment of youth to
youth in health, a peer education program for primary health care in the Marshall
Islands. Apr. 1994. 75 p. (Unpublished)
68. BROGAN, P. and BRITION, P.O. How to say no. Emphasis, Winter 1986.
p.20-21.
69. BROMHAM, D.R. Intrauterine contraceptive devices-A reappraisal. British
Medical Bulletin 49(1): 100-123. Jan. 1993.
70. BROWN, A, ed. Caribbean men and the family...challenging the assump
tions. Children in Focus 6(4): 1, 8-9. (UNICEF/Caribbean Area Office) Oct.-Dec.
1994.
71. BROWN, J.D., CHILDERS, K.W., and WASZAK, C.S. Television and adoles
cent sexual ity. Society for Adolescent Medicine 11 (1): 62-70. Jan. 1990.
72. BROWNE, A and FINKELHOR, D. Impact of child sexual abuse: A review
of research. Psychology Bulletin 99: 66. 1986.
73. BUCKLEY, e.H. The pathology of intra-uterine contraceptive devices.
Current Topics in Pathology 86: 307-330. 1994.

• 74. BULATAO, R.A and BULATAO, E.Q. Effects of in-school population
education. Washington, D.C., World Bank, Apr. 1986. (PHN Technical Note
86-18) 58 p.
75. BULLOUGH, B. and BULLOUGH, Y. Contraceptives for teenagers. Journal
of Pediatric Health Care 5(5): 237-244. Sep.-Oct. 1991.
76. BULTERYS, M., CHAO, A., HABIMANA, P., DUSHIMIMANA, A,
NAWROCKI, P., and SAAH, A Incident HIV-l infection in a cohort of young
women in Butare, Rwanda. AIDS 8(11): 1585-1591. Nov. 1994.
77. BURNHILL, M.S. Adolescent pregnancy rates in the US. Contemporary
Ob/Gyn 39(2): 26-30. Feb..1994.
78. BURTON, N.N. Data collection on hospitalized incomplete abortions in

Mali and zaire. (1985). lOp. (Unpublished)
79. BUVINIC, M., VALENZUELA, J.P., MOLINA, T., and GONZALEZ, E. The
fortunes of adolescent mothers and their children: The transmission of poverty
in Santiago, Chile. Population and Development Review 18(2): 269-297, 393,
395. Jun. 1992.
80. BWAYO, J.J., MUTERE, AN., OMARI, M.A, KREISS, J.K., JAOKO, W.,
SEKKADE-KIGONDU, c., and PLUMMER, F.A Long distance truck drivers: 2.
Knowledge and attitudes concerning sexually transmitted diseases and sexual
behaviour. East African Medical Journal 68(9): 714-719. Sep. 1991.
81. cACERES, C.E,ROSASCO, AM;, MANDEL, J.S., and HEARST, N. Evaluat
ing a school-based intervention for STD/AIDS prevention in Peru. Journal of
Adolescent Health 15(7): 582-591. Nov. 1994.
82. CALDAS, S.J. The private and societal economic costs of teenage
chi Idbearing: The state of the research. Population and Environment 14(4):
389-399. Mar. 1993.
83. CAPOOR, I. and MEHTA, S. Talking about love and sex in adolescent health
fairs in India. Reproductive Health Matters 5: 22-27. May 1995.
84. CARRON, J.M., MELlAN, M.M., MONTEITH, R.S., MORRIS, L., KINCHEN,
S., and WARREN, C.W. Family Planning Survey: Paraguay 1987. Final English
language report, Feb. 1988. Atlanta, Georgia, United States Centers for Disease
Control, 1988. 133 p.
85. CASEY, S. The missing ingredient: Involving young men in family planning.
Conference report. Male Involvement Bulletin, May 1986. p. 1-8.
86. CASH, K. ''He can be good and still have AIDS": Peer education prevents
AI DS in Thai women workers. Planned Parenthood Challenges 2: 34-36. 1993.
87. CASH, K. and ANASUCHATKUL, B. Experimental educational interventions
for AIDS prevention among northern Thai single migratory factory workers.
Washington, D:C., International Center for Research on Women, Aug. 1995.
(Women and AIDS Program Research Report Series) 123 p.
88. CASTILLO, S. Costa Rica: Tools for teens. Populi 20(2): 8-9. Feb. 1993. ,
89. CASTLE, M.A, L1KWA, R., and WHITIAKER, M. Observations on abortion
in Zambia. Studies in Family Planning 21(4): 231-235. Jul.-Aug. 1990.
90. CATES, W., Jr. Sexually transmitted diseases. Sep. 14, 1992. 57 p. (Unpub
lished)

• 91. CENTER FOR POPULATION OPTIONS (CPO). Adolescent fertility in
sub-Sahara Africa: Strategies for a new generation. Washington, D.C., CPO, Mar.
1992.35 p.
92. CENTERS FOR DISEASE CONTROLAND PREVENTION. U.S. HIVand AIDS
cases reported through Dec. 1993. HIV!AIDSSurveillanceReport5: 1-36. 1994.
93. CENTERWALL, E. Sexuality education for adolescent boys. Stockholm,
Swedish Association for Sex Education, 1995. (Reports on Sexuality and Repro
duction No.1) 34 p.
94. CENTRE FOR DEVELOPMENT AND POPULATION ACTIVITIES (CEDPA).
Nigeria: Linking services and advocacy to increase adolescent access to educa
tion and reproductive health selVices. Washington, D.C., CEDPA, No date.
13 p.
95. CENTRE FOR DEVELOPMENT AND POPULATION ACTIVITIES (CEDPA).
Ghana: Education, services and advocacy for adolescent reproductive health
through an established youth serving agency. Washington, D.C., CEDPA, No
date. 13 p.
96. CENTRE FOR DEVELOPMENT AND POPULATION ACTIVITIES (CEDPA).
Mexico: Educating and serving youth for population and environmental action.
Washington, D.C., CEDPA, No date. 12 p.
97. CENTRE FOR DEVELOPMENT AND POPULATION ACTIVITIES. and
JOHNS HOPKINS UNIVERSITY/POPULATION COMMUNICATION SERVICES.
and NIGERIAN EDUCATIONAL RESEARCH AND DEVELOPMENT COUNCIL.
Evaluation of population/family life education programme in secondary schools
in Nigeria. Jun. 1993. 126 p. (Unpublished)

• 98. CENTRO DE ESTUDIOS DE POBLACION Y PATERNIDAD RESPONSABLE
(CEPAR). Encuesta de informaci6n y experiencia reproductiva de los j6venes
Ecuatorianos en Quito y Guayaquil. [Survey of information and reproductive
experience of young Ecuadorians in Quito and Guayaquil.l[SPA) Quito, Ecua
dor, CEPAR, Dec. 1989. 168 p.

• 99. CENTRO MATERNO INFANTIL DE PLANEJAMENTO FAMILIAR (CMIPF).
Investigal;ao sobre saude reprodutiva do jovem nacidade de Sao Paulo,
1988-Rel~torio final. [Survey on reproductive health ofyouth in the city of Sao
Paulo, 1988-Final report.)[POR) Sao Paulo, Brazil, CMIPF, 1991.
100. CERNADA, G.P., CHANG, M.-C., LIN, H.-S., SUN, T.-H., and CERNADA,
e.-C.C Implications for adolescent sex education in Taiwan. Studies in Family
Planning 17(4): 181-187. Jul.-Aug. 1986.

• 101. CHERLlN, A and RILEY, N.E. Adolescent fertility: An emerging issue in
sub-Saharan Africa. Washington, D.C., World Bank, Jul. 1986. (PHN Technical
Note 86-23) 83 p.
102. CHINERY-HESSE, B. Teen deaths in Ghana prompt policy debate.
Women's Global Network for Reproductive Rights Newsletter (36): 10-1. Jul.
Sep.1991.
103. CLARKE, E.T. Youth education and services for health and family life:
Situation analysis in Lesotho. [Nairobi). and Geneva, International Planned
Parenthood Federation. Africa Region. and World Health Organization, Jul.
1985. 32 p. (Mimeo) ,
104. COHEN, M. New strategies in Indonesia. People 18(2): 12-13. 1991.
105. COKER, AL., RICHTER, D.L., VALOIS, R.F., MCKEOWN, R.E., GARRISON,
C.Z., and VINCENT, M.L. Correlates and consequences of early initiation of
sexual intercourse. Journal of School Health 64(9): 372-377. Nov. 1994.
106. CONFERENCE ON UNSAFE ABORTION AND POST ABORTION FAMILY
PLANNING IN AFRICA Mauritius declaration. 1994.2 p. (Unpublished)
107. CONNOLLY, M. Street Kids International: Karate Kids-Reaching the
unreached. AIDS Education and Prevention (Suppl.): 92-93. Fall 1992.
108. CONTRACEPTION REPORT (CR). Contraception and adolescents: High
lights from the NASPAG conference. Contraception Report 6(3): 4-11, 14. Jul.
1995.

• 109. CONVISSER, J. The zaire Mass Media Project: A model AIDS prevention
communications and motivation project. Washington, D.C., Population Serv
ices International, 1992.23 p.
110. CORRADINI, A How to work successfully with adolescents: Lessons from
an Italian pioneer project. Planned Parenthood in Europe 20(1): 20-21.
May 1991.
111. CROMER, B.A, SMITH, R.D., BLAIR, J.M., DWYER, J., and BROWN, R.T.
A prospective study of adolescents who choose among levonorgestrel implant
(Norplant}, medroxyprogesterone acetate {Depo-Provera), or the combined oral
contraceptive pill as contraception. Pediatrics 94(5): 687-694. Nov. 1994.
112. DALMAT, M.E., RODRIGUEZ R., G., TAGLE, B.A., LONNGI, L.A.B., and
RAMIREZ, M.C.E. Integrated project: Production, use, and distribution of IEC
materials for youth in Mexico. [Tokyo. and Mexico City). and Atlanta, Georgia,
JOICFP. and MEXFAM. and Centers for Disease Control and Prevention, Sep.
1994.98 p.
113. DALY, P., AZEFOR, M., and NASSAH, B. Safe motherhood in francophone
Africa. Washington, D.C., World Bank, Jan. 1994. (HRO Working Papers) p. 2,
14,16,17.
114. DANIEL, W.A, Jr. Nutritional requirements of adolescents. In: Winick, M.,
ed. Adolescent nutrition. New York, John Wiley & Sons, 1982. p. 19-34.
115. DAWSON, D.A. The· effects of sex education on adolescent behavior.
Family Planning Perspectives 18(4): 162-170. Jul.-Aug. 1986.
116. DE CASTRO-BUFFINGTON, S. {jHPIEGO) [Medical quality of care stand
ards for young adultsl Personal communication, Oct. 17, 1994.
11 7. DE SCHRYVER, A and MEHEUS, A Epidemiology of sexually transmitted
diseases: The global picture. Bulletin ofthe World Health Organization 68(5):
639-654. 1990.

• 118. DEMOGRAPHIC AND HEALTH SURVEYS. IRD/MACRO INTERNA
TIONAL. Adolescent women in sub-Saharan Africa: A chartbook on marriage

39



and childbearing. Washington, D.C., Population Reference Bureau, Mar. 1992.
24 p.

* 119. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profile of teenage and young adult women in
Burundi: Findings from the 1987 Burundi Demographic and Health Survey.
Columbia, Maryland. and Washington, D.C., DHS. and USAID, 1987. 29 p.

* 120. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profile ofteenage and young adult women in
Ghana: Findings from the 1988 Ghana Demographic and Health Survey. Co
lumbia, Maryland. and Washington, D.C., DHS. and USAID, 1990. 34 p.

* 121. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profile ofteenage and young adult women in
Kenya: Findings from the 1989 Kenya Demographic and Health Survey. Colum
bia, Maryland. and Washington, D.C., DHS. and USAID, 1989.32 p.

* 122. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profile of teenage and young adult women in
Liberia: Findings from the 1986 Liberia Demographic and Health Survey.
Columbia, Maryland. and Washington,'D.C., DHS. and USAID, [1986).28 p.

* 123. DEMOGRAPHIC AND HEALTH SURVEYS (DHS).MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profile of teenage and young adult women in
Mali: Findings from the 1987 Mali Demographic and Health Survey. Columbia,
Maryland. and Washington, D.C., DHS. and USAID, 1987.29 p.

* 124. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profi Ie of teenage and young adult women in
Nigeria: Findings from the 1990 Nigeria Demographic and Health Survey.
Columbia, Maryland. and Washington, D.C., DHS. and USAID, 1990. 30 p.

* 125. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profile of teenage and young adult women in
Senegal: Findings from the 1986 Senegal Demographic and Health Survey.
Columbia, Maryland. and Washington, D.C., DHS. and USAID,1986. 26 p.

* 126. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profile of teenage and young adult women in
Togo: Findings from the 1988 Togo Demographic and Health Survey. Columbia,
Maryland. and Washington, D.C., DHS. and USAI D, 1988. 30 p.

* 127. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profile of teenage and young adult women in
Uganda: Findings from the 1988-89 Uganda Demographic and Health Survey.
Columbia, Maryland. and Washington, D.C.,DHS. and USAID, 1989. 34 p.

* 128. DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA
TIONAL. and UNITED STATES AGENCY FOR INTERNATIONAL DEVELOP
MENT (USAID). OFFICE OF ANALYSIS, RESEARCH, AND TECHNICAL SUP
PORT. BUREAU FOR AFRICA. A profi Ie of teenage and young adult women in
Zimbabwe: Findings from the 1988-89 Zimbabwe Demographic and Health
Survey. Columbia, Maryland. and Washington, D.C., DHS. and USAID, 1989.
39 p.
129.' DENNEHY, LB., EDWARDS, c.A., and KELLER, R.L. AIDS education
intervention utilizing a person with AIDS: Examination and clarification. AIDS
Education and Prevention 7(2): 124-133. Apr. 1995.
130. DESANTIS, L. and THOMAS, J.T. Parental attitudes toward adolescent
sexuality: Transcultural perspectives. Nurse Praditioner 12(8): 43-48. Aug.
1987.

* 131. DICLEMENTE, R.J., ed. Adolescents and AIDS: A generation in jeopardy.
Newbury Park, California, Sage Publications, 1992. 314 p.
132. DICLEMENTE, R.J. Preventing HIV/AI DS among adolescents: Schools as
agents of behavior change. [Editoriall Journal of the American Medical A'isocia
tion 270(6): 760-762. Aug. 11, 1993.
133. DICLEMENTE, R.J. Preventing HIV/AIDS among adolescents: Schools as
agents of behavior change. lEditorial) Journal of the American Medical Associa
tion 270(6): 760-762. Aug. 11, 1993.
134. DIETZ, P. Youth reach their peers. Passages 10(1): 1-3. 1990.
135. DIXON-MUELLER, R. and GERMAIN, A. Stalking the elusive "unmet need"
for fami ly planning. Studies in Family Planning 23(5): 330-335. Sep.-Od. 1992.
136. DIXON-MUELLER, R. and GERMAIN, A. Unmet need from a woman's
health perspective. Planned Parenthood Challenges 1: 9-12. 1994.
137. DONALDSON, P.J. andCERNADA, G.P. Developing more effective family
planning, family health and family welfare programmes: Opportunities for
government-NGO collaboration. Executive summary and policy implications.
Population Research Leads (42): 1-2. 1992.
138. DORKENOO, L (WHO) [Female genital mutilation) Personal communi
cation, Oct. 25 and Dec. 20, 1995.

* 139. DORKENOO, E. and ELWORTHY, S. Female genital mutilation: Proposals
for change. London, Minority Rights Group, Apr. 1992. 43 p. .
140. DRYFOOS, J.G. Putting the boys in the picture: A review of programs to
promote sexual responsibility among young males. Santa Cruz, California,
Network Publications, 1988. 118 p.
141. DRYFOOS, J.G. A review of interventions to prevent pregnancy. Advances
in Adolescent Mental Health 4: 121-135. 1990.
142. DUBOIS-ARBER, F., LEHMANN, P., HAUSSER, D., and GUTZWILLER, F.
Evaluation des campagnes de prevention du SI DA en Suisse. Deuxieme rapport
de synthese, 1988. [Evaluation of the campaigns for AIDS prevention in
Switzerland. Second synthesis report, 1988.IIFRE) Lausanne, Switzerland, Insti
tut Universitaire de Medecine Sociale et Preventive, 1989. (Cahiers de Recher
cheset de Documentation IUMSP No. 39) 102 p.
143. DYNOWSKI, M. Family life education in Botswana. Health News and
Views 10(1): 3-7. Nov. 1987.
144. EDWARDS, S. Fertility rate decreases despite low method use among
women in Ecuador. International Family Planning Perspectives 19(2): 79-8()'
Jun. 1993.
145. EDWARDS, S.R. The role of men in contraceptive decision-making:
Current knowledge and future implications. Family Planning Perspectives 26(2):

~~~~2EG~~~,A~:,
1
~;:RIE, J., GORTER, A, GONzALEZ, S., GUTIERREZ, R.,

PAUW, J., and SMITH, G.D. HIV/AIDS-related knowledge, attitudes, and
practices among Managuan secondary school students. Bulletin of the Pan
American Health Organization 27(4): 360-369. 1993.
147. EJIRO EMUVEYAN, E. Profile of abortion in Nigeria. Presented at the
Conference on Unsafe Abortion and Post Abortion Family ~Ianning in Africa,
Mauritius, Mar. 24-28, 1994.17 p.

* 148. EL SAADAWI, N. The hidden face of Eve: Women inthe Arab world.
Boston, Bacon Press, 1980.
149; ELLERSTON, c., WINIKOFF, B., ARMSTRONG, E., CAMP, SH. and
SENANAYAKE, P. Expanding access to emergency contraception in developing
countries. Studies in Family Planning 26(5): 251-263. Sep.-Oct. 1995.

40

150. ELTAHAWY, M. Egyptian rights activists sue over FGf\:1. Reuters Ltd., Jul.
8, 1995. (CompuServe News Service)' . ,
151. FAMILY HEALTH INTERNATIONAL (FHI). Emergency contraception.. Re
search Triangle Park,NorthCarolina, FHI, [1994). 2 p.
152. FAMILY PLANNING ASSOCIATION OF HONG KONG (FPAHK). The
Adolescent Sexuality Study 1986: lhe school survey. FPAHK Newsletter 58: 1-2.
Jul. 1988.
153. FAUVEAU, V. Behavioural aspeds of health intervention programmes: A
case-study in Matlab, Bangladesh.. 1991. 33 p. (Unpublished)
154. FERGUSON, A School girl pregnancy in Kenya: Report of a study of
discontinuation rates arid associated factors. 2nd ed. [Nairobi), Kenya, Ministry
of Health, Division of Family Health, GTZ Support Unit, Mar. 1988. 74 p.

* 155. FERRAZ, E.A., FERREIRA, I.Q., SOARES, M., and MORRIS, L. Pesquisa
sobre saude reprodutiva e sexualidade dojovem, Rio de Janeiro, Curitiba e
Recife. Relatorio final. [Study of reprodudive health and sexuality among young
people: Rio de Janeiro, Curitiba e Recife. Final reportllPOR) Rio de Janeiro,
Brazil, BEMFAM, 1992.
156. FEYISETAN, B. and PEBLEY, AR. Premarital sexuality in urban Nigeria.
Studies in Family Planning 20(6, Pt. 1): 343-354. Nov.~ Dec. 1989.
157. FOLEY, E.A. Mothers before their time: The global problem of teen
pregnancy. Calypso Log 18(2): 17-19. Apr. 1991.

* 158. FORDHAM, J.. Growing up in a changing world: 1. Youth organizations
and family life education: An' introdudion. London, International Planned
Parenthood Federation, 1985. 31 p. (Mimeo)

* 159. FORREST, J.D. Adolescent reproductive behavior: An international com
parison of developed countries. Advances in Adolescent Mental Health 4:
13-34. 1990.
160. FORREST, J.D. Timing of reprodudive life stages. Obstetrics and Gyne-
cology 82(1): 105~111. Jul. 1993. .
161. FRASER, AM., BROCKERT, J.E., and WARD, R.H. Association of young
maternal age with adverse reproductive outcomes. New England Journal of
Medicine 332(17): 1113-1117. Apr. 27, 1995.
162. FRAUTSCHI, S., CERULLI, A, and MAINE, D. Suicide during pregnancy
and its neglectas a component of maternal mortality. International Journal of
Gynecology and Obstetrics 47(3): 275-284. Dec. 1994.

* 163. FRIEDMAN, H.L. Reprodudive health in adolescence. World Health
Statistics Quarterly 47(1): 31-35. 1994.
164. FRIEDMAN, J. Cross-cultural perspedives on sexuality education. SIECUS
Report 20(6): 5-11. Aug.-Sep. 1992.
165. FRYER, M., PIOTROW, P.T., and KIRAGU, K. Adolescent reprodudive
health. Influencing behavior and changing policy through mass media: Experi
ence in 15 countries. Persented at the 123rd Annual Meeting of the American
Public Health Association, San Diego, California, Od. 29-Nov. 2, 1995.

* 166. GAGE-BRANDON, A.J. and MEEKERS, D. Sex, contraception and child
bearing before marriage in sub-Saharan Africa. [Summary in FRE,SPA) Interna
tional Family Planning Perspectives 19(1): 14-33. Mar. 1993.
167. GALAVOTII, C. and LOVICK, S.R. School-based clinic use and other
fadors affecting adolescent contraceptive behavior. Journal of Adolescent
Health Care 10(6): 506-512. Nov. 1989.
168. GALLARD, C. Female genital mutilation in France. British Medical Journal
310(6994): 1592-1593. Jun. 1995.
169. GATARA, H.T. and MURIUKI, P.W. Project report on Youth Education and
Services for Health and Family Life: Summary of situation analyses and consult
ation. [Nairobi). and Geneva, International Planned Parenthood Federation.
Africa Region. and World Health Organization, Sep. 1985. 41 p. (Mimeo)
170. GESTRIN, P. (USAID) . [Program to distribute condoms to young people)
Personal communication, Aug. 24, 1994.
171. GHAlWASH, M. Egypt-FGM. Associated Press, 1995. (CompuServe
News Service)
172. GIBSON,. J. (US Census Bureau' International Data Base) [Population
median age in developing countries) Personal communication, Sep. 11, 1995.
173. GILBERT, D. Female genital mutilation: For the sake of purity (and control).
Links 9(5): 6-8, 30. Winter 1993.
174. GIVAUDAN, M., PICK DE WEISS, S., ALVAREZ, M., COLLADO, M.E.,
WEISS, E., and RAO GUPTA, G. Strengthening intergenerational communica
tion: An AIDS prevention strategy for adolescents (Mexico). Washington, D.C.,
International Center for Research on Women, (Women and AIDS Program,
Research Report Series). (Forthcoming)
175. GOICOCHEA, P. Peru: Reaching boys who sell sex. AIDS Watch 11: 2-3.
1990.
176. GOLDMAN, J.A., DICKER, D., FELDBERG, D., SAMUEL, N., and RESNIK,
R. Barrier contraception in the teenager: A comparison of four methods in
adolescent girls. Pediatric and Adolescent Gynecology 3(1): 59-76. 1985.

* 177. GOMEZ, V.M., GRUNBERG, M., MORRIS, L., WHITTLE, L., and HERNAN
DEZ, D. Encuesta nacional de salud reprodudiva de adultos j6venes: Avance
de resultados.IINational survey of young adult reprodudive health: Preliminary
results.IISPA) San Jos~, Costa Rica, Programa Salud Reprodudiva, Aug. 1991.
178. GORGEN, R., MAIER, B., and DIESFELD, H.J. Problems related to school
girl pregnancies in Burkina Faso. Studies in Family Planning 24(5): 283-294.
Sep.-Oct. 1993.
179. GROGGER, J. and BRONARS, S. The socioeconomic consequences of
teenage childbearing: Findings from a natural experiment. Family Planning
Perspectives 25(4): 156-161, 174. Jul.-Aug. 1993.
180. GRUNSEIT, A. Young people and sex/HIV education: The debate contin
ues. Promotion and Education 1(2): 21-23. Jun. 1994.

* 181. GRUNSEIT, A and KIPPAX, S. Effects of sex education on young people'S
sexual behaviour. [1993).22 p. (Unpublished)
182. GU, S.J., DU, M.K., ZHANG, L.D., L1U, Y.L., WANG, S.H., and SIVIN, I.
A 5-year evaluation of Norplant contraceptive implants in China. Obstetrics and
Gynecology 83(5, Pt. 1): 673-678. May 1994.
183. GULE, G.Z. Youth education and services for health and family life:
Situation analysis in Swaziland. [Nairobi!. and Geneva, International Planned
Parenthood Federation. Africa Region. and World Health Organization, Jul.
1985. 31 p. (Mimeo)
184. GUTMAN, L.T. and WILFERT, C.M. Gonococcal diseases in infants and
children. In: Holmes, K.K., MArdh, P.-A, Sparling, P.F., Wiesner, P.J., Cates, W.,
Jr., Lemon, S.M., and Stamm, W.E., eds. Sexually transmitted diseases. 2nd ed.
New York, McGraW-Hili, 1990. p. 803-810.
*185. GYEPI-GARBRAH, B., NICHOLS, D.J., and KPEDEKPO, GM.K. Adoles
cent fertility in sub-Sahara Africa: An overview. Boston, Pathfinder Fund, 1985.
57 p. (Mimeo)
186. HADJIOANNOU, M.B. Cyprus drop-in centres aim at youth. AIDS Watch
1: 6-7. 1988.
187. HADLEY, A. Contraception for the young. Community Outlook, Mar.
1990. p. 15-1 7.
188. HANDWERKER, W.P. Gender power differences between parents and
high-risk sexual behavior by their children: AIDS/STD risk factors extend to a
prior generation. Journal of Women's Health 2(3): 301-315. Fall 1993.
189. HANSEN, W.B. and PASKETT, E.D. Preventing teenage pregnancy in
Forsyth County. Winston-Salem, North Carolina, Bowman Gray School of
Medicine, 1994.12 p.
190. HARARI, S.E. and VINOVSKIS, M.A. Adolescent sexuality, pregnancy, and
childbearing in the past. In: Lawson, A. and Rhode, D.L., eds. The politics of
pregnancy: Adolescent sexuality and public policy. New Haven, Connecticut,
Yale University Press, 1993. p. 23-45.

* 191. HARDY, J.B. and ZABIN, L.S. The Self Center: A school-linked pregnancy
prevention program. In: Adolescent pregnancy in an urban environment: Issues,
programs, and evaluation. Washington, D.C. and Baltimore, Urban Institute
Press. and Urban and Schwarzenberg, 1991. p. 317-332.
192. HATCHER, R.A. Contraceptive options for teenagers. Passages 13(2):

1,3-5,12. 1994.
193. HATCHER, R.A, RINEHART, W., BLACKBURN, R.D., and GELLER, J.S.
Essentials of contraceptive technology. Baltimore, Johns Hopkins Population
Information Program. [Draft, 19951
194. HAUSSER, D., LEHMANN, P., DUBOI5-ARBER, F., and GUTZWILLER, F.
Effediveness of the AI DS prevention campaigns in Switzerland. In: Fleming,
AF., Carballo, M., Fitzsimons, D.W., Bailey, M.R., and Mann, J., eds. The global
impact of AI DS. Proceedings of the First International Conference on the Global
Impact ofAI DS, co-sponsored by the World Health Organization and the London
School of Hygiene and Tropical Medicine, held in London, Mar. 8-10, 1988.
New York, Alan R. Liss, 1988. p. 219-228.
195. HAUSSER, D., LEHMANN, P., DUBOIS-ARBER, F., GUTZWILLER, F.,
DUVANEL, B., GURTNER, F., DI GRAZIA, M., MASUR,J.B., MATHEY, M.C.,
and SCHROEDER, I. Evaluation des campagnes de prevention contre Ie SIDA
en Suisse sur mandat del'Office Federal de la Sante Publique (rapport. de
synthese).[Evaluation of the AIDS Prevention Campaigns in Switzerland under
the authority of the Office Federal de la Sante Publique. Synthesis report.IIFRE)
Lausanne, Switzerland, Institut Universitaire de Medecine Sociale et Preventive,
Dec. 1987. (Cahiers de Recherches et de Documentation IUMSP No. 23) 96 p.
196. HAUSSER, D. and MICHAUD, P.-A. Condom promotion does not increase
sexual adivity among adolescents. Presented at the 8th International Confer
ence on AIDS, Amsterdam, Jul. 19-24, 1992.3 p.
197. HAVARD, J.D.T. Teenagers and contraception. British Medical Journal
292(6519): 508-509. Feb. 22, 198Ci.
198. HAWKI NS, K. and MESHESHA, B. Reaching young people: Ingredients of
effedive programs.. In: Sen, G., Germain, A, Chen, AC., eds. Population
policies reconsidered: Health, empowerment, and rights. Boston, Harvard
Center for Population and Development Studies, Mar. 1994. p. 211-222~
199. HAWKINS, K. and OJAKAA, D. Review of the youth programme of the
Family Planning Association of Kenya. Nairobi, International Planned Parent~

hood Federation. Africa Regional Secretariat, [1992). 25 p.
200. HAWKINS, K., OJAKAA, D., and MESHESHA, B. Review of the Youth'
Programme of the Family Guidance Association of Ethiopia. London, Interna
tional Planned Parenthood Federation, 1992. 41 p.
201. HEALD, F.P. Nutrition in adolescence. In: Pan American Health Organi
zation (PAHO). Health of adolescents and youth in the Americas. Washington,
D.C., PAHO, 1985. (Scientific Publication No. 489) p. 51-61.
202. HEISE, L.L. Gender-based violence and women's reproductive. health.
International Journal of Gynecology and Obstetrics 46(2): 221-229. Aug. 1994.
203. HEISE, L., MOORE, K., and TOUBIA, N.. Sexual coercion and reprodudive
health: A focus on research. New York, Population Council, 1995. 59 p.
204. HEROLD, J.M., VALENZUELA, M.S., and MORRIS, L. Premarital sexual
activity and contraceptive use in Santiago, Chile. Studies in Family Planning
23(2): 128-136. Mar.-Apr., 1992.

* 205. HICKS, EX Infibulation: Female mutilation in Islamic northeastern Africa.
New Brunswick, New Jersey, Transadion Publishers, 1993.318 p.
206. Hicks, S. [Canada introduces anti-prostitution bilL) United Press Interna
tional, Dec. 14, 1995.
207. HIRSH, J.S. and BARKER, G. Adolescents and unsafe abortion in develop
ing countries: A preventable tragedy. Washington, D.C., Intemational Center on
Adolescent Fertility. Center for Population Options, Mar. 1992.68 p.
208. HO, P.c. and KWAN, M.S. A prospedive randomized comparison of
levonorgestrel with the Yuzpe regimen in post-coital contraception. Human
Reprodudion 8(3): 389-392. Mar. 1993.
209. HOFFMAN, S.D., FOSTER, E.M., and FURSTENBERG, F.F., Jr. Reevaluating
the costs of teenage childbearing. Demography 30(1): 1-13. Feb. 1993.

* 210. HOLGUIN, R.T., DUARTE, I., HEROLD, J., and MORRIS, L. Republica
Dominicana Encuesta Nacional de J6venes, 1992. Enjoven-92: Informe Prelimi
nar. [Dominican Republic National Survey among Young People, 1992. En
joven-92: Preliminary survey.IISPA) Santo Domingo. and [Atlanta, Georgia),
PROFAMILIA. and Centers for Disease Control and Prevention, Oct. 1993.
77 p.
211. HONG, M.S. and NAM; J.J. Implication for student's sex education in
Korea. Journal of Population and Health Studies 9(1): 148-181. Jul. 1989.
212. HORON, I.L., STROBl NO, D.M., and MACDONALD, H.M. Birth weights
among infants born to adolescent and young adult women. American Journal
of Obstetrics and Gynecology 146: 444-449. 1983.

* 213. HOSKEN, F.P. The Hosken Report: Genital and sexual mutilation of
females. 4th Rev. Ed. Lexington, Massachusetts, Women's International Network
News, Jan. 1993. 444 p.
214. HOSKEN, F.P. (Women's Internation News). [Legal statusof FGM in various
countries). Personal communication, Aug. 1995.

* 215. HOWARD, M. and MCCABE, J.A. An information and skills approach for
younger teens: Postponing sexual involvement program. In: Miller, B.C., Card,
J.J., Paikoff, R.L., Peterson, J.L., eds. Preventing adolescent pregnancy: Model
programs and evaluations. Newbury Park, California, Sage, 1992. p. 83-109.
216. HOWARD, M. and MCCABE, J.B. Helping teenagers postpone sexual
involvement. Family Planning Perspedives 22(1): 21-26. Jan.-Feb. 1990.
217. HUBER, D. Norplant effectiveness and safety (Revised). Presented at the
meeting of the Technical Guidance Working Group, Arlington, Virginia, Jun. 16,
1995.8 p.
218. HUBLEY, J. Guidelines for action. AIDS Adion (2): 4-5. Mar. 1988.
219. HUERTA WILDE, J. MEXFAM's integrated programs in Jalisco. In: VII
Conferencia Americana de Programas Integrados. CAPRI VII, Mexico. Guadala
jara, Jal., Mayo 12-17, 1986. [Tokyo, Japanese Organization for International
Cooperation in Family Planning), 1986. p. 104-108.
220. HYHAZI, Y. and DIALLO, M.S. Association Guineenne pour Ie bien-etre
familial: Illegal or unsafe abortion in Guinea. Presented at the Conference on
Unsafe Abortion and Post Abortion Family Planning in Africa, Mauritius, Mar.
24-28, 1994.5 p.
221. INSTITUTE FOR REPRODUCTIVE HEALTH (IRH). DIVISION OF FERTILITY
AWARENESS AND NATURAL FAMILY PLANNING. Fertility awareness concept
paper. Washington, D.C., IRH, Sep. 1994. lOp.
222. INTER AFRICAN COMMITTEE. Ghana-Legislation against FGM. [Ab
stracted from lAC Newsletter 17) In: Hosken, F.P., ed. Women's International
Network News 21(3): 38. Summer 1995.

* 223. INTER-AFRICAN COMMITIEE ON TRADITIONAL PRACTICES AFFECT
ING THE HEALTH OF WOMEN AND CHILDREN (lAC). Regional seminar on
Traditional PradicesAffectingthe Health of Women and Children in Africa, 6-1 0
Apr. 1987, Addis Ababa, Ethiopia. Addis Ababa, Ethiopia, lAC, 1987. 182 p.
224. INTERNATIONAL CLEARINGHOUSE ON ADOLESCENT FERTILITY.
Counseling teens: More than just giving advice. Passages 12(4): 1-3. Oct. 1993.
225. INTERNATIONAL CLEARINGHOUSE ON ADOLESCENT FERTILITY.
Reaching sexually exploited youth. Passages 10(4): 1-2, 7. Winter 1991.
226. INTERNATIONAL CLEARINGHOUSE ON ADOLESCENT. FERTILITY.
Youth reach their peers. Passages 10(1): 1-3. Mar. 1990.
227. INTERNATIONAL PROJECTS ASSISTANCE SERVICES. Aconceptual frame
work and program strategy for combatting unsafe abortion. Nov. 1994. 17 p.
(Unpubl ished)
228. ISMARTONO, Y. Thailand's approach to a touchy subject. People 16(2):
12-13. 1,989.

. 229. JACCARD, J. and DITTUS, P. Parent-adolescent communication about
premarital pregnancy. Families in Society 74(6): 329-343. Jun. 1993.
230. JACCARD, J. and DITTUS, P. Parent-teen communication: Toward the
prevention of unintended pregnancies. New York, Springer-Verlag, 1991.
127 p.
231. JAMAICA. NATIONAL FAMILY PLANNING BOARD(jNFPB)., POWELL,
D., JACKSON, J., JAMES, V., WARREN, C.W., MORRIS, L., and WHATLEY, A.
Young adult Reproductive Health Survey: Jamaica-1987: Final report Mar. 1988.
[Kingston), Jamaica, JNFPB, Mar..1988. 244 p.

POPULATION REPORTS



232. JAMAICAN SISTREN THEATRE COLLECTIVE. Continuing education is the
key in Jamaica. Women's Global Network for Reprodudive Rights Newsletter
38: 2-3. Jan.-Mar. 1992. .
233. JAY, M.S., DURANT, R.H., SHOFFITI, T., LINDER, CW., and L1TI, I.F.
Effed of peer counselors on adolescent compliance in use of ora Icontraceptives.
Pediatrics 73(2): 126-131. Feb. 1984.
234. JIMERSON, AB. and STONE, D. HIV prevention in the schools. In: Smith,
W.A, Helquist, M.J., Jimerson, AB., Carovano, K., and Middlestadt, S.E., eds.
A world against AI DS: Communication for behavior change. Washington, D.C,
Academy for Educational Development, Nov. 1993. p. 225-242.

• 235. JOHNS HOPKINS SCHOOL OF PUBLIC HEALTH. CENTER FOR COM
MUNICATION PROGRAMS (CCP). Reaching youth worldwide: A decade of
reprodudive health programs and activities for young people. Baltimore, CCP,
1995. (Working Paper No.2), Od. 1995, 79 p.
236. JOHNSON, G. The youth group plays health songs: "You are the one who
is responsible for your life." Integration 24: 41-43. Jul. 1990.

• 237. JONES, E.F., FORREST, J.D., GOLDMAN, N., HENSHAW, S.K., LINCOLN,
R., ROSOFF, J.I., WESTOFF, CF., and WULF, D. Teenage pregnancy in devel
oped countries: Determinants and policy implications. Family Planning Per
spedives 17(2): 53-63. Mar.-Apr. 1985.

• 238. JONES, E.F., FORREST, J.D., HENSHAW, S.K., SILVERMAN, J., and TORRES,
A Pregnancy, contraception, and family planning services in industrialized
countries. New Haven, Connedicut, Yale University Press, 1989. 286 p.
239. JOSHI, N.P. and BATILE, S.F. Adolescent fathers: An approach for inter
vention. Joumal of Health and Social Policy 1(3): 17-33. 1990.
240. JUSTER, S.M. and VINOVSKIS, M.A Changing perspectives on the Ameri
can family in the past. Annual Review of Sociology 31: 193-206. 1987.
241. KAMPIKAHO, A and IRWIG, L.M. Incidence and causes of maternal
mortality in five Kampala hospitals, 1980-1986. East African Medical Journal
68(8): 624-631. Aug. 1991. __
242. KANE, T.T., DE BUYSSCHER, R., TAYLOR-THOMAS, T., SMITH, T., and
JENG, M. Sexualadivity, family life education, and contraceptive pradice
among young adults In Banjul, The Gambia. Studies in Family Planning 24(1):
50-61. Jan.-Feb. 1993.
243. KANTOR, L.M. Scared chaste? Fear-based educational curricula. SIECUS
Report 21(2): 1-15. Dec. 1992-Jan. 1993.
244. KASUN, J.R. Condom nation: Government sex education promotes teen
pregnancy. Policy Review 68: 79-82. Spring 1994.
245. KAU, M., AIRHIHENBUWA, CO., and HELM, B. Sexual behavior and
contraceptive use by adolescent pupils in the Republic of Bophuthatswana.
International Quarterly ofCommunity Health Education 9(1): 73-82. 1988
1989.
246. KEKOVOLE, J., KIRAGU, K., JOSIAH, P., and MURULI, L. Preliminary
report of the Kenya National IEC Situation Survey. Baltimore, Johns Hopkins
School of Public Health. Center for Communication Programs, 1995. (Forth
coming)
247. KENYA NA~IONAL COUNCIL FOR POPULATION AND DEVELOPMENT
(NCPD). CENTRAL BUREAU OF STATISTICS. and MACRO INTERNATIONAL
(MI). Kenya Demographic and Health Survey 1993. Nairobi, Kenya. and
Calverton; Maryland, NCPD. and MI, May 1994. 278 p.
248. KETIERLINUS, R.D., HENDERSON, S.H., and LAMB, M.E. Maternal age,
sociodemographics, prenatal health and behavior: Influences on neonatal risk
status. Journal on Adolescent Health Care 11: 423-431.1990.
249. KHOURY, M. The problem of sex behavior and fertility control in Lebanon
with special reference to Lebanese youth. 1983.9 p. (Unpublished)
250. KINCAID, D.L. Computer simulation of opinion and behavioral change in
social networks: Family planning adoption in a Bangladesh village. Presented
at the 11 th Annual International Sunbelt Social Network Conference, Tampa,
Florida, Feb. 14-18, 1991.
251. KINCAID, D.L., COLEMAN, P.L., RIMON, J.G. 2nd, and SILAYAN-GO, A.
The Philippine multi-media campaign for young people project: Summary of
evaluation results. Od. 1990. (Unpublished)
252. KINCAID, D.L., ELIAS, J., Jr., COLEMAN, P., and SEGURA, F. Getting the
message: The communication for young people project. Washington, D.C., US
Agency for International Development, Oct. 1988. (AI.S. Evaluation Special
Study No. 56) 47 p.
253. KINCAID, D.L., JARA ELIAS, J.R., COLEMAN, P., and SEGURA, F. Popular
music and sexual responsibility: Evaluation of the communication for young
people project. Presented at the annual meeting of the American Public Health
Association, New Orleans, Od. 18-22, 1987. 12 p.

• 254. KIRAGU, K. Factors associated with contraception among high school
adolescents in Nakuru district, Kenya. Presented at the First Inter-African
Conference on Adolescents, Nairobi, Kenya, Mar. 24-27, 1992. 37 p.

• 255. KIRAGU, K. Factors associated with sexual and contraceptive behavior
among school adolescents in Kenya: The 1989 Nakuru District Adolescent
Fertility Survey, final report. [Baltimore), Johns Hopkins University School of
Hygiene and Public Health, Aug. 1991. 38 p.
256. KIRAGU, K. and ZABIN, L.S. Contraceptive use among high school
students in Kenya. International Family Planning Perspectives 21 (3): 108-113.
Sep.1995.
257. KIRBY, D. Research and evaluation. In: Samuels, S.E. and Smith, M.D.,
eds. Condoms in the schools. Menlo Park, California, Kaiser Forums, 1993. p.
89-109.

• 258. KIRBY, D. A review of educational programs designed to reduce sexual
risk-taking behaviors among school-aged youth in the United States. Springfield,
Virginia, National Technical Information Service, 1995. 70 p.
259. KIRBY, D. Sexuality education: It can reduce unproteded intercourse.
SIECUS Report 21 (2): 19-25. Dec. 1992-Jan. 1993.

• 260. KIRBY, D., BARTH, R.P., LELAND, N., and FETRO, J.V. Reducing the risk:
Impad of a new curriculum on sexual risk-taking. Family Planning Perspectives
23(6): 253-263. Nov.-Dec. 1991.

• 261. KIRBY, D. and BROWN, N.L. School condom availability programs in the
United States. Aug. 25, 1995. 25 p. (Unpublished)

• 262. KIRBY, D. and DICLEMENTE, R.J. School-based interventions to prevent
unproteded sex and HIV among adolescents. In: DiClemente, R.J. and Peterson,
J.L., eds. Preventing AIDS: Theories and methods of behavioral interventions.
New York, Plenum Press, 1994. p. 7-139.
263. KIRBY, D., RESNICK, M.D., DOWNES, B., KOCHER, T., GUNDERSON, P.,
POTIHOFF, S., ZELTERMAN, D., and BLUM, R.W. The effects of school-based
health clinics in St. Paul on school-wide birthrates. Family Planning Perspedives
25(1): 12-16. Jan.-Feb. 1993.
264. KIRBY, D., SHORT, L., COLLINS, J., RUGG, D., KOLBE, L., HOWARD, M.,
MILLER, B., SONENSTEIN, F., and ZABIN, L.S. School-based programs to
reduce sexual risk behaviors: A review of effediveness. Public Health Reports
'109(3): 339-360. May-Jun. 1994.
265. KIRBY, D. and WASZAK, Co School-based clinics. In: Miller, B.C, Card,
J.J., Paikoff, R.L., and Peterson, J.L., eds. Preventing adolescent pregnancy.
Newbury Park, California, Sage, 1992. p. 185-219.
266. KIRBY, D., WASZAK, C, and ZIEGLER, J. Six school-based clinics: Their
reproductive health services and impact on sexual behavior. Family Planning
Perspectives 23(1): 6-16. Jan.-Feb. 1991.
267. KIRBY, D., WASZAK, CS., and ZIEGLER, J. An assessment of six school
based clinics: Services, impad and potential. Washington, D.C, Center for
Population Options, Oct. 1989. 107 p.
268. KISELlCA, M.S. and STURMER, P. Is society giving teenage fathers a mixed
message? Youth and Society 24(4): 487-501. Jun. 1993.
269. KISHOR, S. (Macro International) [Female genital mutilation) Personal
communication, Dec. 15, 1995.
270. KITAMURA, K. Communicating with adolescents: Telephone counseling
and adolescent health clinic services of the Japan Family Planning Association.

POPULATION REPORTS

Integration 25: 40-41. Oct. 1990.
271. KITAMURA, K. Telephone counselling for adolescents. Integration 18:
15-18. Dec. 1988.

.. 272. KLEPINGER, D.H., LUNDBERG, S., arid PLOTNICK, R.D. Adolescent
fertility and the educational attainment of young women. FamilyPlanning
Perspedives 27(1): 23-28. Jan.-Feb. 1995.
273. KLiTSCH, M. Are socioeconomic effeds of teenage birth smaller than
previously thought? Family Planning Perspectives 25(5): 239-240. Sep.
Oct. 1993.
274. KNODEL, J. Gender and schooling in Thailand. New York, Population
Council, 1994. (Research Division Working Papers No. 60) 60 p.
275. KOENIG, M.A, FAUVEAU, V., CHOWDHURY, AI., CHAKRABORTY, J.,
and KHAN, M.A Maternal mortality in Matlab, Bangladesh: 1976-85. Studies
in Family Planning 19(2): 69-80. Mar.-Apr. 1988.

• 276. KOSO-THOMAS, O. The circumcision of women: A strategy for eradica
tion. London, Zed Books, 1987.
277. KU, L., SONENSTEIN, F.L., and PLECK, J.H. Neighborhood, family, and
work: Influences on the premarital behaviors of adolescent males. Social Forces
72(2): 479-503. Dec. 1993.
278. KULIG, J.W. Adolescent contraception: Nonhormonal methods. Pediatric
Clinics of North America 36(3): 717-730. Jun. 1989.
279. KUMAH, O.M., ODALLO, D., SHEFNER, C, MUTURI, N., KARUERU, J.,
GACHANJA, F., and MWANZIA, N. Kenya youth IEC needs assessment. Nov.
15-28, 1992. [Trip report) Baltimore, Center for Communication Programs,
[19931. 74 p.
280. KURZ, K. New responses to the special reprodudive and nutrition needs
of adolescents. Jun. 27, 1994. 6 p. (Unpublished)
281 ~ KURZ, K.M. Adolescent growth. SCN News 11 :3-6. 1994.
282. LADIPO, O.A Preventing and managing complications of induced abor
tion in Third World countries. International Journal of Gynaecology and Ob
stetrics (SuppL 3): 21-28. 1989.
283. LADIPO, O.A, NICHOLS, D.J., PAXMAN, J.M., DELANO, G., KELLY, S.E.,
and OTOLORIN, E.O. Sexual behavior, contraceptive practice and reprodudive
health among the young unmarried population in Ibadan, Nigeria: Final report.
[Watertown, Massachusetts, Pathfinder FundI, Jul. 1983. 69 p.
284. LADJALI, M. and TOUBIA, N. Female circumcision: Desperately seeking
a space for women. IPPF Medical Bulletin 24(2): 1-2. Apr. 1990.
285. LAM, P. Problems in managing adolescent fertility programs: Hong Kong's
experience. In: Population Center Foundation (PCF).Adolescent fertility man
agement in Asia and the Pacific: Proceedings of an international conference,
Aug. 29 to Sep. 1, 1983, Manila, Philippines. Manila, PCF, 1983. p. 56-61.
286. LANDE, R. Controlling sexually transmitted diseases. Population Reports,
Series L, No.9. Baltimore, Johns Hopkins School of Public Health, Population
Information Program, Jun. 1993. 32 p.
287. LANDE, R.E. New era for injectable. Population Reports, Series K, No.5.
Baltimore, Johns Hopkins School of Public Health, Population Information
Program, Aug. 1995. 32p.
288. LANDRY, D.J. and FORREST, J.D. How old are U.S. fathers? Family
Planning Perspedives 27(4): 159-161, 165. Jul.-Aug. 1995.
289. LANE, C. (Advocates for Youth) [Negotiating contraceptive use) Personal
communication, Oct. 18, 1995.
290. LANGER, L.M. and WARHEIT, G.J. The pre-adult health decision-making
model: Linking decision-making dirededness/orientation to adolescent health
related attitudes and behaviors. Adolescence 27(108): 919-948. Winter 1992.
291. LEE, E. and MADE, P. Sex and the teenage girl. Populi 21 (3): 8-9. Mar.
1994.
292. LEMA, Y.M. The determinants of sexuality among adolescent school girls
in Kenya. E:ast African Medical Journal 67(3): 191-200. Mar. 1990.
293. LEMA, V.M., MAKOKHA, AE., SANGHVI, H.CG., and WANJALA, S.H.M.
A review of the medical aspects of adolescent fertility in Kenya. Journal of
Obstetrics and Gynaecology of Eastern and Central Africa 9(1): 37-43. 1991.

• 294. LEMA, V.M. Sexual behaviour, contraceptive practice and knowledge of
reprodudive biology among adolescent secondary school girls in Nairobi,
Kenya. East African Medical Journal 67(2): 86-94. Feb. 1990.
295. LENNERHED, L. Sexuality education in schools-The Swedish debate in a
historical perspective. Stockholm, Swedish Association for Sex Education, 1995.
(Reports on Sexuality and Reproduction No.2) 28 p.

• 296. LIGHTFOOT-KLEIN, H. Prisoners of ritual: An odyssey into female genital
circumcision in Africa. New York, Harrington Park Press, 1989. 306 p.
297. LINDAHL, K. Sexual and reprodudive health and rights-In relation to the
Cairo conference (ICPD 1994). Stockholm, Swedish Association for Sex Educa
tion, 1995. (Reports on Sexuality and Reproduction No.4) 54 p.
298. L1SKIN, L., KAK, N., RUTLEDGE, AH., SMIT, L.C, and STEWART, L. Youth
in the 1980s: Social and health concerns. Population Reports, Series M, No.9.
Baltimore, Johns Hopkins School of Public Health, Population Information
Program, Nov.-Dec. 1985. 40 p.
299. L1SKIN, L. and RUTLEDGE, AH. After contraception: Dispelling rumors
about later childbearing. Population Reports, Series J, No. 28. Baltimore, Johns
Hopkins School of Public Health, Population Information Program, Sep.-Od.
1984.36 p.
300. LLOYD, CB. Family and gender issues for population policy. New York,
Population Council, 1993. (Research Division Working Papers No. 48) 41 p.
301. LOFFREDO, S. Global view: Adolescents. In: Conveying concerns:
Women write on reproductive health. [Compilation of writings) Washington,
D.C, Population Reference Bureau, Jul. 1994. 27 p.
302. L6PEZ SUAREZ, G.A Anticoncepcion en adolescentes. [Contraception in
adolescents.HSPA) PROFAMILIA 8(20): 35-39. Dec. 1992.
303. MAGGWA, AB.N. and NGUGI, E.N. Reproductive trad infedions in
Kenya: Insights for action from research. In: Germain, A, Holmes, K.K., Piot,
P., and Wasserheit, J.N., eds. Reprodudive tract infections: Global impact and
priorities for women's reprodudive health. New York, l='lenum Press, 1992. p.
275-296.
304. MAHOMED, K. and MASONA, D. Adolescent pregnancy-A prospedive
survey of contraceptive knowledge and reprodudive behaviour. Central African
Journal of Medicine 37(10): 316-321. Oct. 1991.
305. MAKERERE UNIVERSITY (MU). and UNITED STATES AGENCY FOR IN
TERNATIONAL DEVELOPMENT (USAID). DELIVERY OF IMPROVED SERVICES
FOR HEALTH PROJECT. Family planning and AIDS knowledge, attitude and
pradice in ten districts of Uganda: Results of focus group discussions and
in-depth interviews. May 1995. 110 p. (Unpublished)
306. MAKINWA-ADEBUSOYE, P. Contraception among urban youth in Nigeria.
Presented at the Demographic and Health Surveys World Conference, Washing
ton, D.C, Aug. 5-7, 1991.21 p.
307. MAKINWA-ADEBUSOYE, P. Sexual behavior, reprodudive knowledge
and contraceptive use among young urban Nigerians. International. Family
Planning Perspedives 18(2): 66-70. Jun. 1992.
308. MALES, M. School-age pregnancy: Why hasn't prevention worked? Jour
nal of School Health 63(10): 429-432. Dec. 1993.
309. MARQUES, M. Gente joven/young people: A dialogue on sexuality with
adolescents in Mexico. [ENG, Summary in FRE, SPA) Quality/Calidad/Qualit~

5: 1-28. 1993.
310. MARTINEZ, AL. Caring about boys. Passages 10(2): 1-3. Summer 1990.
311. MASON, Y., ed. Past sexual abuse can lead to contraceptive noncompli
ance. (Special Focus, Pt. 2: Abuse of Women) Contraceptive Technology Update
15(10): 129-140. Od. 1994.
312. MATI, J.K. A review on adolescent health. Journal of Obstetrics and
Gynaecology of Eastern and Central Africa 8(1): 19-23. 1989.
313. MBUGUA, I. Kenya: Creating a network of youth educators. People 16(2):
24-25. 1989.
314. MCANARNEY, E.R. Young maternal age and adverse neonatal outcome.

American Journal of Diseases of Children 141 (1 0): 1053-1059. Od. 1987.
315. MCCAULEY, AP. and GELLER, J.S. Decisions for Norplant programs.
Population Reports, Series K, No.4. Baltimore, Johns Hopkins School of Public
Health, Population Information Program, Nov. 1992. 32p.

. 316. MCCAULEY, AP.,ROBEY, B., BLANC, AX, and GELLER, J.S. Opportuni
ties for women through reproductive choice. Population Reports, Series M, No.
12. Baltimore, Johns Hopkins School of Public Health, Population Information
Program, Jul. 1994. 40 p:
317. MCKINNEY, D.H. and PEAK, G.L. School based health centers: Update
1994. Washington, D.C, Advocates for Youth, 1995. (Forthcoming)
318. MCKINNEY, D.H. and PEAK, G.L. School-based and school-linked health
centers: Update 1993. Washington, D.C, Center for Population Options, 1994.
48 p.
319. MCLAURIN, K.E., HORD, CE., and WOLF, M. Health systems' role in
abortion care: The need for a pro-adive approach. Carrboro, North Carolina,
International Projects Assistance Services, 1991. (Issues in Abortion Care
1) 34 p.
320. MEEKERS, D., GAGE, A, and LI Z. Preparing adolescents for adulthood:
Family life education and pregnancy-related school expulsion in Kenya. Popu
lation Research and Policy Review 14(1): 91-110. Mar. 1995.

• 321. MEEKERS, D. Sexual initiation and premarital childbearing in sub-Saharan
Africa. Columbia, Maryland, Macro International, Aug. 1993. (DHS Working
Papers No.5) 29 p.
322. MENA, M. Cultural sensitivity and work with Latino teen fathers. Men's
Reprodudive Health 3(1): 1,4-6. Winter 1989.
323. MEREDITH, P. Youth services in Ethiopia. Planned Parenthood in Europe
19(3): 13-14. Dec. 1990.
324. MEURSING, K. and SIBINDI, F. Condoms, family planning and living with
HIV in Zimbabwe.. Reprodudive Health Matters 5: 56-67. May 1995.
325. MEXICO. SECRETARIA DE EDUCACION PUBLICA. and POPULATION
COUNCIL (PC). An operational test to institutionalize family life education in
secondary schools in Mexico. In: PC, Compiler. Operations research family
planning database projed summaries. New York, PC, Mar. 1993. [21 p. MEX-19.
326. MILLER, B.C Adolescent parenthood, economic issues, and social poli
cies. Journal of Family and Economic Issues 13(4): 467-475. Winter 1992.
327. MILLER, J.E. Birth outcomes by mother's age at first birth in the Philippines.
International Family Planning Perspectives 19(3): 98-102. Sep. 1993.
328. MIREMBE, F.M. A situational analysis of induced abortions in Uganda.
Presented at the Conference· on Unsafe Abortion and Post Abortion Family
Planning in Africa, Mauritius, Mar. 24-28, 1994. 11. p.
329. MISHRA, S. and DAWN, CS. Retrospedive study of teen age pregnancy
and labour during 5 years period from Jan. 1978 to Dec. 1982 at Durgapur
Subdivisional Hospital. Indian Medical Journal 80(9): 150-152. Sep. 1986.
330. MOERMAN, M.L. Growth of the birth canal in adolescent girls. American
Journal of Obstetrics and Gynecology 143(5): 528-532. Jul. 1, 1982.
331. MOHAMUD, A (PATH) [Female genital mutilation) Personal communi
cation, Nov. 2, 1995.

• 332. MOHAMUD, A Female genital mutilation: A continuing violation of the
human rights of young women. ICAF/Passages, Mar. 1992. 8 p.

• 333. MOORE, K.A, SUGLAND, B.W., BLUMENTHAL, C, GLEI, D., and
SNYDER, N. Adolescent pregnancy prevention programs: Interventions and
evaluations. Washington, D.C, Child Trends, Jun. 1995. 507 p.
334. MOORE, S. and ROSENTHAL, D. lhe social context of adolescent
sexuality: Safe sex implications. Journal of Adolescence 15(4): 415-435. Dec.
1992.
335. MORRIS, L., BAILEY, P., NUNEZ, L., MONROY DE VELASCO, A,
WHATLEY, A, and CARDENAS, C Young Adult Reproductive Health Survey in
two delegations of Mexico City. Mexico City. and Research Triangle Park, North
Carolina. and Atlanta, Georgia, Centro de Orientaci6n para Adultos J6venes.
and Academia Mexicana de Investigaciones en Demografia M~dica. and Family
Health International. and US Centers for Disease Control, Mar. 1987. 123 p.

• 336. MORRIS, L. Sexual behavior of young adults in Latin America. Advances
in Population 2: 231-252. 1994.
337. MORRIS, L. Sexual behavior and use of contraception among young adults:
What have we learned from the young adult reproductive health surveys in Latin
America? Presented at the 1st Inter-African Conference on Adolescent Health,
Nairobi, Mar. 24-27,1992.31 p.

• 338. MORRIS, L. Sexual experience and contraceptive use among young adults
in Central America. Presented at the Symposium on Population in Central
America, San Jose, Costa Rica, Oct. 16-18, 1995. 25 p.
339. MORRIS, L. Young adults in Latin America and the Caribbean: Their sexual
experience and contraceptive use. International Family Planning Perspedives
14(4): 153-158. Dec. 1988
340. MOSCICKI, AB., PALEFSKY, J., GONZALES, J., and SCHOOLNIK, G.K.
Human papillomavirus infedion in sexually active adolescent females: Preva
lence and risk factors. Pediatric Research 28(5): 507-513. Nov. 199()'
341. MOSCICKI, AB., WINKLER, B., IRWIN, CE., Jr., and SCHACHTER, J.
Differences in biologic maturation, sexual behavior, and sexually transmitted
disease between adolescents with and without cervical intraepithelial neoplasia.
Journal of Pediatrics 115(3): 487-493. Sep. 1989.
342. MPANGILE, G.S., LESHABARI, M.T., KMYA, S.F., and KIHWELE, D.J. The
role of male partners in teenage induced abortion in Dar es Salaam. 1994. 34
p. (Unpublished)
343. MUELLER, K.E. and POWERS, W.G. Parent-child sexual discussion: Per
ceived communicator style and subsequent· behavior.. Adolescence 25(98):
469-482. Summer 1990.
344. MUlTO, G. Initiatives and resistances in English-speaking African coun
tries. International Review of Education 39(1-2): 97-102. Mar. 1993.
345. MURRAY, J. Teen pregnancy: An international perspective. Planned
Parenthood Review 6(1): 20-21. Wi nter 1986.
346. NATHANSON, CA Dangerous passage: The social control of sexuality in
women's adolescence. Philadelphia, Temple University Press, 1991. 198 p.
347. NATIONAL INSTITUTES OF HEALTH. Preventing unintended pregnancy:
The role of hormonal contraceptives. Clinician 11 (6): 1-24. Nov. 1993.
348. NEWCOMER, S.F. and UDRY, J.R. Mothers' influence on the sexual
behavior of their teenage children. Journal of Marriage and the Family 46(2):
477-485. May 1984.
349. NICHOLS, D., LADIPO, O.A., PAXMAN, J.M., and OTOLORIN, E.O.
Sexual behavior, contraceptive pradice, and reprodudive health among Nige
rian adolescents. Studies in Family Planning 17(2): 100-106. Mar.-Apr. 1986.
350. NICHOLS, D., WOODS, E.T., GATES, D.S., and SHERMAN, J. Sexual
behavior, contraceptive pradice, and reprodudive health among Liberian ado
lescents. Studies in Family Planning 18(3): 169-176. May-Jun. 1987.
351. NJAU, W. [Advocacy for young people in Kenya.) [Notes from presenta
tion) Presented at the Johns Hopkins School of Public Health, Center for
Communication Programs, Baltimore, Aug. 1, 1995.
352. NJAU, W. Kenya Youth Initiative Projed: A review of youth reprodudive
health with special attention to legislative and policy environment for adoles
cents in Kenya. Dec. 1, 1994. 96 p. (Unpublished)
353. NJOKANMA, O.F., SULE-ODU, AO., and AKESODE, FA Perinatal
mortality at the Ogun State University Teaching Hospital, Sagamu, Nigeria.
Journal ofTropical Pediatrics 40(2): 78-81. Apr. 1994.
354. NNOLl, C Motor-park people shift gear. WorldAIDS 19: 10. Jan. 1992.
355. NYMAN, V. Going Dutch-A pipe dream? British Journal of Family
Planning 19(2): 200-203. Jul. 1993.
356. NYONYINTONO, R. and YIGA, D. Sex abuse. Africa Women and Health
2(2): 30-35. Apr.-Jun. 1994.
357. OBADINA, E. "Pop" wins over Nigerians to family planning. People 18(2):
29-3()' 1991.
358. ODUJINRIN, O.M.T. Sexual activity, contraceptive practice and abortion

41



among adolescents in Lagos, Nigeria. International Journal of Gynecology and
Obstetrics 34(4): 361-366. Apr. 1991.
359. OGUTU-OHWAYO, J. (Family life Education Program of Uganda) [Com
ments on youth programs in Uganda]. Personal communication, Od. 16, 1995.
360. OJWANG, S.B.O. and MAGGWA, A.B.N. Adolescent sexuality in Kenya.
East African Medical Journal 68(2): 74-81. Feb. 1991.
361. OKUMU, M.I. and CHEGE, I.N..·Female adolescent health and sexuality
in Kenyan secondary schools: A survey report. Nairobi, African Medical and
Research Foundation, 1994. 136 p.
362. ONIANG'O, R.K. and ROGO, K.O. Sexual maturation and fertility issues
among high school males in rural Embu, Kenya. Journal of Obstetrics and
Gynaecology of Eastern Central Africa 8(1): 24-27. 1989.
363. OROGE, SA Family life education for adolescents through the formal
school sedor: The Nigerian experience. Presented at the Centre for Develop
ment and Population Activities Conference on Options for a Better life for Young
Women, Nairobi, Feb. 8-10, 1989. 11 p.
364. ORUBULOYE, 1.0., CALDWElL, P., and CALDWELL, J.c. The role of
high-risk occupations in the spread of AIDS: Truck drivers and itinerant market
women in Nigeria. Canberra, Australia, Australian National University. Health
Transition Centre, 1992. (Health Transition Centre Working Paper No. 10) 11 p.
365. PALKA, K. Sexual behavior among secondary school going adolescent
women in Zambia. [Master's thesis, University of North Texas, 1992] Ann
Arbor, Michigan, University Microfilms, 1992. (No. 1349980) 78 p.

* 366. PALMA, I. and QUILODRt\N, C. Adolescent pregnancy in Chile today:
From marriage to abortion. Reproductive Health Matters 5: 12-21. May 1995.
367. PALMER, A. (jHU/PCS) [Family planning radio program for young people
in the Philippines] Personal communication, Mar. 29, 1995.
368. PANDOLFI, AP. and PASSOS, E.P. Educational information on family
planning, sex education and related subjeds for a telephone "hot line." Pre
sented at the 2nd Congreso Latino-Americano de Planificacion Familiar, Rio de
Janeiro, Brazil, Aug. 20-24, 1989. 6 p.
369. PARKE, R.D. and NEVILLE, B. Teenage fatherhood. In: Hofferth, S.l. and
Hayes, C.D., eds. Risking the future: Adolescent sexuality, pregnancy, and
childbearing. (Vol. 2) Washington, D.C., National Academy Press, 1987. p.
145-173.
370. PATHAK, K.B. and RAM, F. Adolescent motherhood: Problems and con
sequences. Journal of FamilyWelfare 39(1): 17-23. Mar. 1993.
371. PAXMAN, J.M. and ZUCKERMAN, R.J. Laws and policies affecting ado
lescent health. Geneva, World Health Organization, 1987.310 p.
372. PAYNE MERRITI, A and RAFFAElLI, M. Creating a model HIV prevention
program for youth. Child, Youth, and Family Services Quarterly: 16(2): 7-9.
Spring 1993.
373. PELTZER, K. and lIKWA, R. Psychosocial aspeds of unwed adolescent
pregnancy in Lusaka, Zambia. International Journal of Mental Health 21 (4):
50-58. Winter 1993.
374~ PERSSON, E. The sexual behaviour of young people. British Journal of
Obstetrics and Gynaecology 100(12): 1074-1076. Dec. 1993.
375. PETERSEN, K.R., BROOKS, l., JACOBSEN, B., and SKOUBY, S.O.. Intrau
terine devices in nulliparous women. Advances in Contraception 7(4): 333-338.
Dec. 1991. .
376. PHILLIPS, M.A The dispossessed male. In: Panos Institute (PI).. We speak
for ourselves: Population and development. Washington, D.C., PI, 1994.
P 10-12.
377. PICK DE WEISS, S., ANDRADE PALOS, P., and TOWNSEND, J. Planeando
tu Vida: Development and testing of a family life education program for young
adults. Final Technical Report. 1990. 105 p. (Unpublished)

* 378. PICK DE WEISS, S., DIAZ LOVING, R., ANDRADE PALOS, P., and DAVID,
H.P. Effect of sex education on the sexual and contraceptive pradices of female
teenagers in Mexico City. Journal of Psychology and Human Sexuality 3(2):
71-93.1990.
379. PICK DE WEISS, S. and TOWNSEND, J. Evaluation of a sex education
program in Mexico City. Presented at the 117th annual meeting ofthe American ..
Public Health Association, Chicago, Oct. 22-26, 1989. 20 p.
380. PIOTROW, P.T., RIMON, J.G., 2nd, KINCAID, D.l., RINEHART, W. Family
planning communication: Lessons for public health. Westport, Connedicut,
Praeger, [1996]. (Forthcoming)
381. PIOTROW, P.T., TREIMAN, K.A., RIMON, J.G. 2nd, YUN, S.H., and
LOZARE, B.V. Strategies for family planning promotion. Washington, D.C.,
World Bank, 1994. (Technical Paper No, 223) 58 p.
382. PIOTROW, P.T. "Entertainment-education": An idea whose time has come.
Population Today 22(3): 4-5. Mar. 1994.
383. PlnMAN, K. and ADAMS, G. What about the boys? Teenage pregnancy
prevention strategies. Washington, D.C., Children's Defense Fund, Jul. 1988.
43 p.
384. PLANNED PARENTHOOD FEDERATION OF KOREA (PPFK). 1991 annual
report. Seoul, Korea, PPFK, May 5, 1992. 49 p.
385. POllT, D.F. and KAHN, J.R. Projed redirection: Evaluation of a compre
hensive program for disadvantaged teenage mothers. Family Planning Perspec
tives 17(4): 150-155. Jul.-Aug. 1985.
386. POLLACK, AE. Teen contraception in the 1990s. Journal of School Health
62(7): 288-293. Sep. 1992.
387. POPPE, P. (jHU/PCS) [linking young adults to health· care services]
Personal communication, Feb. 10, 1995.
388. POPULATION ACTION INTERNATIONAL (PAl). Choosing a contracep
tive: Considerations for youth. [Chart] Washington, D.C., PAl, [1994].
389. POPULATION AalON INTERNATIONAl. Questions and answers on
female genital mutilation. [Information page] Apr. 1994.2 p. (Unpublished)
390. POPULATION CENTER FOUNDATION (PCF). Young adult fertility in the
l'hilippines. Makati, Philippines, PCF, 1985. (YAFS Report Series No.1) 4 p.

* 391. POPULATION COUNCIL (PC). Family planning and gender issues among
adolescents. New York, PC, 1994. 13 p.
392. POPULATION COUNCIl. Need for family life education in Zaire. Africa
OR/TA Projed Update, Dec. 1992. 2 p.
393. POPULATION COUNCIl. Senegal projed measures quality of interper
sonal exchanges in family planning clinic. Africa OR/TA Project Update, Nov.
1991. p. 1-2.
394. POPULATION REFERENCE BUREAU (PRB). and CENTER FOR POPULA
TION OPTIONS (CPO),. The world's youth 1994: A special focus on reproduc
tive health. [Wall chart] [Washington, D.C.], PRB. and CPO, Mar. 1994. 1 p.
395. POPULATION REFERENCE BUREAU (PRB). Fertility and family planning
in Latin America: Challenges ofthe 1990s. [Chartbook] Washington, D.C., PRB,
Jun. 1992. 32 p.
396. PORTER, M. Sexual health? Do we or don't we? Planned Parenthood
Challenges 2: 3-5. 1993.

* 397. PRADA, E., SINGH, S., and WULF, D. Adolescentes de hoy, padres del
manana, Colombia.][Adolescents of today, parents of tomorrow, Colom
bia.][SPAI PROFAMILIA 5(14): 33-43. 1989.
398. PRESTON-WHYTE, E. Gender and the lost generation: The dynamics of
HIV transmission among black South African teenagers in KwaZulu/Natal.
Health Transition Review (4, Suppl.): 241-255. 1994.
399. PROFAMILIA 25 years PROFAMILIA [Foldout] Bogot~, Colombia, PRO
FAMILIA, 1991. 6 p.
400. PROGRAM FOR APPROPRIATE TECHNOLOGY IN HEALTH (PATH).
Eradicating female circumcision and other harmful traditional pradices. PATH
Project Notes, Jun. 1991.2 p.
401. PROTEalNG SEXUALLY ACTIVE YOUTH. Teen mothers, adult fathers.
PSAY Network 3(2): 1, 11. Jun. 1995.
402. QUADREL, M.J., FISCHHOFF, B., and DAVIS, W. Adolescent (in)vulner
ability. American Psychologist 48(2): 102-116. Feb. 1993.
403. RAFFAELLI, M., CAMPOS, R., PAYNE MERRITI, A, SIQUEIRA, E., AN-

42

TUNES, C.M., PARKER, R., GRECO, M., GRECO, D., HALSEY, N. and STREET
YOUTH STUDY GROUP. Sexual pradices and attitudes of street youth in Belo
Horizonte, Brazil. Social Science and Medicine 37(5): 661-670. 1993.

• 404. RAFFAELLI, M., SIQUEIRA, E., PAYNE MERRITI, A, CAMPOS, R., UDE,
W., GRECO, M., GRECO, D., RUFF, A, HALSEY, N., and STREET YOUTH
STUDY GROUP. HIV-related knowledge and risk behaviors of street youth in
Belo Horizonte, Brazil. AIDS Education and Prevention 7(4): 287-297. 1995.
405. RAHIM, A and RAM, B. The impad of adolescent childbearing on the risk
of marital dissolution in Canada. Presented at the International· Population
Conference, Montreal, Canada, Aug. 24-Sep. 1, 1993. 13 p.
406. RAMIREZ, M.M. Ser madre a los 15 anos? [To be a mother at age 15?][SPA]
En Familia 4(2): 6-7. May-Aug. 1992.
407. RECIO, R., VILLEGAS, M., TRUJILLO, AM., MORAN, J., and BASSOL, S.
Contraceptive pradice and pregnancy in Mexican adolescent mothers. British
Journal of Family Planning 19(2): 198-200. Jul. 1993.
408. REID, A How does Mexfam's young people's program work? 1. Colima
shows the way. Integration 20: 7-9. Jul. 1989.
409. REMEZ, l. Many participants in a comprehensive adolescent mothers'
program are self-sufficient 20 years later. Family Planning Perspedives 24(1):
46-47. Jan.-Feb. 1992.
410. REMEZ, l.c. Confronting the reality of abortion in Latin America. Inter
national Family Planning Perspectives 21 (1): 32-36. Mar. 1995.
411. RICE, P.A and SCHACHTER, J. Pathogenesis of pelvic inflammatory
disease. Journal ofthe American Medical Association 266(18): 2587-2593. Nov.
13,1991.
412. RICH, S. (Wallace Global Fund) [Female genital mutilation] Personal
communication, Oct. 16, 1995.
413. RICKERT, V.I., JAY, M.S., and GOTIlIEB, A Effeds of a peer-counseled
AIDS education program on knowledge, attitudes, and satisfaction of adoles
cents. Journal of Adolescent Health 12(1): 38-43. Jan. 1991.
414. RIMON, J.G., 2nd, TREIMAN, K.A, KINCAID, D.l., SILAYAN-GO, A,
CAMACHO-REYES, M.A, ABEJUELA, R., and COLEMAN, P.l. Promoting sex
ual responsibility in the Philippines through music: An enter-educate approach.
Baltimore, Maryland, Johns Hopkins School of Public Health, Center for Com
munication Programs, Nov. 1994. (Occasional Paper Series No.3) 56 p.
415. RIMON, J.G. Leveraging messages and corporations: The Philippine
experience. Integration 22: 37-44. Dec. 1989.
416. RISE, J. An empirical study of the decision to use condoms among
Norwegian adolescents using the theory of reasoned adion. Journal of Commu
nity and Applied Social Psychology 2(3): 185-197. Aug. 1992.
417. ROBEY, B., RUTSTEIN, 5.0., MORRIS, l., and BLACKBURN, R. The
reproductive revolution: New survey findings. Population Reports, Series M,
No. 11. Baltimore, Johns Hopkins School of Public Health, Population Informa
tion Program, Dec. 1992. 44 p.
418. ROBINSON,f.T. Reaching men: At work and in social settings. Network
12(1):9,15-16.Jun.1991.
419. RONALD, A, PLUMMER, F., NGUGI, E., NDINYA-ACHOLA, J.O., PlOT,
P., KREISS, J., and BRUNHAM, R. lhe Nairobi STD Program: An international
partnership. Infectious Disease Clinics of North America 5(2): 337-352.
Jun. 1991.
420. RUIZ, J. Street youth in Colombia: lifestyle, attitudes and knowledge.
AIDS Health Promotion Exchange 1: 12-4. 1994.
421. RUSSELL-BROWN, P. and D'SOUZA, A. Teen clinics and peer counselling
as strategies for combatting teenage pregnancy: Final report. Jun. 1986. 52 p.
(Unpublished)
422. RUSSELL-BROWN, P. and TOWNSEND, J.W. Study of the Determinants
and Quality of Condom Use in two Eastern Caribbean Countries: Barbados and
St. Lucia, Nov. 15, 1988-Jul. 15, 1989. Final technical report. 1989. 45 p.
(Unpubl ished)
423. SABA, W., VALENTE, T.W., PAYNE MERRITI, A, KINCAID, D.l., LUJAN,
M, and FOREIT, J. The mass media and healthbeliefs: Using media campaigns
to promote preventive behavior. Presented at the 121 st annual meeting of the
Ameriean Public Health Association, San Francisco, Od. 1993.23 p.

* 424. SADIK, N., ed. Population policies and programmes: Lessons learned from
two decades of experience. New York, New York University Press, 1991.
488 p.
425. SADLER, C. Family life education in Jamaica. In: Bouzidi, M. and Korte,
R., eds. Family planning for life: Experiences and challenges for the 1990s,
papers presented at the Conference on Management of Family Planning Pro
grammes, Harare, Zimbabwe, 1-7 Od. 1989. London, International Planned
Parenthood Federation, May 1990. p. 123-128.
426. SAMUELS, S.E. and SMITH, M.D., eds. Condoms in the schools. Menlo
Park, California, Henry J. Kaiser Family Foundation, 1993. 169 p.
427. SATHE, AG. Introdudion of sex education in schools: Perceptions of
Indian society. Journal of Family Welfare 40(1): 30-37. Mar. 1994.
428. SATIN, A.J., LEVENO, K.J., SHERMAN, M.l., REEDY, N.J., LOWE, T.W.,
and MCINTIRE, D.D. Maternal youth and pregnancy outcomes: Middle school
versus high school age groups compared with women beyond the teen years.
American Journal of Obstetrics and Gynecology 171 (1): 184-187. Jul. 1994.
429. SCHENKEL, P., CHAVEZ, N., EGREMY, G., and VElASCO, l. Hospital
based education for adolescent mothers in Mexico. Presented at the 120th
Annual Meeting ofthe American Public Health Association, Washington, D.C.,
Nov. 8-12, 1992. 32p.
430. SCHENSUL, S.l., OODIT, G., SCHENSUL, J.J., BHOWON, U., and RAGO
BAR, S. Young women, work and AIDS-related risk behaviorin Mauritius.
Washington, D.C., International Center for Research on Women, Sep.
1993.4 p.
431. SCHENSUL, S.l., OODIT, G., SCHENSUL, J.J., SEEBULUCK, S.,
BHOWON, U., AUKHOJEE, J.P., ROGOBUR, S., KWAT, B.l.K., and AFFOCK,
S. Young women, work, and AIDS-related risk behavior in Mauritius. Washing
ton, D.C., International Center for Research on Women, Aug. 1994. 183 p.
432. SCHOLL, T.O., HEDIGER, M.l., and BELSKY, D.H. Prenatal care and
maternal health during adolescent pregnancy: A review and meta-analysiS.
Journal of Adolescent Health 15(6): 444-456. Sep. 1994.
433. SCHOLL, T.O., MILLER, l.K., SALMON, R.W., COFSKY, M.C., and
SHEARER, J. Prenatal care adequacy and the outcome of adolescent pregnancy:
Effeds on weight gain, preterm delivery, and ,birth weight. Obstetrics and
Gynecology 69(3, Pt. 1):312-316. Mar. 1987.
434. SCHOLL, T.O., MILLER, LX, SHEARER, J., COFSKY, M.C., SALMON, R.W.,
VASILENKO, P., 3rd., ANCES, J. Influence of young maternal age and parity on
term and preterm low birthweight. American Journal of Perinatology 5(2):
101-104. Apr., 1988.
435. SCOTI, P.R.D., MILSOM, GA, and MILSON, G.L. Teachers and parents
too-An assessment of Dutch sexual health education. British Journal of Family
Planning 21(1): 20-21. Apr. 1995.
436. SENANAYAKE, P. Adolescent fertility. In: Wallace, H.M. and Giri, K.
Health care of women and children in developing countries. Oakland, Califor
nia, Third Party Publishing, 1990. p. 470-475.
437. SENANAYAKE, P. Contraception and the adolescent. Outlook 5(2): 2-5.
Jun. 1987.
438. SENANAYAKE, P. Positive approaches to education for sexual health with
examples from Asia and Africa. Journal of Adolescent Health 13(5): 351-354.
Jul. 1992.
439. SENANAYAKE, P. and LADJAlI, M. Adolescent health: Changing needs.
International Journal of Gynecology and Obstetrics 46(2): 137-143. Aug. 1994.

* 440. SENDEROWITZ, J. Adolescent health: Reassessing the passage to adult
hood. Washington, D.C., World Bank, 1995. (World Bank Discussion Papers
272) 61 p.

* 441. SENDEROWITZ, J. and PAXMAN, J.M. Adolescent fertility: Worldwide

concerns. Population Bulletin 40(2): 1-51. Apr. 1985.
442. SEPULVEDA, J., IZAZOLA, J.A, and TOWNSEND, J.W. The impact of
Mexico's mass media communications campaign on public knowledge, atti
tudes and the prevention of AIDS: Final report, Jul. 1, 1987-Feb. 28, 1989.
Mexico City, Consejo Nacional para la Prevencion del SIDA and Population
Council, Jun. 1990. 125 p.
443. SEX INFORMATION AND EDUCATION COUNCILOFTHE U.S. (SIECUS).
NATIONAL GUI DElIN ES TASK FORCE. Guidel ines for comprehensive sexuality
education. New York, SIECUS, 1991. 52 p.
444.SHEFNER, c.l. Trip report: School Theater Workshop, Bouake, C()te
d'ivoire. 1991.28 p. (Unpublished)
445. SHERRIS, J.D. and QUILLIN, W.F.Population education in.the schools.
Population Reports, Series M, No.6. Baltimore, Johns Hopkins School of Public
Health, Population Information Program, Mar.-Apr. 1982.44 p.
446. SIKES, O.J. Reconceptualization of population education. New York,
United Nations Population Fund, 1993; (Technical Paper No.2) 50 p.

* 447. SIKES, O.J. (UNFPA) [Growth, funding, and evaluation of Family life
Education programs] Personal communication, Sep. 25, 1995.
448. SIKKEMA, K.J., WINETI, RA, and LOMBARD, D.N. Development and
evaluation of an HIV-risk reduction program for female college students. AIDS
Education and Prevention 7(2): 145-159. Apr. 1995.
449. SILAYAN-GO, A. Enter-educate videos on adolescent health, sexuality and
development. [Project proposal from Foundation for Adolescent Development]
Jun. 29, 1994. 12 p. (Unpublished)

* 450. SINGH, S. and WULF, D. Today's adolescents, tomorrow's parents: A
portrait of the Americas. New York, AI an Guttmacher Institute, 1990. 96 p.
451. SIQUEIRA WIARDA, I. and HELZNER, J.F. Women, population, and
international development in Latin America: A 1984 assessment. Managing
International Development 1(5): 84-106. Sep.-Od. 1984.

*452. SLACK, AT. Female circumcision: A critical appraisal. Human Rights
Quarterly 10: 437-486. 1988.
453. SMOLLAR, J. and OOMS, T. Young unwed fathers: Research review, policy
dilemmas and options, summary report. Rockville, Maryland, US Department
of Health and Human Services, 1988. 110 p.
454. SOLOMON, C.M. From sensation to good sense. American Medical
News, Od. 19, 1990. p. 7-8.
455. SONDERGAARD, M. Adolescents and contraceptive advice. Entre Nous
22-23: 12. Jun. 1993.
456. SONENSTEIN, F.l. Risking paternity: Sex and contraception among ado
lescent males. In: Elster, AB. and Lamb, M.B., eds. Adolescent fatherhood.
Hillsdale, New Jersey, Lawrence Erlbaum, 1986. p. 31-54.
457. SONENSTEIN, El., KU, l.c., and PLECK, J. Sex and contraception among
adolescent males. TEC Networks 29: 3-5. Jun. 1991.
458. STEVENS, J.W. The negotiation of adulthood status among a group of
African-American lower class pregnant and nonpregnant female adolescents.
[Doctoral dissertation, Loyola University of Chicago, 1993] Ann Arbor, Michi
gan, University Microfilms, 1993. (No. 9326183) 224 p.

* 459. STEWART, l. and ECKERT, E., eds.· Indicators for adolescent reprodudive
health programs. In: Bertrand, J.T. and Tsui, AO. Indicators for reproductive
health program evaluation. Chapel Hill, North Carolina, The Evaluation Project.
(Forthcoming)
460. STEWART, K. and SOMMERFELT, AE. Utilization of maternity care serv
ices: A comparative study using DHS data. In: IRD/Macro International ORD).
Demographic and Health Surveys World Conference, Aug. 5-7, 1991, Washing
ton, D.C.: Proceedings. (Vol. 3) Columbia, Maryland, IRD, 19~1. p. 1645-1667.
461. STEWART, l. and CUERVO, l. Adolescents: The challenge of the future.
Forum 10(1): 18-19. Jun. 1994.
462. STEWART, L, SEBASTIANI, A, and DELGADO, G. . Sexual abuse in
adolescents seeking family planning. Jun. 27, 1994. 17 p. (Unpublished)
463. STEWART, l., SEBASTIANI, A, DELGADO, G., and LOPEZ, G. Dealing
with sexual. abuse in adolescents. Planned Parenthood Challenges 1:
17-20. 1995.
464. STICHTING LOBI (SU. Report ofthe research project: Teenage pregnancies
in Suriname, a research concerning the medical consequences of teenage
pregnencies. Paramaribo, Suriname, SL, Sep. 1987.26 p.
465. STRASBURGER, V.c. Adolescents and the media: Five crucial issues.
Adolescent Medicine, State of the Art Reviews 4: 479-493. 1993.

* 466. STUPP, P., MONTEITH, R., GARciA, R.C., and WHITTLE, l. Encuesta sobre
Salud Familiar Nicaragua 92-93: (nforme final. [Family Health Survey, Nicara
gua, 92-93: Final report.][SPA] Managua, Nicaragua. and Atlanta, Georgia,
PROFAMIUA. and Centers for Disease Control and Prevention, Nov. 1993.
417 p.
467. SULAK,. P.J. and HANEY, AF. Unwanted pregnancies: Understanding
contraceptive use and benefits in adolescents and older women. American
Journal of Obstetrics and Gynecology 168(6, Pt. 2, Suppl.): 2042-2048.
Jun. 1993.
468. SULLIVAN, J.M., RUTSTEIN, 5.0., and BICEGO, G.T. Infant and child
mortality. Calverton, Maryland, Macro International, Jun. 1994. (Demographic
and Health Surveys Comparative Studies No. 15) 57 p.
469. SUPlICY, M. Sexuality education in Brazil. SIECUS Report 22(2): 1-6. Dec.
1993-Jan. 1994.
470. TANKO, N.M. and EKWEMPU, F.1. An evaluation of family life education
drama "As you make your bed." [Baltimore], Johns Hopkins University. Popu
lationCommunication Services, [1994]. (Nigeria Family Health Services Projed)
67 p. (Mimeo)
471. TANNER, J.M. Foetus into man: l'hysical growth from conception to
maturity. Rev. ed. Cambridge, Massachusetts, Harvard University Press, 1990.
288 p.
472. THAPA, N.B. Accidents and injury in childhood. In: Wallace, H.M. and
Giri, K., eds. Health care of women and children in developing countries.
Oakland, California, Third Party Publishing, 1990.428-440.
473. TIETZE, C. and HENSHAW, S.K. Induced abortion: A world review 1986.
(6th ed.) New York, Alan Guttmacher Institute, 1986. 151 p.
474. TOIVONEN, J. Intrauterine contraceptive device and pelvic inflammatory
disease. Annals of Medicine 25(2): 171-173. Apr. 1993.
475. TOUBIA, N. (RAINB) [Female genital mutilation] Personal communica
tion, Oct. 5 and Dec. 12, 1995.

* 476. TOUBIA, N. Female circumcision as a public health issue; .New England
Journal of Medicine 331 (11): 712-716. Sep. 15,1994.

* 477. TOUBIA, N. Femalegenital mutilation: A call for global action. New York,
Women Ink, 1993. 48 p.

* 478. TOUBIA, N. Female genital mutilation-A call for global action. 2nd ed.
Lexington, Massachusetts, Women Ink, 1995.
479. TOWNSEND, J.W., DIAZ DE MAY, E., SEPULVEDA, Y., SANTOS DE GARZA
l., Y., and ROSENHOUSE, S. Sex education and family planning services for
young adults: Alternative urban strategies in Mexico. Studies in Family Planning
18(2): 103-108. Mar.-Apr. 1987.
480. TRAVERS, E. Family planning hits Jamaican airwaves with a splash.
Dispatches 4: 1, 3. Mar. 1994.
481. TRUSSELL, J. and STEWART, F. The effectiveness of postcoital hormonal
contraception. Family Planning Perspedives 24(6): 262-264. Nov.-Dec. 1992.
482. TURNER, R. Sex education gains strength in Mexican public schools.
International Family Planning Perspectives 20(2): 73-74. Jun. 1994.
483. TYRER, l.B., ROTHBART, B., and ANDERSON, K.l. Helping adolescents
make the right contraceptive choice. Contemporary Ob-gyn 35(3): 37-38,
41-42,45,49,52. Mar. 1990.
484. UGANDA EDITH MUKISA NATIONAL STD CONTROL PROGRAM.
Ugandan children attending the national S.T.D. clinic: Why are they at risk of
S.T.D.s/HIV? Presented at the 8th International Conference on AI DS/3rd STD
World Congress, Amsterdam, Jul. 19-24, 1992. 3 p.

POPULATION REPORTS

John M
Rectangle

John M
Rectangle



485. UNITED NATIONS. Human development report 1993. New York, Oxford
University Press, 1993. p. 144-145.
486. UNITED NATIONS (UN). Report of the International Conference on
Population and Development (Cairo, 5-13 Sep. 1994). (Preliminary version)
(New York], UN, 1994. 155 p. (Mimeo)
487. UNITED NATIONS (UN). CENTRE FOR SOCIAL DEVELOPMENT AND
HUMANITARIAN AFFAIRS. Teenage fertility and marriage. Vienna, UN, Jan.
1989. (Data Highlights No.4) 5 p.

• 488. UNITED NATIONS (UN). DEPARTMENT FOR ECONOMIC AND SOCIAL
INFORMATION AND POLICY ANALYSIS. POPULATION DIVISION. The sex
and age distribution of the world populations: The 1994 revision. New York,
UN, 1994. (ST/ESNSER.N144) 858 p.

• 489. UNITED NATIONS (UN). DEPARTMENT OF INTERNATIONAL -ECO
NOMIC and SOCIAL AFFAIRS. Adolescent reproductive behaviour: Evidence
from developed countries. (Vol. 1) New York, UN, 1988. (Population Studies
No. 109) 187 p.

• 490. UNITED NATIONS (UN). DEPARTMENT OF INTERNATIONAL ECO
NOMIC and SOCIAL AFFAIRS. Adolescent reproductive behaviour: Evidence
from developing countries. (Vol. 2) New York, UN, 1989. (Population Studies
No.1 09/Add.l) 128 p.
491. UNITED NATIONS (UN). POPULATION DIVISION. United Nations nup
tialitychart 1991. (Poster] New York, UN, 1991.
492. UNITED NATIONS CHILDREN'S FUND (UNICEF). Guidelines for UNICEF
action on eliminating female genital mutilation. (Memorandum from James P.
Grant, Executive Director] Oct. 31, 1994. 10 p. (Unpublished)
493. UNITED NATIONS CHILDREN'S FUND. and INDIAN COUNCIL OF
MEDICAL RESEARCH. Birth weight: A major determinant of child survival.
Indian Journal of Pediatrics 54(6):801-805. Nov.-Dec. 1987.
494. UNITED NATIONS POPULATION FUND. 1995 Population Award: Eyeing
the prize. Populi 22(3): 5. Mar. 1995.
495. UNITED NATIONS POPULATION FUND (UNFPA). AIDS update 1993: A
report on UNFPA support in the area of HIV!AIDS prevention. New York,
UNFPA, 1994.31 p.
496. UNITED NATIONS POPULATION FUND (UNFPA). Parent education.
New York, UNFPA, 1993. 14 p.
497. UNITED STATES (US). BUREAU OF THE CENSUS. world population
profile: 1994. Washington, D.C., US Government Printing Office, 1994. (Report
WP/94) 139 p.
498. UNITED STATES. CENTERS FOR DISEASE CONTROL (CDC). Division of
STD!HIV prevention: 1994 annual report. Atlanta, Georgia, CDC, [1995].
138 p.
499. UNITED STATES. CENTERS FOR DISEASE CONTROL (CDC). Division of
STD/HIV prevention: 1994 annual report. Atlanta, Georgia, CDC, (1995]. 138p.
500. UNITED STATES. DEPARTMENT OF HEALTH AND HUMAN SERVICES.
CENTERS FOR DISEASE CONTROL (CDC). Division of STD!HIV Prevention:
1991 annual report. (Atlanta, Georgia], CDC, 1992. 313 p.
501. UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT
(USAID). USAID's approach'to female genital mutilation. Washington, D.C.,
USAID, 1995. 7 p.
502. URIZA GUTIERREZ, G. Sexualidad yadolescencia. (Sexuality and adoles
cence.I!SPA] Revista Colombiana de Obstetricia y Ginecologia 39(4): 272-279.
Oct.-Dec. 1988.
503. VADIES, E. and ClARK, J. Comprehensive adolescent fertility project in
urban Jamaica. (Summary in FRE] Hygie 9(2): 21-26. 1990.
504. VAZQUEZ CAlZADA, J.l. and RIVERA ACEVEDO, S. Prenatal care, infant
birthweight and infant mortality in Puerto Rico. Puerto Rico Health Sciences
Journal 8(3): 283-288. Dec. 1989.

• 505. VALENZUELA G., M.S., HEROLD, J.M., and MORRIS, lo Encuesta de Salud
Reproductiva en Adultos Jovenes: Gran Santiago-1988. Informe final. (Young
Adult Reproductive Health Survey, Santiago, Chile-1988. Final informa
tion.](SPA] Santiago, Chile, University of Chile. Department of Public Health,
Jut 1989. 177 p.
506. VAN LOOK, P.F.A and VON HERTZEN, H. Emergency contraception.
British Medical Bulletin 49(1): 158-170. Jan. 1993.
507. VASCONCElOS, A, NETO, A, VALENc;A, A, BRAGA, c., PACHECO, M.,
DANTAS, S., SIMONETII, v., and GARCIA, V. AIDS and sexuality among low
income adolescent women in Recife, Brazil. Washington, D.C., International
Center for Research on Women. (Women and AIDS Program Research Report
Series) (Forthcoming)
508. VERKUYL, D.AA Practising obstetrics and gynaecology in areas with a
high prevalence of HIV infection. Lancet 346(8970): 293-296. Ju1.29, 1995.
509. VINEREANU, D. Romanian FPA (SECS) starts sexual and contraceptive
consultations on the Black Sea coast. Planned Parenthood in Europe 20(1):
24-25. May 1991.
510. VITERI, F.E. The consequences of iron deficiency and anaemia in preg
nancy on maternal health, the foetus and the infant. SCN News 11: 14-18. 1994.
511. WALLACE, H.M. and VIENONEN, M. Teenage pregnancy in Sweden and
Finland: Implications for the United States. Journal of Adolescent Health Care
10(3): 231-236. May 1989.
512. WALTER, H.J. and VAUGHAN, R.D. AIDS risk reduction among a multi
ethnic sample of urban high school students. Journal of the American Medical
Association 270(6): 725-730. Aug. 11, 1993.
513. WARREN, C.W., POWELL, D., MORRIS, l., JACKSON, J., and HAMILTON,
P. Fertility and family planning among young adults in Jamaica. (Summaries in
SPA, FRE] International Family Planning Perspectives 14(4): 137-141. Dec.
1988. . -
514. WATKINS-FERRELL, P.l. Evaluation of teens learning to cope: An adoles
cent pregnancy/AIDS prevention program. (Doctoral dissertation, DePaul Uni
versity, 1990] Ann Arbor, Michigan, University Microfilms International, 1991.
(No. 9108207) 180 p.

• 515. WEISS, E. Adolescent sexuality and sexual behavior. Presented at the 1994
NClH Conference, Arlington, VA
516. WEIS, P. and MULLER, U.Unwanted pregnancies in unmarried young
women in Rwanda. In: Bouzidi, M. and Korte, R., ed. Family planning for life:
Experiences and challenges for the 1990s, papers presented at the Conference
on Management of Family Planning Programmes, Harare, Zimbabwe, 1-7 Oct.
1989. London, International I'lanned· Parenthood Federation, May 1990. p.
111-114.

• 517. WESTOFF, C.F. Age at marriage, age at first birth, and fertility in Africa.
Washington, D.C., World Bank, 1992. (World Bank Technical Paper 169) 63 p.
518. WESTOFF, C.F. and BANKOLE, A Unmet need: 1990-1994. Calverton,
Maryland, Macro International, Jun. 1995. (Demographic and Health Surveys
Comparative Studies No. 16) p. 9-11, 21-26.

• ·519. WESTOFF, C.F., BLANC, AK., and NYBLADE, l. Marriage and entry into
parenthood. Calverton, Maryland, Macro International, Mar. 1994. (Demo
graphic and Health Surveys Comparative Studies No. 10) 42 p.
520. WESTOFF, C.F. and OCHOA, l.H. Unmet need and the demand for family
planning. Columbia, Maryland, Macro International, Jut 1991. (Demographic
and Health Surveys Comparative Studies No.5) 43 p.
521. WESTR6M, l. and MARDH, P.-A Acute pelvic inflammatory disease
(PID). In: Holmes, K.K., Mc\rdh, P.-A, Sparling, P.F., Wiesner, P.J., Cates, W., Jr.,
Lemon, S.M., and Stamm, W.E., eds. Sexually transmitted diseases. 2nd ed.
New York, McGraw-Hili, 1990. p. 593-614.
522. WHITEHEAD, B.D. The failure of sex education. Atlantic Monthly, Oct.
1994. p. 55-57, 60, 63-64, 68-70,72-74, 77, 80.
523. WHITNEY, E.E., COLEMAN, P.l., RIMON, J.G. 2nd., YUN, S.H., KINCAID,
D.L., SILAYAN-GO, A, and TAGUINAN, E. Dial a friend: Increasing access to

POPULATION REPORTS

counseling and health services for young women in metro Manila. Presented at
the 18th Annual International Health Conference, National Council for Interna
tional Health, Arlington, Virginia, Jun. 23-26, 1991. 6 p.

• 524. WHIDLE, L,G6MEZ,V.M:; and MORRIS, l. Comportamiento sexual de
los costarricenses menores de 25 aiios:Encuesta Nacional de Salud Reproduc
tiva de Adultos J6venes. (National Survey of Young Adult Reproductive Health:
Sexual experience amongCosta Ricans under age 25.lISPA] San Jos~, Costa
Rica, Programa Salud Reproductiva, Jul. 1992.37 p.
525. WIELANDT, H.B. and JEUNE, B. Har samlejedebut aendret sig efter ''Sikker
sex"-kampagnen? (Has the age at first coitus changed after the "safe sex"
campaign?llDAN] Ugeskrift for Laeger 154(5): 271-275. Jan. 27, 1992.
526. WILSON, A (US Agency for International Development> (Negotiating
contraceptive use. and Young women with older partners] Personal communi
cation, Oct. 17, 1995.
527. WILSON, D., MCMASTER, J., ARMSTRONG, M., MAGUNJE, N., CHIM
HINA, T., WEISS, E., and RAO GUPTA, G. Strengthening intergenerational
communication: An AIDS prevention strategy for adolescents (Zimbabwe).
Washington, D.C., International Center for Research on Women. (Women and
AIDS Program Research Report Series) (Forthcoming)
528. WILSON, D., MPARADZI, A, and LAVELLE, S. An experimental compari
son of two AIDS prevention interventions among young Zimbabweans. Journal
of Social Psychology 132(3): 415-417. Jun. 1992.
529. WINTER, J.S.D. Nutrition and the neuroendocrinology of puberty. In:
Winick, M., ed. Adolescent nutrition. New York, John Wiley & Sons, 1982. p.
3-12.
530. WITWER, M. Poverty risk for families of Chilean teenage mothers deter
mined by woman's education, father's support. International Family Planning
Perspectives 19(2): 75-76. Jun. 1993.
531. WOODWARD, K. Adolescent contraception: Helping the adolescent
choose a method of birth control. In: Pan American Health Organization
(PAHO). Health of adolescents and youths in the Americas. Washington, D.C.,
PAHO, 1985. (Scientific Publication No. 489) p. 101-111.
532. WORLD HEALTH ORGANIZATION (WHO). Approaches to adolescent
health and development: A compendium of projects and programmes. Geneva,
WHO, 1992. 287 p.
533. WORLD HEALTH ORGANIZATION. Female circumcision: Statement of
WHO position and activities. Jun. 1982. 1 p. (Unpublished)
534. WORLD HEALTH ORGANIZATION (WHO). (Female genital mutila
tion.IIDraft from WHO Technical Working Group Meeting on FGM, Geneva,
Jul. 17-19, 1995.] Jut 18, 1995. 1 p.
535. WORLD HEALTH ORGANIZATION (WHO). Health needs of adolescents.
Geneva, WHO, 1977. (WHO Technical Report Series No. 609) 54 p.
536. WORLD HEALTH ORGANIZATION (WHO). The health of youth. Ge
neva, WHO, Mar. 1989. (Background Document, Technical Discussions, May
1989) 63p.
537. WORLD HEALTH ORGANIZATION (WHO). The health of youth: Facts
for action. Youth and nutrition. Geneva, WHO, 1989. (Technical Discussions
No.8) 7 p. L

538. WORLD HEAlTH ORGANIZATION (WHO). The health of youth: Facts
for action. Youth and reproductive health. Geneva, WHO, 1989. (Technical
Discussions No.5) 11 p.
539. WORLD hEALTH ORGANIZATION (WHO). The health of youth, facts for
action: Youth and AIDS. Geneva, WHO, 1989. 6p.
540. WORLD HEALTH ORGANIZATION (WHO). The health of youth, facts for
action: Youth, a resource for today and tomorrow. Geneva, WHO, 1989. 7 p.
541. WORLD HEALTH ORGANIZATION (WHO). The health of youth, facts for
action: Youth and sexually transmitted diseases. Geneva, WHO, 1989. 6 p.
542. WORLD HEALTH ORGANIZATION (WHO). Health population and
development: WHO position paper. Executive summary. Geneva, WHO, 1994.
23 p.
543. WORLD HEALTH ORGANIZATION (WHO). Improving access to quality
care in family planning. Medical eligibility criteria for initiating and continuing
use of contraceptivemethods. Geneva, WHO, 1995. 160 p.
544. WORLD HEALTH ORGANIZATION (WHO). Pregnancy and abortion in
adolescence: Report of a WHO meeting. Geneva, WHO, 1975. (WHO Tech
nical Report Series No. 583)
545. WORLD HEALTH ORGANIZATION (WHO). The reproductive health of
adolescents: a strategy of action: A joint WHO/UNFPNUNICEF statement.
Geneva, WHO, 1989. 18p.
546. WORLD HEALTH ORGANIZATION. Statistics from the World Health
Organization. AIDS 9(11): 1297-1298. Nov. 1995.
547. WORLD HEALTH ORGANIZATION. A traditional practice that threatens
health-female circumcision. WHO Chronicle 40(1): 31-36. 1986.

• 548. WORLD HEALTH ORGANIZATION (WHO). ADOLESCENT HEALTH
PROGRAMME. The narrative research method: Studying behaviour patterns of
young people-by young people. A guide to its use. Geneva, WHO, Aug. 1993.
40p.

• 549. WORLD HEALTH ORGANIZATION (WHO). ADOLESCENT HEALTH
PROGRAMME (AHP). and WHO. REGIONAL OFFICE FOR AFRICA (ROA).
Adolescent sexual behaviour and reproductive health: From research to action:
The narrative research method. Report of a joint meeting, Dakar, Senegal, Apr.
22-26, 1993. Geneva. and Brazzaville, Congo, WHO/AHP. and WHOIROA,
1993.35 p.
550. WORLD HEALTH ORGANIZATION. and INTERNATIONAL FEDERATION
OF GYNECOLOGY AND OBSTETRICS TASK FORCE. Female circumcision:
Female genital mutilation. European Journal of Obstetrics and Gynecology and
Reproductive Biology 45(2): 153-154. Jul. 3, 1992.
551. WORLD HEALTH ORGANIZATION (WHO). WHO/UNFPNUNICEF
study group on programming for adolescent health. (Press release] Saillon,
Switzerland, WHO, Nov. 8, 1995. 1 p.
552. XENOS, P. Extended adolescence and the sexuality of Asian youth:
Observations on research and policy. Honolulu, Hawaii, East-West Center,
1993. (East-West Center Reprint Series. Population Series No. 292) 44 p.
553. XENOS, P. Youth, sexuality, and public policy in Asia: A research perspec
tive. Honolulu, Hawaii, East-West Population Institute, Aug. 1989. (Working
Papers No. 59) 42 p. _

• ·554. XENOS, P. and GULTIANO, S.A Trends in female and male age at
marriage and celibacy in Asia. Honolulu, Hawaii, East-West Center. Program
on Population, Sep. 1992. (Papers of the Program on Population No. 120) 51 p.
555. XENOS, P., PITAKTEPSOMBATI, P., and SITIITRAI, W. Partner patterns in
the sexual behavior of unmarried, rural Thai men. Asian and Pacific Population
Forum 6(4): 104-117. Winter 1993.
556. YEBOAH, Y. Equal opportunities for women: The implications of adoles
cent pregnancy. and childbirth in sub-Saharan Africa for ILO policies and
programmes. Geneva, International Labour Office, Jun. 1993. (World Employ
ment Programme Working Paper 186) 71 p.

• 557. YINGER, N., DE SHERBININ, A, OCHOA, LH., MORRIS, lo, and HIRSCH,
J. Adolescent sexual activity and childbearing in Latin America and the Carib
bean: Risks and consequences. Washington, D.C., Columbia, Maryland, and
Atlanta, Georgia, Population Reference Bureau, Macro International. Demo
graphic and Heatlh Surveys, and United States Centers for Disease Control, Nov.
1992.24 p.
558. YU, P. Chinese youth favor one-child families. Population Today 23(4):
4-5. Apr. 1995.
559. YUZPE, A.A. Postcoital contraception. In: Corson, S.l., Derman, R.J., and
Tyrer, l.B., eds. Fertility control. Boston, little, Brown, 1985. p. 289-297.
560. YUZPE, AA., SMITH, R.P., and RADEMAKER, A W. A multicenter clinical

investigation employing ethinyl estradiol combined with dl-norgestrelas a post
coital contraceptive agent. Fertility and Sterility. 1982 Apr. 37(4):508-13.
561. ZABIN, l. S. Addressing adolescent sexual behavior and childbearing:
Self-esteem or social change? Womens Health Issues 4(2): 92-97. Summer 1994.
562. ZABIN, LS., KANTNER, J.F., and ZElNIK, M. The risk of adolescent
pregnancy in the first months of intercourse. Family Planning Perspectives 11 (4):
215-222. Jul.-Aug. 1979.

• 563. ZABIN, LS., HIRSCH, M.B., SMITH, E.A., SMITH, M., EMERSON, M.R.,
KING, T.M., STREED, R., and HARDY, J.B. What did it cost? Family Planning
Perspectives 20(4): 188-192. Jul.-Aug. 1988.

• 564. ZABIN, LS., HIRSCH, M.B., SMITH, E.A, STREED, R., and HARDY, J.B.
Evaluation of a pregnancy prevention program for urban teenagers•.. Family
Planning Perspectives 18(3): 119-126. May-Jun. 1986.
565. ZABIN, l.S., STARK, H.A., and EMERSON, M.R. Reasons for delay in
contraceptive clinic utilization: Adolescent clinic and nonclinic populations
compared. Journal of Adolescent Health 12(3): 225-232. May 1991.

• 566. ZAMUDIO, l. and RUBIANO, N. Primer encuentro de investigadores
sobre aborto inducido en Am~rica Latin y el Caribe:.Conclusiones y recomen·
daciones. (First research symposium on induced abortion in Latin America and
the Caribbean: Conclusions and recommendations.](SPA] Santaf~ de Bogot~,

Colombia, Universidad Externado de Colombia. Centro de Investigaciones sobre
Din~mica Social, Mar. 1995.21 p.
567. ZHANG, J., FELDBLUM, P.J., CHI, I.-C., and FARR, M.G. Risk factors for
copper T IUD expulsion: An epidemiologic analysis. Contraception 46(5):
427-433. Nov. 1992.
568. ZURAYK, H. Population and health. li~ge, Belgium, International Union
for the Scientific Study of Population, 1994. 21 p.

ADDENDA.
569. ASSOCIATED PRESS (AP). Egypt-female circumcision. Dec. 30, 1995.
(Wire Service)
570. BENAVENTE, J., MEIKLE, c., SERPICK, A., and PAXMAN, J. Review of
Pathfinder International's Adolescent Programs: 1989-1994. Watertown, Mas
sachusetts, Pathfinder International. (Forthcoming)
571. BHENDE, AA Evolving a model for AIDS prevention education among
under-privileged adolescent girls in urban India. Washington, D.C., Interna
tional Center for Research on Women, Mar. 1995. 58 p.
572. BRINDIS, C.D. Adolescent pregnancy prevention: Aguidebook for com
munities. Palo Alto, California, Health Promotion Resource Center. Stanford
Center for Research in Disease Prevention, 1991.280 p.

• 573. DEMOGRAPHIC HEALTH SURVEYS (DHS). MACRO INTERNATIONAU
IRD. and POPULATION REFERENCE BUREAU (PRB). Adolescent women in
sub-Saharan· Africa: A chartbook on marriage and childbearing. Columbia,
Maryland. and Washington, D.C., DHS. and PRB, Mar. 1992. 24 p.
574. DENNEHY, E.B., EDWARDS, C.A, and KELLER, R.L AIDS education
intervention utilizing a person with AIDS: Examination and clarification. AIDS
Education and Prevention 7(2): 124-133. Apr. 1995.

• 575. EVALUATION PROJECT. IEC WORKING GROUP. Evaluating information
education-communication (IEC) programs: For family planning and reproductive
health. Chapel Hill, North Carolina, University of North Carolina at Chapel Hill.
Carolina Population Center. (Forthcoming)
576. EZZAT, D. Female genital mutilation: Promise compromised. Populi
22(5-6): 4-5. May-Jun. 1995.
577. FORDHAM, J. Growing up in a changing world: 2. Youth organizations
and family life education: Ideas into Action. London, International I'lanned
Parenthood Federation, 1985. 107 p. (Mimeo)
578. FORREST, J.D. Epidemiology of unintended pregnancy and contraceptive
use. American Journal of Obstetrics and Gynecology 170(5, Pt. 2): 1485-1489.
May 1994.
579. FROST, J.J. and FORREST, J.D. Understanding the impact of effective
teenage pregnancy prevention programs. Family Planning Perspectives 27(5):
188-195. Sep.-Oct. 1995.
580. FUGLESANG, M. ''Red card or yellow-are you still in the game?" Being
young and coping with sexual and reproductive health in Tanzania. Stockholm,
Swedish Association for Sex Education, 1995. (Reports on Sexuality and Repro
duction No.3) 83 p.
581. HELITZER-ALLEN, D. An investigation of community-based communica
tion networks of adolescent girls in rural Malawi for HIV/STD prevention
messages. Washington, D.C., International Center for Research on Women,
Sep. 1994. 105 p.

• 582. INSTITUTE OF MEDICINE (1M). COMMIDEE ON UNINTENDED PREG
NANCY. The best intentions: Unintended pregnancy and the well-being of
children and families.· Washington, D.C., National Academy Press, 1995.
583. INTERNATIONAL INSTITUTE FOR POPULATION SCIENCES (liPS). Na
tional Family Health Survey 1992~93. Bombay, liPS, Aug. 1995.402 p.
584. JOHNS HOPKINS SCHOOL OF PUBLIC HEALTH. CENTER FOR COM
MUNICATION PROGRAMS. Final report summary. Mexico: Comic books in
Mexico. (1990]. 5 p. Unpublished. '
585. KURZ, K.M., PEPlINSKY, N.l., and JOHNSON-WElCH, C. Investing in
the future: Six principles for promoting the nutritional status of adolescent girls
in developing countries. Washington, D.C.; International Center for Research
on Women, 1994. 23 p. _
586. MAKERERE UNIVERSITY. DEPARTMENT OF SOCIAL WORK AN 0 SOCIAL
ADMINISTRATION. and UNITED STATES AGENCY FOR INTERNATIONAL
DEVELOPMENT DELIVERY OF IMPROVED SERVICES FOR HEALTH PROJECT
(DISH). Family planning and AIDS knowledge, attitude and practice in ten
districts of Uganda. (Kampala, Uganda], DISH, May 1995. (Mimeo)
587. MCCOMBIE, S., HORNI K, R., and ANARFI, J.K. Evaluation ofa mass media
campaign to prevent AIDS among young people in Ghana-1991-1992. Oct.
1992.41 p. (Unpublished)
588. MONROY DE VELASCO, A., ESTEVE, C., LUN OGREN, R., ROSEN HOUSE,
S., and TOWNSEND, J.W. Prospective cost-effectiveness study to determine a
strategy of expansion of services to young adults in Mexico City. (Final technical
report) Mexico, D.F., Centro de Orientaci6n para Adolescentes. and Population
Council, 1988. 85 p.
589. PAYNE MERRITI, A. and SIQUEIRA, E. Vida de Rua: Educating street youth
through entertainment. (Brazil Case Study) (1994]. 7 p. (Unpublished)
590. RICH, S. (Population Action International) (PAl programs on FGM in Africa]
Personal communication, Mar. 1995.
591. ROBEY, B., ROSS, J., and BHUSHAN, I. Unmet need strategy. Population
Reports, Series J, No. 43. Baltimore, Johns Hopkins School of Public Health,
Population Information Program. (Forthcoming)
592. ROSENTHAL, D.A and SHEPHERD, H. A six-month follow-up of adoles
cents' sexual risk-taking, HIV/AIDS knowledge,and attitudes to condoms.
Journal of Community and Applied Social Psychology 3: 53-65.1993.
593.SEIDMAN, M., VIGIL, P., KLAUS, H., WEED,.S., and CACHAN, J. Fertility
awareness education in the schools: A pilot program in Santiago, Chile. Pre
sented at the annual meeting of the American Public Health Association, San
Diego, California, Oct. 31, 1995. 6 p.
594. TINARWO, G. (Zimbabwe National Family I'lanning Council) (Programs
for young people] Personal communication, Jan. 25, 1996.
595. UNITED NATIONS (UN). Report ofthe conference. (4th World Conference
on Women, Beijing, Sep. 4-15,1995] Geneva, UN, Sep. 13, 1995. 100 p.
(Mimeo)

ISSN 0887-0241

43



-PO~ULATIO,N REPORTS.
Population Reports are free in any quantity to developing countries. In USA and other developed countries, multiple
copies are US$2.00 each; full set of reports in print, $35.00; with binder, $40.00. Send payment in US$ with order.
Population Reports in print in English are listed below. Many are also available in French, Portuguese, and Spanish, as
indicated by abbreviations after each title on the order form below.

POPLINE
POPLINE is the world's largest bibliographic database on population, family planning, and related health issues. It offers
more than 250,000 citations with abstracts to scientific articles, reports, books, and papers. POPLINE is available in
CD-ROM form, providing full searching capability on a microcomputer. Write to the address below for details. POPLINE
is also available online through the u.s. National Library of Medicine at http://igm.nlm.nih.gov/. POPLINE production
is funded primarily by the United States Agency for International Development. POPLINE CD-ROM is funded by the
United Nations Population Fund.

FREE POPLINE INFORMATION TO DEVELOPING-COUNTRY READERS
Fill out the form below to receive a free customized POPLINE search on a topic of your choice. This service is also avail
able to developed-country readers for a fee.

~--------------------------------------------------------------------.
TO ORDER POPULATION REPORTS OR TO REQUEST A POPLINE SEARCH,
please complete the form below. (PRI NT or TYPE clearly.) Mail to:

Population Information Program, The Johns Hopkins School of Public Health
111 Market Place, Suite 310, Baltimore, MD 21202, USA

Fax: (410) 659-2645 E-mail: PopRepts@welchlink.welch.jhu.edu
Internet site: http://www.jhuccp.org

Family name Given name _
Organization _

Address -----------------------------------------
Population Reports in Print

1. Cl Send _ copies of each future issue of Population Reports. _ J-41 Supplement: Female Genital Mutilation: A Reproductive Health

[J I . . . , Concern [1995] (F)
I am already on the Popu abon Reports mallmg list. J 42 HI' h N M d' C F '\ PI . [1995] (F S).. . _ - e pmg t e ews e la over ami y annmg ,

[J Send me a bmder (m developed countries, US$7.00). _J-43 Meeting Unmet Need: New Strategies [1996] (F,S)
2. Language: [JEnglish ClFrench [JPortuguese [JSpanish. _ J-44 Family Planning Methods: New Guidance [1996]
3. Check (~) the issues you want: _J-45 People Who Move: New Reproductive Health Focus [1997] (F,S)
ORAL CONTRACEPTIVES-Series A _ J-46 Reproductive Health: New Perspectives on Men's Participation [1998]

A-7 Lower-Dose Pills [1989] (P) _ J-47 Family Planning Programs: Improving Quality [1998]=A-8 Counseling Clients About the Pill [1990] (F,S) - J-48 New GATHER Guide to Counseling [1998]

INTRAUTERINE DEVICES-Series B INJECTABLES AND IMPLANTS-Series K
8-6 IUDs-An Update [1995] (F P S) K-4 Decisions for Norplant Programs [1992] (F,S)

- • ' , K-4 Guide: Guide to Norplant Counseling [1992] (F,S)
STERII.lZATION, FEMALE-Ser~~s C. '. K-4 Fact sheet: Norplant at a Glance [1992] (F,S)
_ C-10 Voluntary Female Stenllzatlon: Number One and Growmg K-5 New Era for Injectables [1995] (F,P,S)

[1991] (F,S) K-5 Guide: Guide to Counseling on Injectables [1995] (F,P,S)
STERILIZATION, MALE-Series D K-5 Fact sheet: DMPA at a Glance [1995] (F,P,S)
_ D-5 Vasectomy: New Opportunities [1992] (F,S) ISSUES IN WORLD HEALTH-Series L
_ D-5 Guide: Quick Guide to Vasectomy Counseling [1992] (F,S) _ L-9 Controlling Sexually Transmitted Diseases [1993] (F,S)

BARRIER METHODS-Series H _ L-1 0 Care for Postabortion Complications: Saving Women's Lives [1997] (F,S)
_ H-8 Condoms-Now More Than Ever [199'1] (F,S) _ L-1 0 Wall chart: Family Planning After Postabortion Treatment [1997] (F,S)

FAMILY PLANNING PROGRAMS-Series J SPECIAL TOPICS-Series M
_ J-27 Healthier Mothers and Children Through Family Planning _ M-1 0 The Environment & Population Growth: Decade for Action [1992](F,S)

[1984] _M-10 Poster: The Environment & Population Growth [1992] (F)
_ J-38 Poster: Entertainment Educatesl [1990] _ M-1 0 Wall chart: Environment and Population [1992] (F,S)
_J-39 Paying for Family Planning [1991] (F,S) _ M-11 The Reproductive Revolution: New Survey Findings [1992] (F,S)
_ J-40 Making Programs Work [1994] (F,S) _ M-12 Opportunities for Women Through Reproductive Choice [1994] (F,P,S)
_J-40 Poster: Family Planning Helps Everyone [1994] (F,S) _ M-13 Winning the Food Race [1996] (F,S)
_J-41 Meeting the Needs of Young Adults [1995] (F,S) _ M-14 Solutions for a Water-Short World [1998]

POPLI NESearch Request
Subject:, _

Purpose (Please check one): D Research/Writing D Teaching D Program Design/Development ~

D Program Operations/Evaluation D Other_______________ 'J/L J

John M
Rectangle

John M
Rectangle

John M
Rectangle

John M
Rectangle

John M
Rectangle



REACHING

THROUGH
ENTERTAINMENT

A Population Reports Supplement

Y
OUNG PEOPLE love mass-media entertain
ment-radio, television, music, videos, film,
comic books, and more. The entertainment
media love young people, too; much of mass

media entertainment is aimed at young adults, who, even
in many developing countries, often spend substantial
amounts on entertainment. Love, romance, and sex are
favorite topics of this entertainment (465), and many
young people say that this is where they learn about sex.

What young people see and hear about sex in popular
entertainment is often misleading, incomplete, or distorted.
Casual or impetuous sex is depicted as acceptable and
often as without risks or adverse consequences such as
unintended pregnancy and sexually transmitted diseases.
From most mass-media entertainment, young people
learn behavior that puts their health at risk.

Efforts are underway, however, to use the mass media
to help young people adopt more healthful behavior.
These range from comic books that tell young people
how to avoid HIV/AIDS (404) to large-scale campaigns
such as the Philippine Multi Media Campaign for Young
People, which, through television, radio, music videos,
and a telephone hotline linked to youth assistance agen
cies, encouraged young people
to postpone sex (414, 523).

The following two
pages display images
from enter-educate
productions around
the world. Details
about these materials
appear on the bade
page.

Using the entertainment
media for health messages

has many advantages. This
"enter-educate" approach is:

• Pervasive: The broadcast
media reach people allover
the world.

• Popular: People seek out
entertainment and pay
attention to it.

• Personal: Entertainment
can depict personal situa
tions and relationships
meaningful to the audience.

• Passionate: Entertainment
can generate intense feel
ings, which enhance learning.

• Persuasive: When the audi
ence identifies with stars or
characters, they seek to
behave like these role models.

• Practical: Skilled profes
sionals and the communi
cation infrastructure are
already available.

• Profitable: The mass media
are cost-effective, and good
entertainment attracts
commercial support.

• Proven effective: Surveys
show that messages in
songs, dramas, and variety
shows can influence knowl
edge, attitudes, and behavior
(382, 381, 380).
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Entertainment can in arm young people about reproductive
health in media they enjoy. Entertainment may be the only way
to approach hard-to-reach young people such as street kids.
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Hotlines can link young
adults to services.
Telephone counselors
;~ln offer advice on

such problems as peer
pressure, dating, and
relationships. They can
make referrals to
Clppropriate care.
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COlnlnunicating lVith Youth?
Ask the Media/Materials Clearinghouse

MEDIA/MATERIALS CLEARINGHOUSE

The MedialMaterials Clearinghouse (M/MC) at the Johns
Hopkins Center for Communication Programs welcomes
requests for examples of communication materials for
young people. The M/MC offers access to a continually
growing collection of pamphlets, posters, videos, audio
tapes, films, and novelty items produced worldwide to pro
mote reproductive health and family planning. The
25,000-item collection contains over 1,700 materials pro
duced specifically for young people, including over 300
videos, 1,100 pamphlets, and 280
posters from 75 countries.

Health communication specialists
can use materials from the M/MC to
develop new materials and to suppOrt
their advocacy and training programs.
The M/MC provides a single copy or
reproduction of any item free of charge,
to be used for educational purposes, to

health care professionals working in developing countries.
In your request to the M/MC, pleas state the desired

medium, intended audience, specific subject, and lan
guage (for example, "posters for te nagers about absti
nence, in French"). M/MC staff will conduct a search of
the collection and provide single copies of materials for

review, information about ordering the materials, and any
other relevant information. A bibliography also can be
supplied on request.

What's New, a periodic newsletter highlighting materi
als recently received in the M/MC, is distributed free to

qualified requesters.
The M/MC also distributes The PCS Packet Series (pub

lished 1983-1994), a series of 17 packets containing actual
sample materials along with materials development guide

lines. Packets particularly relevant to
work with young people include:
• No.5 - Reaching You.ng People
• No. 12 - Photonovels ancl Cumic

Books for Family Planning
o. 15 - Songs for Family Planning

When requesting, please specify English,
French, or Spanish.

Send inquiries and requests to: Manager, Medial
Materials Clearinghouse, Johns Hopkins Population
Information Program, 111 Market Place, Suite 310,
Baltimore, Maryland 21202-4012, USA; fax 410/659-6266;
or e-mail mmc@jhu.edu.

ENTER-EDUCATE MATERIALS - Key to Photos on Pages 2 and 3

o Vida de l~"u - AIDS-prev'ntion comic book
for Brazilian snect children. Produccd by
Federal University of Minais Gerais with tech
nical assistance from the johns Hopkins S hool
of Puhlic H "31th nd the johns Hopkin- entet·
for Communieation~Programs (jHU/PCS) with
support from the US National In,tillltes of
Health,1992.

• Karate Kid~ - AID prevention comic hook
and video fill" stret't chilclren. Produl"d by
Street Kids International in association with
the National Film Board of Canada and
Kinderpostzegels N dcrland with technical
assistan e from the World Health Organizati n
Global Progr m vn AIDS, 19YO.

• Pvster advertising More Time - motion pic
lure about adolescent lovc in Zimbabwe and its
problems-unwanted pregnancy, STDs, and
AIDS. Produ~ed hy De\'e!opment through Self
Reliance, In ., John and Louis Riber, ,md M'di,l
For Development Trust Productions, 1992.

o My Way - anim,lted video for older youth
in Thailand abollt the sexual decisions of four
young women. ProduccJ by the United ariOlls

Population F~ll1d, Thailand Ministr of Puhlic
Health, Japanese Orcranizulion for International
Coop~ration in Family Planning (JOlCFP), and
Intemational Plann'd Parenthood Fedcratinn
(11'1'1'), l<J~j.

o Thc BlU!' Pigeon - animat d \~d '0 for mid
dle-s hool sllIdents in Mexico that explains the
proce~5 of puben . I roclue d by Funtl<ld n

le:dCiII1U para l~ Plan '~lciun Familiar, 1\.
(lvIEXFAM) and JOICFP, I Cl89.

o That Situation and I Still Beliet,,. - ongs and
musi "videos by Filipina singer Lea Salnnga and
inrernational Illusic group lvfenzulo, encourag
ing abstinence among Philippine outhi pan of
the Multi Media Campai"n I'lr Young People.
PJ'(.duced by the Population C L1ter Foundation
with assistancc from JH IPCS with suppor
from the US Agency for Int >mational
Development (US 11)),1987-90.

8 Detente and Cuando E-tr'nws JUlltos - song
and music video by Tatiana and Johnny,
encouraging abstinencc; distributed in Latin
America. Produccd by Fuentes y ['omento
Intcrcontinentales with <lSsistance from JHU/
I' with support from USAID. 1986-88.

o Best Wishes - anim~lt d vid "'0 ~lhout. a
young Mcxican couple' diU" ring cspc tations
as the bcgin married life. Produced by MEX
FAM and TOlCFP, 1')92.

• Flycr for 01'<'11 Lille - radio call-in sho\\' in
th· Philippines. Produc'd by th· Philippin'
ramily Planning Program and 'agl
Br()~l(k;;lsting Company with initial technical
assistance from Johns Hopkin nter for
Communication Programs (jHU/CCP) with
SUPpQrt from USA Ill, 1994-pr "SPnt.

e Flyer for Dild-A-Friend - teleJlhon~ hotlinL
in the Philippines, pan of the Multi Media
Cc:llllp<.lign fllr Young People. Produced h the.::
Popuhniol1 Center Foundation WitJl as bte:111'
from jHU/PCS with support from lJ. AID
19 7-pres 'nl.

• Poster urging IIttllg coupl'l'~ in K~lznks~an
to consider using moch:rn t.'ontri1ccptivcs. Pr ,.

duced for t1w Human Rl'productive Health
Center of Almnty with assistance hom [HU/
pes with suppOrt From AlD, "1994.

• Af(lH.~·AI(ll!g ~ draI11;n1c television mini
series in [nl!o!1csitl ahout;1 young girl's struggle
to hettc her life and find tolerance ,1Ild sup
port wilhin her family. Produced by Tealer
Popular, Intel" I<satriya Film with technical
assistance from JHII/PCS with suppnrt from

SAID; sponsored hy th Indonesian Minisny
for Population/BKKl:lN, 1994-95.

G) No One f ..c·· .. Told Me - clocumemary film
about very young mothers who continue their
education at a spcdnl school in Tanzania.
Produced for the Family Planning AssocimioIL
of Tanwnia and the 'wedish Institute for
Development As, istancc, 1994.

• Post.e) for yOUl'h hntline in Hong Kong.
Produced by th . Family Planning Association
of Hong Kong. 1977.

e And the Nile FlO/I/' On - Egyptian tel vision
serial dr;;lIna r.h~H addrc .. carl marriage, son
preference, ,md mi perccption - ahvlIt lamil
planning. Produ ~'d hy 'wte Information
Service lEe Celller wilh tcchnical assistanc'
from JHlJ/CCP and support from USAlD, 1992_

• R(l/~hC:'e lind Mar/see - ani mat d video pro
moting education and ccuno111ic opportunities
for girls in India. Produced b JOICYP in co
operation with the I':,mil. Planning ssocialion or
India, FPA, IPPF, and Raikhik [,ihm, 1994.
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Female Genital Mutilation:
·A Reproductive· Health Concern
by Karungari Kiragu, Ph.D.

Female genital mutilation (FGM) encompasses a
number of traditional operations that involve cut
ting away parts of the female external genitalia or
other injury to the female genitals, whether, for
cultural or any other nontherapeutic. reason (514).
Where FGM takes place, it is often performed dur
ing infancy, childhood, or adolescence. FGM has
traditionally been called "female circumcision."
Recognition of its harmful physical, psychological,
and hUlllan rights consequences, however, has led
to use of the term "female genital mutilation," a
term that more accurately describes the conse
quences of the procedure and distinguishes it from
the much milder male circumcision.

reM is known to h(! pr.lctin'd in OIH' form or
,muther in 2H nLitions in the AfriG.IIl continent, in
a few countries on the Arab Peninsu la, among
some minority communities in Asia, and among
migrants from these areas who have settled in
Europe, Australia, and North America (139, 213,
477). The historical roots of the practice are not
~ell known, but they appear to date back 2,000
years to ancient Egypt. FGM also is thought to
have been practiced at one time or other in many
Western countries (213, 29b, 547). It is estimated
that 100 million to 132 million women now living
have undergone the procedure, and another 2 mil
lion procedures are done each year (213, 477, 492).

~ Types of FGM
In (l/l efiort to ~t.lIld.lrdiz(' I<'rminology, the World
Health ()rgLinization (W~10) has categurized FGM
into four main groupings (514). In Type I the prc-

KarungJri Kiragu, Ph.D., is in the Research and Evaluation
Division of the Johns Hopkins Center for Communication
Programs.

"Stop excision"
- the emblem
of the
National
Commillee
for Struggle
Against the
Practice of
Excision,
Burkina F(,so

puce (clitoral ho()(!) i~ removed, sometimes along
with part or till oj the clitoris. In Type II hoth the
( litori~ .1Iul p.lrt or ,all of tlu' 1.lhi.llllillor.1 (illlu'r
vaginal lips) are removed. In Type III (infibulation)
the clitoris is removed, some or all of the labia
minora are amputated, and incisions are made on
the labia majora (()ut~r lips) to create a raw sur
face. These raw surfaces are t'ither stitched to
gether ,1Ild/or kept ill nmt.lCl ulltil they seal (lS (l

"hood of skin" covering the urethra and most of
the vaginal opening. A small opening (sometimes
the size of a match head or the tip of the small
finger) is created to allow the flow of urine and
menstrual blood. Experts estimate that infihula
tions (Type III) comprise roughly 15'1., of FGM. III
some countries, such as Sudan, Somalia, and Dji
bouti, however, B()'X, to 90% 01 all FGM is infibu
liltion (47tl). Type' IV is a new category Ihal
('n("Olllp.1S"(,~ ,I grollP ot' otlwr op('r.ltions on the
external genitalia including intro<..:ision (e.g., gishri
cuts), pit'rcing or incisillgth(' clitoris .1Ilel/or I(,hi,l,
stretching the dit()ri~ .mel/or Itlhia, tdUll'riz,ltioll,
scraping and/or cutting of the vagina, introduction
of corrosive substances and herbs into the vagina,
and similar practices (534).

Supplement to """"Iion•.",., Meetins the Needs 01 Youns Adults, Series J, No. 41, Vol. XXIII, No.3, October 1995. Published with support
from the United States Agency for Intemational De\'eIopment For additional copies contad Population Infonnation Pf08l3m, johns Hopkins
Center (or Communication Prosrams, 111 Marlcet Place, Suite 310, Baltimore, MD 21202·4012, USA; (a1C (410) 659-6266; e-mail
PopRer>ts@wekhlinlc.wekh ihu.edu.
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titioners, often lay persons with only rudimentary
trelirling. It is incn'clsingly p('l"fornwd by Irelined
medical personnel, however, sometimes at high
cost, on the assumption that this is more hygienic.
This medicalization of the procedure has been
strongly condemned by WHO (533).

... Complications and Consequences

The health consequences of FGM are both imme
diate and life-long. Because FGM is often carried
out with no anesthesia, an immediate effect of the
surgery is excruciating pain. In some cases of in
fibulation, thorns are used to hold together the
severed vaginal lips, and the girl's legs are tied to
limit motion so that a scar forms, closing the open
ing of the vagina. Depending on the proficiency of
the circumciser, the bluntness of the instruments,
and the struggles of the young girl, cutting can
sever major blood vessels and cause trauma to
adjacent organs. Bleeding can lead to shock and
in sump (";)S('S d('Cllh. Inf('clion is common (1 VI,
14U, 21 oJ, 4:'2).1 here is also .1 risk of IIIV Irans
mission if the same equipment is used for several
individuals, although this has not been the subject
of research (534).

Continuing and long-term effects of FGM, par
ticularly infibulation, can include formation of
tough scar tissue, keloids, and cysts around the
wound and stitch line, as well as shrinking of the
ilrtificial opening over the vagina. Other lilsting
effects include pain during urination. A girl may
take as long as half an hour to urinate or may not
be able to urinate for dilYs (213, 296, 477). Infec
tion of the wound can lead to reproductive tract
infections and chronic pelvic pain. Women who
hecome pregnant endure additionill agony since
the ilrtificial vaginal opening is too smJII for nor
m,,1 delivpry. Often til<? opening must be cut to
allow exit of the fetal head without teilring the
tough tissue. This process nlay have to be repeated
with each pregnancy (213, 478). Prolonged labor
CJn lead to damage of the bladder and surround
ing organs, resulting in vesicovaginal and rec
tovaginal fistulels (tears between the vagina and the
hladder, or the vagina and rpctum). Women who
have these fistulas leJk urine and/or fE'ces and ilre
often ostracized by their families and communities
(21 J, 547). For the infant, obstructed labor can
lead to brain damage or deelth. When J girl

IIldlll~::' ~ UlIlI).;, t.t::. I::. ullell UIC Ld::'C 1\ I I eglulls

where FGM is most common, FGM further aggril
vales the elevelted risk of obslrucled labor inherent
in childbirth before a young girl has matured
physically.

The psychological and psychosexual conse
quences of FGM have not been well studied.
Clearly, the agony endured during the operation
must remain with many women for years, if not a
lifetime. Pain during intercourse is common. Espe
cially with severe forms of the procedure, the
woman sometimes has to be cut open to allow
penetration (27, 148, 296). There are reports of
problems with potency among some men who fear
that they cannot penetrate the woman, and initial
penetration can take as long as two to three

° months of repeated attempts (276, 296, 547).

., Why Is FGM Still Practiced?
The purpose and importance of FGM varies from
community to community and, very often, from
felmily to fClmily. Proponents contend thClt FGM is
justified as part of sociali/alion into womanhood
or because it has religious significance (especially
among Muslims), curbs female sexual desires, or
has aesthetic, purifying, or hygienic benefits (205,
213, 452, 477). There is no doctrinal basis for
FGM in either Islam or Christianity, however (29,
139, 477). FGM does reward its practitioners if
they charge for services or receive social recogni
tion and status (29, 148, 492).

One of the main factors behind the persistence
of FGM is its social significance for females. In
most regions where it is practiced, a woman
achieves recognit,on mainly through marriage and
childbearing, and many men refuse to marry a
woman who has not undergone FGM. TherE'fore to
be l,IncircumcisE'd is to have no Clccess 10 status or
a voice in these communities. Thus, as a joint
report of WHO and the International Federation of
Gynecology and Obstetrics (FIGO) observes, the
victims of the practice are often its strongest pro
ponents (550).

.- Preventing FGM
Advocacy by women's groups has placed FGM on
the agenda of governments as well as regional and
international organizations. WHO, the United Na
tions Children's Fund (UNICEF), the United
Nations Population Fund (UNFPA), the United

POPULATION REPORTS SUPPLEMENT
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~tdtes Agency tor International Development
(USAID), and FIGO, among others, have con
demned the practice (492, 501, 533, 550). The
1994 International Conference on Population and
Development (ICPD), held in Cairo, spotlighted
the matter in the conference recommendations:

Governments are urged to prohibit female
genital mutilation wherever it exists and to
give vigorous support to efforts among non
governmental and community organizations
and religious institutions to eliminate the
practice. (486)

Many heads of state including those of Benin,
Burkina Faso, Egypt, Kenya, and Senegal have
spoken out against the practice. There are specific
laws against FGM in Belgium, Ghana, Sweden,
and the United Kingdom (52, 138, 222). In France
and Canada the operation is illegal under existing
child abuse laws (168, 213, 214, 222). The gov
ernments of Sudan and Djibouti have laws that
allow clitoridectomies but not infibulation. There
is some type of regulation against FGM in Rurkina
re,so, K<'nya, l JgcHlda, and possihly other African
countries (138). Legal options are under review in
Australia and the US (213, 222, 332). In Eritrea

• recent civil reforms have banned FGM and early
marriage (139).

Because FGM is so entrenched in some socie
ties, legal decrees and policy statements alone are
unlikely to abolish it. For example, resolutions
against the practice were signed in Egypt in 1959
and a law was passed by the British colonial gov
ernment in Sudan in 1946, and yet the practice
persists (284). Changes in social norms are neces
sary for long-lasting results.

Grassroots community education and advocacy
groups have taken the lead in ongoing reform ef
forts. Although these groups often are small and
staffed primarily by volunteers, they make up for
these limitations by their commitment. The largest
of them, the Inter-African Committee on Tradi
tional Practices Affecting the Health of Women
and Children (lAC), received the 1995 United Na
tions Population Award in recognition of its work
(494). There are national lAC committees in 25
African countries (213), and it is chiefly the efforts
of this group that have led to adoption of the term
"female genital mutilation." The lAC has coura
geously championed anti-FGM work through re
gional conferences, educational efforts, advocacy,

FEMALE GENITAL M{!TII AT/ON

and research at the national, regional, and com
munity levels all over Africa.

Educating the public. Education has been an
important component of efforts to eradicate FGM.
For example, in Burkina Faso the government's
National Committee Against Excision has used
broadcast media, video, film, and other educa
tional materials to reach the public (213). In Kenya
the largest women's organization, Maendeleo Va
Wanawake Organization (MYWO), is at the fore
front of anti-FGM activities. With assistance from
the Program for Appropriate Technology in Health
(PATH) and Population Action International (PA!),
MYWO has conducted research on FGM in vari
ous areas and is now mounting a public education
campaign (331, 389). Similar anti-FGM activities·
have taken place in Mali (213), Tanzania, Sudan
(139, 213), and Somalia (332). In Nigeria the local
lAC affiliate spearheads anti-FGM work, training
traditional birth attendants who in turn train their
colleagues all over the country. The National
Association of Nigerian Nurses and Midwives
(NANNM) has l1Iohili.l('d its 1H('1H1><.'rs to t'<hIG,tl'
the public through plays, skits, and other live
performances (173, 213, 400).

Legislative change and advocacy. Although
laws alone will not end FGM, they demonstrate
critical governmental commitment and can create
an avenue for legal action. In Burkina Faso the
national government campaign to eliminateFGM
began in 1q88 (213). In Tanzania the Gender
Health Risks Project has conducted workshops for
community and religious leaders (213). In Egypt a
television documentary about the circumcision of
a 10-year-old girl, broadcast during the ICPD after
the president of Egypt had denied that FGM ex
isted in Egypt, led to re-examination of its legality.
Governmental commitment to eliminate the pro
cedure was restrained by a fatwa issued by the
Grand Sheikh of Cairo, declaring FGM a duty for
all women. In search of a compromise, the Minis
try of Health reversed its 35-year ban on FGM in
government hospitals and establ ished special days
when health care providers could perform the pro
cedure. Providers were instructed to counsel par
ents and try to talk them out of the procedure (150,
171, 576). Human rights groups and women's or
ganizations objected to this policy, however, and
in late 1995 the Ministry of Health re-imposed the
ban. FGM remains legal in Egypt, nevertheless,
and private practitoners can still perform the pro-
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cedure (569). In Nigeria NANNM, with assistance
from PATH, works to keep the attention of the
news media focused on the issue (173,213,400).
In Sudan the Babikir-Badri Association for
Women's Studies and the local lAC affiliate lead
advocacy efforts (139, 21 3, 41 2).

Working with health care providers. In Egypt
.mti-FGM initiatives are led by the Egyptian Task
Force Ag.\inst FGM and the Egyptian Society
Against Practices Harmful to Woman and Child,
which have programs in nursing schools, women's
associations, health care facilities, and the mass
media (213, 475). Similar activities have been un
dertaken in Sudan (139, 213).

Alternatives to FGM. Some groups are encour
aging communities to find healthy alternatives to
genital mutilation without giving up its social and
ritual aspects. For example, in Kenya a MYWO
project will provide a rite of passage for adolescent
girls, including the celebration, gift-giving, and
recognition that are key to traditional passage into
womanhood, while omitting the actual operation
(412). In Sierra Leone the Kenema Project worked
with opinion leaders of the secret circumcision
s()ci('til~s to ('duc.lte tlwm .\hollt Ill<' harmful effects
of FGM .lnd to encourage allowing adolescents to
go through the ceremonies without the harmful
operations. This project also encouraged young
men to pledge that they would not insist on mar
ryingonly circumcised women and young women
to pledge that they will not circumcise their
daughters (173, 332). To reduce opposition from
practitioners by giving them alternative employ
ment, one project in Ghana trains circumcisers to
become traditional birth attendants, while another
in Ethiopia trains them in sandal-making and
bread-baking (27).

Working with immigrant and refugee commu
nities. Organizations in Western countries are
dealing with FGM among recent immigrants. In
London the government-funded Foundation for
Women's 11(~.lhh, Rese.mh .mel I )('vl'lopmcnl .1Ilt!
the London Black Women's He.llth Action Project
.mel. in Fr<lll«', GrouP(' F('mnws pour I'Abolition
dcs MUlil.ltions Sexuelles (CAMS) ~nd Commis
sion pour I'Abolition des Mutilations Sexuelles
(CAMS) have put the issue of FGM on the agenda
for national and international discussion. Along
with public information and advocacycampaigns,

they are active among migraht communities, pro
viding information and counseling families (27,
138, 139). The UK has incorporated FGM preven
tion into its child protection laws, ~md this has
been used successfully in the courts to protect some
girls from genital mutilation (52). There is no special
litw .lgilinst FGM in Fritnce, but CAMS has succcss
fully used existing sections of the penal code on
violence against children to prosecute drcumcisers
or parents who have submitted their girls to FGM
(138, 168). In Canada a strong campaign supported
by medical and health personnel is underway (214).

Research. Research is essential to understanding
FGM and designing effective reforms. Recently, the
Sudan and Yemen Demographic and Health Surveys
have ineluded FGM modules. Other countries in:'
eluding Central African Republic, Cote d'ivoire,
Egypt, Eritrea, Mali, and Tanzania are including
questions on FGM in surveys (269). The lAC calls for
research as part of any FGM intervention (223).
Several US groups have studied FGM and supported
efforts to eradicate it. Women's International Net
work (WIN), headed by Fran Hosken, was among
the first and has published newsletters on FGM pre
vention .u:tivilies sincc 1975 (21 ]). Thc I.lte Gordon
Wallace of Population Action International Special
Projects Fund supported many advocacy, research,
and FGM eradication programs at the country level.
The New York-based Research Action Information
Network for Bodily Integrity of Women (RAINBO)
has recently undertaken a comprehensive review of
FGM and gives technical assistance in FGM research
(477, 478). As programs expand, it will be crucial to
include formative research and impact evaluation
and to conduct operations research to identify what
determines programmatic success or failure so that
further efforts can be made more effective..

The practice of FGM is complex. Its prevalence,
severity, and social rationale vary widely. For this
reason grassroots organizations lead the WllY in
fighting FGM .md nced the supporl of govern
menh .\S well .IS Il.ltiolli.ll .md intern.ltionlll organi
zations. Because FGM is often at the heart of a
community's helids, til(' communily fir~t must .1<"

knowledge 1:c.~M ..l~ ... uctrimcnt.ll and sometimes
dangerous procedure before it will begin to change
it. It is crucial, therefore, that members of the com
munity be involved in designing and conducting any
FGM eradication campaign.

Bibliosrdphic citdtions are listed in Population Reports. Meeting the Needs 0; loung Adults. J··n, pp. ]9-4].
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Research into young peoples'
sexual and reproductive· health has
been part of the Programme's
initiatives on "sexual behaviour and
reproductive health" and on ·Determi
nants and consequences of induced
abortion". Adolescent reproductive
health continues to be a research
priority. Substantial progress is being
made to increase the knowledge base
in this area. In 1996, nine studies
were completed, 14 were completed
before 1996, and 18 are still ongoing.

This issue of Progress looks
specifically at the findings of recent
research into the sexual behaviour
and reproductive health of adoles
cents (1 0-19 years) anclyouth(15-24
years). Together, these two overlap
ping groups are referred to as young
people (10-24 years). The issue
describes young people's sexual
behaviour, as revealed inthefindings
of studies in Guatemala, the Republic
of Korea, Nigeria, the Philippines,
Thailand and Viet Nam. It looks at
young people'S attitudes to gender
roles and discusses how these affect
their sexual behaviour. The link
between sexual knowledge and
sexual behaviour is also examined;
the studies under review show that
the former often does not influence
the latter. Knowledge about sexual
ity, reproduction and contraception,
for instance, does not always lead
people to practise safe sex. Finally.
'lhis issue describes the conse
quences of young people's sexual
behaviour in terms. of unwanted
pregnancies and STDs.

in Hu,man Reproduction Research

No. 41

One-fifth of the world's popula- information or have little or no access
tion-over one billion people--is to sexual and reproductive health
between the ages of 10 and 19 years. services. Studies show, for instance,
Every year nearly 15 million young that women delay about one year on
women under the age of 20 become average between starting sexual
mothers. Surveys in developing·.' activity and first using contraception.
countries show that between 200/0
and 600/0 of the pregnancies and
births to women under age 20 are
mistimed or unwanted.

Although in many places birth
rates are dropping among young
women as they marry later, sexual
relations prior to marriage are on the
rise. This· poses several heahh risks
for young women, inclUding-the
dangersof unsafe abortion. Atcertain
hospitals in Africa, for instance,
women under the age of 20 account
for as much as two-thirds of all cases .
of abortion complications. And in
addition to the·· health effects of an
unwanted pregnancy, there are
emotional, economic and educational
consequences too.

Young people face an excessive
risk of unintended pregnancy and
STDs both because of their sexual
behaviour and because they lack

.Sexual behaviour of young people

Millions of young people become
infected with sexually transmitted
diseases (STDs) each year. Among
all age groups in the USA, for·
example, girls aged 15-19 have the.
highest incidence of gonorrhoea
among females, and boys aged 15-

.19 have the second highest incidence·
among males. Further, at least haU
up to six million-of the people
infected with the human immunodefi
ciency virus (HIV) in the world are
under age 25. The high incidence of
the acquired immunodeficiency syn
drome (AIDS) among persons now in
their-20s implies that many con
tracted HIV before reaching age 20.

Launchedby ths WorldHsalth
Organization in 1972, thsUNDPI
UNFPAlWHOIWorldBankSpBciaJ
ProgrammsofRsssarch,
DBvs!opmsntandRsssarch Training
inHuman Rsproductionis
aglobaJprogrammsoftschnical
cooperation. Itpromotss, coordinatss,
supports, conducts,andsvaluatss
rsssarchon humanrsproduction,
withparticularrsfsrsncs to ths
nsedsofdsvslopingcountriBS.

UNDPIUNFPAIWHOI
World Bank Spedal
Programme ofResearch,
Developmentand
Ressrch TraIning In
Human Reprodudion
(HRP)
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Progress. No.41 Sexual behaviour of young people: data

from recent studies
between the ages of 15 and 23 in the
Kwangju metropolitan area. The
students came from a variety of
socioeconomic and religious back
grounds. Among them, 23% of the
males and 10% of the females
reported that they had had sexual
intercourse. Responses showed that·
two out of three sexually experienced
males and one in three sexually
experienced females claimed to have
had more than one sexual partner.
Four males actually reported having
had more than 25 se~ual partners,
while the highest number reported by
females was six. Despite these
numbers reported by a few individu
als, the proportion of young people
reporting that they had never had
sexual intercourse was quite high
(almost eight out of 10 males and
nine out of 10.females). The authorof
the stUdy suggests that there may be
a bias towards un~er-reporting be
cause "premarital sex for adolescents
is considered very undesirable in the
Korean social setting".

Unwanted births are high-risk
birlhs for both· mother and child.
Teenage mothers are at a. much
higher risk of maternal mortality than
women in their twenties and early
thirties, and the babies of teenagers
run a greater risk of being born
premature orwith low birth weight. At
the same time, sexually active
adolescents run high risks of
contracting STDs, including-increas
ingly-HIV/AIDS.

The RepUblic of Korea

Two studies reported on the
sexual activity of young people in the
Republic of Korea. The first surveyed
849 .school and university students

The combination of risky sexual
activity wi"lh, often, a lack of both
information and access to services,
makes adolescent reproductive health
a research priority. The studies,
supported by the Programme,that.
reported on adolescents' sexual and
reproductive health in 1996, yielded
information on several .aspects.
Studies in the Republic of Korea,
Nigeria, the Philippines,Thailand and

.Viet Nam revealed, for instance, the
extent of adolescent sexual activity in
those cou·ntries. In particUlar, the
studies showed that a significant
proportion of male adolescents are The second study in the Republic
sexually experienced. Table 1 sum- . _of Korea surveyed 1039 male
marizes the findings of research on students and 11 03 ~ale industrial
young people's sexuality in six workers. Overall .. the students were
geographical areas. younger than the industrial workers.

While the average age of the
industrial workers was 25.3 years and
53% were between the ages of 25
and 29 years, the average age of the
students was 22.1 years and 600/0
were between the ages of.20 and 24
years. Seven out of 10 industrial
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workers had completed their military
service, compared with four out of 10
students. The study found that the
industrial workers were more sexually
active than the students. with 78% of
the former reporting sexual experi
ence comparedwith 380/0 of the latter.
(A study of college students through
out the country in 19n also found a
rate of 380/0 with sexual experience.)
The age at first sexual intefcourse in
the recent study was:-20 years for
industrial workerS and 21 for stu
dents. Those who had served in 'the
army and those who lived independ
ently of their parents showed higher
rates of sexual experience than the
others.

Nigeria

Data on adolescent sexual behav
iour in Nigeria were also revealed in
two studies completed in 1996. In the
first. 1000 young people (500 males.
500 females) aged 15-24 at tertiary
education institutions in 1I0rin were
asked about patterns of sexual
behaviour and contraceptive choice.
The young peoplewere from avariety
of ethnic and religious backgrounds.
Of the total sample. 62% had had
sexual intercourse (720/0 males and
520/0 females). Males reported having
their first sexual experience earlier
(mean age 17 years) than females
(mean age 19 years). Among those
who were sexually experienced, 110/0
had had casual sex at least once' in
the previous four weeks. This was
more likely among -the males (180/0)
than among the females (5%). The
prevalence of casual sex in' the
preceding 12 months was 35°J'o for
males and 6% for females. Some
80% of the sexually experienced
female students had a regular sexual
partner compared to only 44% of
sexually experienced males. More
than one-quarter (27%) of the
sexually experienced respondents
reported that their regular sexual
partners also had other partners.

Another stUdyof sexual behaviour
in south-western Nigeria10und that
33°J'o of respondents had become
sexually active during their adoles
cence. Adolescent males were more
likely to be sexually active than
adolescent females (35% compared
to 31 %). Of those who had had

premarital sex/the partner of the first
sexual experience was most often the
currentspouse~ j.

The Philippines

A study in Dumaguete City.
Philippines. involved interviews with
1196 students. Of those surveyed.
18%were found to be sexually active.
Most of these sexually active young

.people had just one sexual partner.
who was the person with whom they
had 'their first sexual experience. The
stUdy found that 3% of all students.
and 10%of those who were currently
sexually active. were involved in
prostitution. The main reason given
for this was the high cost of college
education. This study contained a
greater proportion of female students
than male ones because a large
number of males refused to answer
the questionnaire.

Thailand

Astudy in rural Thailand obtained
data from more than 1100young men
and women (582 males. 526females)
who had never been married. as well
as from 41 males and 79 females who
were-or who had been--married.
The respondentswere aged between
15 and 24 years and lived in six
different provinces of Thailand (three
in the north and three in the north
east). Among- the respondents who
had never been married. there was
considerable difference between
males and females in the reporting of
sexual experience. As manyas half of
the males who had not been married
(37% of the 15-19-year-oldsand 79%
of the 2Q-24-year-olds) reported they
had had sexual intercourse, while
only 20/0 of the never-married females
reported 'this. Among the young
people who had not been married. the
average age .at first sexual inter
course was 16.6 years for males and
17.6 years for females. .

For all the young women in this
study. sex took place within the
context of an emotional relationship
(i.e.. their regular boyfriends were
their first-and usually the only
sexual partners). The young men. on
the other hand. tended to have more
partners and did not necessarily have
'their first sexual experience with a

3
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A stUdy in the Philippines
found that3% ofallstudents,
and 10% of those who were
currentlysexuallyactive, were
involved in prostitution. The
main reason given for this
was the high cost of college
education.

Ayoung couple in Addis-Ababa, Ethiopia
(WHO PHOTOBY L. GUBB)
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In Thailand, 770ft, ofthe males
In the study reported having
had sex with a prostitute.
Nearly all of them said they
were persuaded to visit a
prostitute bJI friends, and
58% said they were drunk
before visiting. a prostitute
the first time.

steady girlfriend. Almost ha.lf (450/0) of
the never-married males who were
sexually experienced,· as well as 34%

of the married males, said their first
sexual intercourse was with a
prostitute. Less than one-third (300/0)
of the males who had not been
.married reported a girlfriend as 'their
first sexual. partner. .Approximately
two-thirdsofthe never~married young
men were sexually active during the
six months prior to the survey and,
according to the author of the study,
-they are not likely to confine sexual
activity to their girlfriends, but to have
relationships with multiple partners,
mainly prostitutes·. The author
describes· prostitution as -a major
component of the sexual culture for
the young men who see visiting
prostitutes as an enjoyment".

Among the 41 males in the study
who had ever been married, a higher
incidenceof premarital sexual activity
was reported than among those who
had neverbeen married. Almost nine
out of 10 ever-married young men
reported having premarital sexual
intercourse and again prostitutes
were frequent partners. Femaleswho
were marned, or who had been
married, also reported a much higher
rate of premarital sexual intercourse .
(190/0) 'than females who had not been
married. Uke their never-married
counterparts, however, these women
also reported that their first premarital
sexual activity took place within a
committed relationship' and most of
them said that their present spouses
were their first sexual partners.

A . further study in Thailand
investigated sexual behaviour in
young factory workers. The 1210
young people interviewed were all
under 24 years of age and were
employees of 50 factories in the city
of Chiang MaL Of the 601 male
respondents, 489 (81 %) had sexual
experience. Just over half of them
(520/0) had their first sexual inter
course when they were aged 16-18
years. Nearty half of those who were
sexually experienced had their first
sexual intercourse with a prostitute,
35°/0 had their first sex with a girt they
"did not expect to marry", and 6°1o had
their first sex with the young woman

\

they subsequently married. While
54% of those who had their first sex
with a prostitute used a condom on
that occasion, condoms were used in
only 200/0 of the cases when the first
sexual intercourse waswith someone
other than a prostitute.

Of the 489 males with sexual
experience, 374 (nOlo) reported
having had sex with a prostitute.
Nearty all of thert:l (94°/0) said they
were persuadedto visit aprostitute by
friends, and 580/0 said they were
drunk before visiting a prostitute the
first time.

Of the 609 female respondents in
the survey, 253 (420/0) had sexual
experience and for this group the age .
of first sexual intercourse was spread

'fairty evenly 'through the age range
16-24 years. The most common first
sexual partner for the female
respondents (in 850/0 of the cases).
was the husband. A further 9% had
their first sexual intercourse with a
manthey expected to marry. Condom
use at first sexual intercourse was
about 1SOlo .in the cases where the
malepartner was not the husband.

Viet Nam

In Viet Nam, a stUdy of the
reproductive behaviour of 1600
students at universities in Hanoi and
Ho Chi Minh City found that 15% of
males and 20/0 of females were
sexually experienced. The mean age
for first .sexua.1 relations was 19.5
years for both males and females.
The young women unanimously.
reported that their first sexual partner
was a"friend". This was also the case
for 73% of the males, though 19°/0 of
males reported 'that their first sex was
with a prostitute.

In most of these studies, the high
level of sexual activity among young
males and females, combined in
many cases with poor knowledge of
howto prevent pregnancy and protect
against sexually transmitted dis
eases, points to 'the need for more
effective and accessible sexual and
reproductive health services and
information for young people.
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In Viet Ham 55% of -male
students and 89% offemales
stated that casual sex was
"against their standards". A
majority ofboth males (85%)
andfemales (93%)expressed
the belief that casual sex
would "lower their reputa
tion".

Relatively large percentages of both
males (260/0) and females (21%)
agreed that unmarried men should be
able to have sex with anywomanthey
want, whereas only 70/0 of males and
1% of females felt that this applied to
unmarried women. Even after mar
riage, according to the author of the
study, "it is generally accepted that
men would' engage in extramarital
sexual relationships ... mostly with
commercial sex workers".

In Viet Nam (see -page 4). the
study of the sexual behaviour of
university studenls found that a
majority of both males and females
(though more females than males)
felt that sexual intercourse should
take place only within marriage. Of
those surveyed, 55% of male
students and 89% of females stated
that casual sex was "against their
standards". A majority of both males
(85%) and females (93%) expressed
the belief that casual sex would
"lower their reputation". However,
while 90% of the sexually experi
enced females stayed with their first
sexual partner, only 55% of males did
so. This particular stUdy showed a
relatively low rate of reported sexual
activity, compared with studies in
some other countries.. Among the
reasons given for lack of sexual
activity, waiting until marriage was

.the mosl common, reported by 59%
of males and 88% of females.

The study of young men and
women in rural Thailand (see page 3)
found that respondents who had not
been married had more liberal
attitudes towards -male premarital
sexual activity 'than towards that of
women. Approximately 63% of male
respondents and 95% of females
agreed that unmarried women should
not have sex before marriage, but
only 27% of males and 63% of
females felt the same about men.

In social science studies men and
women show differences in their
perceptions of their own and the
opposite sex's roles and responsibili
ties in' a society. The recent
Programme studies are no exception
and reveal a variety of data on
attitudes of young people regarding
their perceived gender roles and
.sexualbehaviour.lnthe Korean study
of 849 school and university students
(see page 2), for instance, male
respondents were significantly more
accepting of their friends' sexua.1 Among the factory workers sur
activities than were females. The veyed in Chiang Mai, Thailand,
Korean survey of male students and almost all the males (98%) and nearly
industrial workers showed that re- half of the females (44%) felt 'lhat
spondents were more likely t9 expect premarital sex was acceptable for
women to maintain their chastity than men. However, only 500/0 of the
to expect men to do so, although the males and 15% of the females
students were not as strict about this .believed that this was acceptable
as the industrial workers were. While behaviour for women. These aUi
1SO/o of male students and 13% of tudes were borne out in the behaviour
male industrial workers felt 'Ihat men reported by respondents: while forthe
should keep their chastity at a.1I costs, majority of women (85%) their spouse

". 29% of students and 43% of industrial- was'lheirfirst sexual partner, this was
workers felt that women should do so. the case for only 60/0 of the males.
According to the authors of this study, More than three-quarters of 'Ihe
'helower the social class the more sexually experienced males had
-sirid the sexual mores expected from visited a prostitute.
the women and the greater the
difference between their expectation
for men and women".

The studyof 1000young people in
tertiary education institutions in llorin,
Nigeria (see page 3), showed that
casual sex was more than five times
more Common among males than
among females. The sexually experi-

" enced females in the study were
twice as likely to have a regular
sexual partner than were the sexually
experienced males.
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Therelatioriship between knowledge
and behaviour
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Knowledge aboutsexuality,
reproduction andcontracep
tion, where Itexists, doesnot
always lead young people to
practisesafesex.

Announcement
WHO/FIGO

Pre-CongressWorkshop

Elimination of Violence
Against Women: In Search of

Solutions
30-31 July 1997

Copenhagen~Denmark

One hears more and more about vio
lence againstwomen but one know very
little about It. There Is an urgent need to
answerquestions suchas:Whatisknown
about the magnitude of this Imponant
problem whlcfl has overwhelming impli
cations for human rights and women's
health In developing and developed
countries? What Is known about the
fadors that put women at risk and those
that protect them? What Is known about
the physical, mental and social conse
quencesofsuchviolence? And whatare
the information gaps in our knowledge?
What Is being done In countries to study
this problem? What are the. strategies
for possible solutions and for mobilizing
local. resources? What has been the
response of,the health sector? And last,
but not least, what can be the role of the
health and other sedors of profe,sslonal
associations like FIGO, and of the com
munityat large,ln multlsedoral aetion to
support and empower abused women?

Organized jointly by WHO and FIGO,
with financial support from UNFPA, the
workshop will bring togetherexpertsfrom
around the worid to shed light on these
Issues and share their experiences
through a series of presentations and
Interactivesessionswiththe participants.
The workshop aims to raise awareness
of this issue among the FIGO panici
pants and, at the operational level, en
courage themto Initiateor expand adivi
ties In this critical area. A Question and
Answer briefing session with the inter
national media will conclude the work
shop.

Worldwide many young people
are sexually active. Hence they need,

'to have correct knowledge of
pregnancy and sexually transmitted
diseases in order to take effective
steps to prevent them. However, the
link between knowledge and behav
iOur is not automatic; the former does
not always affect the latter. The
recent studies of young people's
sexual behaviour revealed ,that
knowledge about sexuality, reproduc
tion and contraception, where it
exists, does not always lead young
people to practise safe sex.

The Korean study involving male
students and industrialworkers found
that a large majority of respondents
(99%' of students, 960/0 of industrial
workers) knew that AIDS can be
transmitted by sexual intercourse
with an infected person. At the same
time, more 'than nine out of 10 young

"men in both groups knew about
condoms both as a method of··
contraception and as a means of
preventing sexually transmitted dis
ease. Nevertheless, the general
understanding of how such infec
tions, including HIV, are transmitted
was low. About three~uartersof both
groups, for in~tance, thought that
sexually transmitted diseases can be
caught by using public baths or
toilets.· Further, 62% of students and
55% of industrial workers thought it
was possible to catch a sexually
transmitted disease by kissing an
infected person, while 38% of the
former and 41 % of the latter believed
sexually transmitted diseases could
be prevent~d by a vaccination.

Of those who were sexually
experienced, 800/0 of industrial work-

.ers and 730/0 of students reported
having had sex with a prostitute. Use
of condoms on these occasions,
however, was low, though students
were more likely to use them than
industrialworkerswere. Twenty-three
percent of industrial workers reported
that they used condoms at their first
experience and 39% had used them
at their last experience, while the
corresponding figures for students

were 40% and 480/0, respectively.

A Guatemalan study into the
vulnerability and beliefs of adoles
cents at high risk of sexually
transmitted diseases, including AI DS,
found that 90% of women and 99% of
men had heard of AIDS. Although
63% of the adolescents believed
there· was a high prevalence in the
country as a whole, only 170k
believed there had beencases in their
own community. Generally AIDS was
perceived as a remote threat and
there was a lackof correct information
about AIDS and other sexually
transmitted diseases. Of those
surveyed, 880/0 of the males and 37%
of the females were familiar with
condoms, but the males admitted
only to sporadic use of them.

The study of Nigerian adolescents
found that 440/0 of males and 17% of
females reported having sex with a
,casual partner (or prostitute) without
using condoms regularly. This is in
spite of the fact that all respondents
had heard of AIDS. Although 87% of
males and 78% of females were
aware that changes.in behaviour
such as having sex with a stable
partner and using condoms consist
ently--could prevent the transmis
sion of HIV, this knowledge was
apparently not related to their sexual
behaviour. Few respondents knew
what caused AI DS, and 14% of males
and 220/0 of females did not know that
an HIV-infected person could be
asymptomatic. Of the persons sur
veyed in the study in south-western
Nigeria, 320/0 of those who had been
sexually active during their adoles
cence reported that they did some
thing to prevent sexually transmitted
diseases, and 28°k reported having
taken measures to prevent preg
nancy.

More than half of the students in
the Philippines study reported using a
method of contraception at the time
of their first sexual experience,
though most of them (75%) used the
rhythm method or withdrawal. Cur
rent use of effective' contraceptive

•
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methods among sexually active
students was 50%.

In rural Thailand, eight out of 10of
the young respondents knew about
AIDS. The young people considered
condoms primarily as a means of
preventing sexually transmitted dis
eases and not for use within
marriage. Of the sexually experi
enced males, 780/0 said that they had
used acondom the first time they had
sex with a prostitute. However, only
23% of young men who had sex with
prostitutes reported that they used a
condom on every occasion. Nearly
ha"of the men who visited prostitutes
believed them to be free of infectious
disease because the prostitutes are
"routinelychecked".

Among young male factory work
ers in Chiang Mai, condom use during
'the first sexual experience varied
according to the type of partner. Only
one-fifth of the young men said they
used a condom if their first sex was
with a girl who was not a prostitute,
but54°,'0 reported usingcondoms with
prostitutes. Of the married men in the
survey, 24°,'0 reported having had
extramarital sex within the previous
12 months but theywere inconsistent
in their use of condoms. According to

the author, "condoms are one of the
leastpopular methods used for family
planning among' married, couples
since manypeople see them solely as
a preventative against sexually
transmitted diseases. Therefore, the
author adds, wives who have
unprotected sex with their husbands
are at high riskof sexually transmitted
disease and HIV infection if their
husbands had unprotected sex with
prostitutes. Among the women in 'the
survey, 88% believed that men
should use condoms with casual
partners, compared to only 480/0 who
fett that men should use condoms
with their wives or regUlar partners.

Almost all the university students
in the Viet Nam survey knew about
AIDS, though eight out of 10 males
and three-quarters of the females did
not know that it is impossible to
recognize a person who is infected
with HIV. Of the total sample, only

.9% of the males and 1% of the
females reported that they had ever
used a contraceptive method. How
ever, the respondents reported a
relatively low level of sexual activity
(only 15°,'0 of males and 20/0 of
females reported having had sexual
interoourse).
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In Guatemala, although 63%
of the adolescents believed
there was a high prevalence

. of HIV in the country as a
whole, only 17% believed
there hadbeen cases In their
own community.

The consequences of young people's
sexuality

Perhaps the most significant
aspectof adolescent sexuality are the
consequences of unsafe sex, espe
cially for female adolescents. In the
study of male industrial workers and
students in the Republic of Korea,
21 % of the sexually experienced
industrial workers and 11 % of the
sexually experienced students re
ported making a female partner
pregnant. Most of these pregnancies
were aborted but. among those who
made their partners pregnant, 13% of
industrial workers and 11% of
students fathered a child. The
researchers note that this is in line
with other findings that most of the
babies made available for adoption in
'the Republicof Korea have been born

to unmarried mothers.

Among the industrialworkers, 178
(17%) of the 1039 people suryeyed
reported they had had a· sexually
transmitted disease. Of the 811
sexually experienced industrial work
ers, 22% were known to have had
such a disease. Among the 1103
students in the sample, 33 (3%)
claimed to have had a sexually
transmitted disease (representing8%
of students who were sexually
experienced). Gonorrhoea accounted
for about half the cases among
industrial workers .and one-third of
those among students. Thirty-nine of
the industrial workers and three of the
students admitted to having sexual
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The studies reported in this issue
were conducted under the social
science research initiative on
-Sexual behaviour and reproduc
tive health- supported by the Pro
gramme'sStrategicComponenton
Context, Needsand Perspe~ives.
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This resource packet has been pro
duced by the Consortium for Emer
gency Contraception. The Consorti
um's primary aim is to make emer
gency contraceptive pills a standard
partof reprOductive healthcare around
the world. The memberorganizations
of 'the Consortium are: The Concept
Foundation (Bangkok), International
PlannedParenthood Federation (lon
don), Pacific Institute for Women's
Health (los Angeles), Pathfinder In
ternational (Boston), PopulationCoun
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The resource packetcontains the most
up-to-date information on ~mergency

contraception.The materialShavebeen
speciallydesigned for family planning

clients, health care providers, pro
gramme managers, national policy
makers, community groups, and the
media. The materials in the packet
were created keeping the need for
local adaptation· in mind. The packet
includes suggestions on howto adapt
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SUMMARY
Sex education and contraceptive seIVices for

young, unmarried people remain controversial in
many societies. Yet the problem of unwanted
pregnancy and the AIDS epidemic urgently call
for greater-openness about adolescent sexuality.

Many young people around the world be
come sexually-active at an early age but mostdo
not use any contraception. The health risks of
unprotected sex for adolescents are substantial.
Girls in their early teenage years - whether
married or unmarried - have a much higher
risk of medical complications or death in preg
nancy and childbirth than women in their
twenties. Unmarried girls are also at high risk of
unsafe, illegal abortion. Adolescent childbearing
has significant costs to society, including medical
care and girls dropping out of school before
completing their education. Meanwhile, the
incidence ofAIDS and other sexually-transmitted
diseases (STDs) among young people is growing.

Addressing the sexual health needs ofyouth
requires a comprehensive approach, beginning
with universal and relevant sexuality education
- ideally introduced befareyoung people become
sexually active. The school systems in most
countries, however, have largely failed to meet
the sexual health education needs ofyouth and
children. Contrary to popular opinion, sexuality
education does not appear to encourage earlier
sexual activity; rather, it teaches young people
~e skills they need to practice safe and respon
sible sexual behavior and may encourage young
teenagers to delay first intercourse until theyare
older and more mature.

I

To be effective, sexuality education needs to
be directly linked to contraceptive counseling
and seIVices. But most family planning and
health seIVices - especially government-run
programs - have traditionally served married
couples and done little to reach young people. In
fact, many programs do not serve unmarried
young people, either as a matter of explicit policy
or for lack of initiative to reach out to youth.
Most programs also do not sufficiently emphasize
the use of condoms for prevention of STDs.
Although the unique outreach, information and
counseling needs of youth are best met through
specially-designed programs, existing family
planning seIVices could do much more to ad
dress the needs ofyoung people.

PriVate organizations, despite _their limited
resources, have pioneered a variety of strategies
for reaching youth, including special reproduc
tive health clinics for young people; community
centers which provide contraceptive education
and seIVices as part of a broader range of services
for youth; and community-level outreach pro
grams in which youth are often involved in
educating their peers and in contraceptive
distribution. Experience suggests that a combina
tion of these approaches.can best reach different
groups ofyouth~ including those both in and out
of school. The scope of current efforts, however,
needs to be significantly expanded.

Finally, efforts are needed to address the
social context ofadolescent sexuality and
childbearing. Broader initiatives, such as
expanding education and employment
opportunities for girls and eliminating harmful
traditional practices like child marriage and
female genital mutilation, are also important
over the long-term to improving adolescent
sexual and reproductive health.

Q
Should family planning programs serve

• unmanied young people? Will sex
education and access to contraceptives

increase the likelihood that adolescents will be
sexUally active?

A Globally, there are about 500 million
• adolescents aged 15 to 19, most of

whom will become sexually active before age 20.
Young people seldom use contraceptives and are
at high risk of pregnancy, AIDS and other sexu
ally-transmitted diseases (STDs). Yet in most
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Worldwide, birthrates for women under age
20 are "declining. However, as the population of
young adults rapidly increases, the total number
of births to adolescent women is growing. More
over, in many countries births to adolescents
account for an-increasing proportion of overall
births, as fertility rates decline more rapidly
among older women. Patterns of adolescent
childbearing vary greatlyfrom country to coun-

A" The proportion of women who give
• birth in their teenage years varies greatly

but is often substantial. Over half of all women
in many African countries-and over a third of
women in much of Latin America have their f"lrSt
child before age 20." In the United States, which
has the highest rate of teenage pregnancy among
more developed countries, roughly 20 percent of
women give birth before age 20. Because a high
proportion of all adolescent pregnancies are
unintended and unwanted, they are often likely
to end in abortion, which in many countries is
illegalandonlyavailable_under unsafe conditions.

women in developing countries use contracep
tion, although levels of use range from 1 percent·
or even lower in Benin, Nepal and Nigeria, to 40
to 50 percent in Brazil,jamaica, and Thailand.

Except in some Western European countries,
the vast majority of sexually active adolescents
lack access to good reproductive health educa
tion and services. In many countries,. existing
services are limited to small-scale pilot programs"
which reach only a small proportion of all youth.
Government support for adolescent programs
has been constrained by societal discomfort in
acknowledging adolescent sexual activity and by
the misconception that access to sexuality educa
tion or contraception promotes sexual activity
among youth. Recently, however, the World
Health Organization (WHO) reviewed 35 studies"
in several countries, concluding that appropriate
sexuality education does not encourage earlier
initiation of intercourse but often delays sexual
activity and leads to safer sexual practices. The
WHO and other studies also show that access to
contraceptive services is not associated with
earlier sexual activity.

countries, youth are not reached by existing
reproductive health services, despite evidence
that providing sexuality education and making
contraceptives available to yoUng people helps
foster more responsible sexual behavior and
does not encourage earlier intercourse.

In some developing regions, asin South Asia,
early marriage is still common and sexual activity
before marriage remains relatively rare. In many
societies, however, traditional patterns are
changing. Young women, especially, are marry
ing later, and an increasing proportion of adoles
cents are unmarried. In Bangladesh, the average
age of marriage for women has risen from 14 to
18 years since the early 1960s. Because girls are
reaching puberty at a younger age, there is a
growing gap between the biological ability to
have children and the social sanction to do so.
So~ial forces, such as urbanization, changing
family structures, and the influence of mass
media and peer groups on young people, all
contribute to a new cultural context, many
aspects ofwhich legitimize sexual activity outside
or"marriage.

Many sexually active adolescents are older
youth who are married or in long-term stable
relationships. But many youth begin sexual
relations at a very young age. According to recent
Kenyan and Ugandan sUIVeys, sexually active
youth, on average, had experienced intercourse
by age 15 or younger. In the United States, one
quarter of 15 year old girls and one-third of 15
year old boys ~e estimated to have had inter
course, a larger proportion than a decade ago. In
nine Latin American and Caribbean countries,
roughly one-half to two-thirds of women re
ported having intercourse before age 20.

Despite the health risks and social problems
associated with unprotected sex, youth - par
ticularly younger adolescents - are far less likely
than adults to use contraceptives, or to use them
consistently and effectively. Contraceptive use
among both unmarried and married youth is low
in developing countries. A recentsurvey in Costa
Rica found that 10 percent-of sexually active
youth aged 17 and under used contraception at
first intercourse, compared to 26 percent of 18
and 19year olds. In a study in Kenya, 89 percent
of sexually active teenagers surveyed had never
used any method of contraception. Overall,
fewer than 30 percent of married adolescent

2

Q. How common is the incidence of
pregnancy, abortion and childbearing
among adolescents?
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A Complications in pregnancy and child
. • birth are greater for adolescent women

than for women in their twenties, regardless of
marital status. The risk of death, particularly in
childbirth, is substantially higher for girls under
age 16 and their infants; good prenatal care can
significantly decr~ase these risks. Unsafe abor
tion - a leading cause of maternal mortality
worldwide - is also the cause of a high propor
tion of maternal deaths among adolescents.

Due to both biological and behavioral fac
tors, early childbearing remains a health risk
even when other social and economic factors are
taken into consideration. Thus, married adoles
cents also face significant health risks during
pregnancy and childbirth. The younger the
adolescent, the higher the risk of complications
in childbirth and of maternal or infant death. In
a 1974 study in Bangladesh, the risk of dying
during pregnancy or childbirth was almost five·
times higher for girls aged 10 to 14 than for
women aged 20 to 24. Young girls are also more
likely than most women aged 20 to 34 to develop
problems such as anemia and high blood pres
sure, as well as potentially fatal complications
such as toxemia and hemorrhage.

Obstructed,labor is another serious and
sometimes fatal problem, since the pelvis of
many young girls is too narrow for normal
delivery. The risk of obstructed labor can be
greatly increased by scarring resulting from
female genital mutilation (female Circumcision),
a traditional practice affecting roughly 100
million gi.rls and women, primarily in Mrica.
Injuries caused by obstructed labor can result in
infertility or leakage of urine or fecal matter after
delivery. Girls who experience these problems
often become social outcasts.

Babies born to young mothers are also at
greater risk of premature birth, low birth weight
and infant death. A study in Kenya revealed that
40 percent of mothers aged 13 to 14 had babies
of low birth weight, compared to 25 percent of
19 year olds. Data from 28 national surveys.
suggest the relative risk of death for children
under five is 64 percent higher for those born to
mothers aged 17 or younger, compared to'

o

o

try, even within the same region. In the late
1980s, an estimated 31 percent of young women
in Egypt gave birth by age 20, compared to 13
percent of young women in Tunisia.

In some countries such as Botswana and
Liberia, premarital births may be culturally
accepted as a way for young women to prove
their fertility, and a significant proportion of first
births occur outside ofmarriage. Premarital
pregnancy is also a common reason for marriage
in many countries. Recent surveys of young
adults in Latin America and the Caribbean found
that from one-fifth to two-thirds of first births to
young married adults were conceived before
marriage. In an Indonesia survey, one in five
married women aged 20 to 24 reported conceiv
ing her first child premaritally. Similarly, at least
one in five women aged 20 to 24 in Benin,
Cameroon, Cote d'Ivoire and Nigeria had con
ceived premaritally and given birth before age 20.

Regardless of marital status, a high propor
tion of adolescent pregnancies are unintended.
In six Mrican countries, unintended pregnancies
rCl:"ge from about 50 to 90 percent of pregnan
cies in unmarried adolescents and from 25 to 40
percent of pregnancies in married adolescents.
In six Latin American and Caribbean countries,
between 40 and 50 percent ofbirths to adoles
cent women are unintended; a somewhat smaller
proportion are unintended in three other coun
tries. These data exclude pregnancies ending in
abortion and miscarriage.

Globally, abortions among girls aged 15. to 19
are estimated.to account for at least 5 million of
the roughly 50 million induced abortions that
occur each year. Worldwide, over half of women
seeking abortion are married with children. But
particularly in industrialized countries and in
parts ofMrica, young unmarried women account
fora significant percentage of all abortions. In
the United States, 4 out of every 10 teenage
pregnancies are terminated~accounting for one
fourth of all abortions. Surveys in Brazil also
found that over half of young men in two cities
and almost one-third ofyoung men in a third city
reported being responsible for a pregnancy that
had been terminated. In Shanghai, in 1988, the
annual abortion rate among 15 to 19 year olds
was slightly more than one procedure for every
20 unmarried women.

3

Q. What are the health risks associated with
adolescent pregnancy? .
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A Early childbearing limits the educational
• and employment opportunities of young

women and girls, making it more likely that they
and their children will be poor. The direct costs
to society include subsidies for medical care and
poverty assistance for women and th~ir children,
where these are made available. Indirect costs
include a less educated and thus less productive
workforce. High rates of adolescent childbearing
also contribute to rapid population growth,
which in tum impedes economic and social
development.

children born to mothers aged 18 to 34 who were
not at special risk. The relative risk increased to
130 percent for subsequent births spaced less
than two years apart to mothers aged 17 or
younger.

Much of the increased risk to young mothers
and their infants can be offset by good prenatal
care and adequate nutrition during pregnancy.
In a hospital-based study ofdeliveries.in North
ern Nigeria, the maternal mortality rate for girls
aged 14 or younger who had received good
prenatal care was 500 deaths per 100,000 live
births, compared to 4,200 deaths per 100,000
births for those who did not receive such care. In
many countries where access to health services is
limited, however, young girls are less likely than
older women to seek and receive prenatal care.

Adol~scentsare believed to account for a
significant proportion ofworldwide abortion
related deaths, estimated at over 100,000 each
year. Among women hospitalized for complica
tions of induced abortion, the percentage'of
patients under age 20 varies widely, from 7
percent in a study in Nepal to between 53 per
cent (including 20 year olds) and 72 percent in
several stUdies in Nigeria. Younger women are
more likely than older women to seek later-tenn,
more risky abortions under unsafe conditions, or
to attempt to induce an abortion themselves.
Adolescents are thus at special ~sk of complica
tions of unsafe and incomplete abortion. Aside
from death, the long-tenn consequences may
include chronic infection and infertility.

Q. What are the economic and social
-consequences of adolescent pregnancy
and early childbearing?

In many countries, the majority of pregnant
girls are either compelled to leave school or drop'
out due to their need to support themselves.
Only a small proportion ever return to. school.
Studies in Kenya and Tanzania in the 1980s
indicated that more than 10 percent ofgirls leave
secondary school each year because of preg
nancy. In a swvey in Zimbabwe, 90 percent' of 14
to 24 year olds who became pregnant in school
were forced to drop out, many of them marrying
soon after. Pregnancy is reportedly the single
most important reason why girlsfail to complete
secondary school in the Caribbean.

Overall, early childbearing decreases a girl's
ability to find paid employment. In Latin
America and the Caribbean, teenage mothers'
appear seven times more likely than older moth
ers to be poor. In a 1992 Chilean study ofwomen
who gave birth as teenagers, the risk of poverty
was most strongly associated with low educational
status and earning ability, as well as lack of
financial support from the child's father. The
disadvantage of early motherhood may be over
come when girls have strong family support, high
educational aspirations and achievements, and
.access to economic opportunities. However, in

. many societies, young unwed mothers are stigma
tized and may receive little support from their
families. Young unmarried mothers sometimes
abandon their children or tum to prostitution to
support themselves.

The costs ofadolescent pregnancy to society
are enonnous. In 1990, the U.S. government
spent over $25 billion for social and health
services and welfare payments to families headed
by women who had their first child in their
teenage years - an expenditure estimated to be
two-thirds higher than ifall teenage mothers had
delayed childbearing until their twenties. Even in
countries which do not provide services or
monetary assistance, greater poverty, combined
with lower educational levels and productivity,
are important indirect costs to society.

T~e cost to society also includes health care
for pregnant adolescents and their infants
including medical care ~or premature infants.and
complications of childbirth more likely to occur
among adolescents. In 1987, one hospital ward in
Northern Nigeria maintained a list of 1,000 girls
waiting for surgical repair ofvaginal injuries
during childbirth. Where adolescents represent a
high proportion of hospital admissions for
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A According to WHO, 250 million new
• cases of STDs occur worldwide each

year, the highest rates among 20 to 24 year olds,
followed by 15 to 19 year olds. Young people are
at high risk of STDs because they may have a
series of sexual relationships and are unlikely to
use condoms. Moreover, many people with AIDS
are infected in their teens. While young men and
women are both at risk, the health impact of
STDs and the risk of AIDS appear greater for
young women.

According to WHO estimates, 1 in 20 teenag
ers worldwide acquires an STD each year. In
Kenya, Nigeria and Sierra Leone, between 16
and 36 percent ofyouth tested in small-scale
studies had one or more STDs. A survey in a
Peruvian town found that 23 percent of second
ary school males had had an STD. And in the
United States, roughly 1 in 8 teenagers contracts
an STD each year.

An important overall risk factor for STDs is
having several sex partners or having a partner
who has other sex partners. Youth are often at
risk because they may have a succession of
exclusive but short-term sexual relationships. In
many cultures, it is also common for young men

abortion complications and these complications
consume a significant share of available funds,
adolescent pregnancy also diverts scarce re
sources from other health problems.

Early childbearing is closely linked to high
population growth rates because it shortens the
time span between generations and because
women who have their first child at a younger
age tend to have larger families. In Latin
America, women who begin childbearing as .
teenagers are estimated to have two to three
more children than women who delay their first
birth until their twenties or later. In South Asia,
early marriage and childbearing are closely
linked to larger family size and rapid population
growth. By contrast, in most East Asian countries,
adolescent birthrates are low and average family
size is close to or below the two-child population
replacement level.

()

()

()

Q. To what extent are health problems
like AIDS and other sexUally ~t
ted diseases (STDs) associated with

. adolescent sexual activity?

to frequent prostitutes - in Brazil, Guatemala
and Thailand, for example, a young man's first
intercourse is likely to be with a commercial sex
worker. Adolescents, particularly girls, are more
vulnerable to unsafe sex when they are involved
in an unequal relationship, especially with an
older partner. Married adolescent women may
have husbands with more than one wife or sex
partner. Also at risk are sexually exploited or
abused adolescents, including street youth who
sell sex for survival. For youth in general, use of
drugs and alcohol is also associated with a higher
risk of STDs as well as pregnancy.

Use of latex condoms greatly decreases the
risk ofAIDS and other STDs. However, young
people tend not to perceive themselves at risk.
Young women in particular may find it difficult
to discuss protection with their sexual partners,
sometimes even risking violence by suggesting
condom use. Anal intercourse, commonly prac
tised between young men and women in coun
tries like Brazil to avoid pregnancy (as well as
between young men), may also promote the
spread ofAIDS. Worldwide, boys and young men
who have sex with other males are at higher risk
of STDs for a variety of reasons, including poor
access to relevant sexual health information and
services resulting from more general societal
discrimination.

Although both young men and women are at
risk of acquiring STDs, the impact on the health
of young women is usually greater. STDs are
more easily transmitted to women, are more
difficult to diagnose, and result in more serious
complications in women. Young women have the
added risk that a biologically immature cervix

.appears more prone to infection. Female genital
mutilation can also increase the risk of contract
ing STDs through bleeding or open infection of
scarred areas. Common STDs can also cause
pelvic infection, infertility, a variety of serious
pregnancy-related complications, and cervical
cancer. For both men and women, infection with
an STD appears to increase the risk of acquiring
HIV, the virus which causes AIDS, by as much as
10 fold.

Adolescents - especially girls - are at
special risk ofAIDS. Worldwide, among the 15
million people infected with HIV, rates of infec
tion appear to be highest for women aged 15 to
25 and for males aged 25 to 35. In a study in .
Rwanda, over 25 percent of pregnant women
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aged 17 or younger tested positive for HIV.
Slowing the spread ofAIDS requires.changes in
the sexual behavior of youth as most transmission
is through sexual intercourse and an estimated
two..thirds of those who acquire AIDS are in
fectedbyage 25.

A In most developing countries, existing
• laws, policies or practices prohibit or

severely restrict access to contraception and
abortion for unmarried young people. Most
family planning programs have done little to
reach adolescents. Many programs exclude
unmarried youth and health workers often have
strong biases against serving them. Moreover,
adolescents themselves often have negative
perceptions regarding the accessibility and
acceptability of existing services.

Q. What are the major obstacles to
expanding access to sexual health
services for youth?

know, or of being reprimanded or turned away
by clinic staff. Proximity of services and access to
transportation, convenience of clinic hours, and
supportiveness of clinic staff are other factors
which appear to influence use of family planning
services by adolescents.

Young women generally have less access to
safe abortion services than older women because
they are less likely to know where services are
available or to have adequate funds. They may
also find it difficult to obtain parental consent
where required. Adolescents are also more likely
to deny or be unaWare ofa pregnancy and to
delay a decision to have an abortion. However, in
some settings adolescents may perceive abortion
to be more accessible or acceptable than contra
ception, even when available under unsafe
conditions. Group discussions with youth in
Kenya and Nigeria, for example, revealed that
they had more. positive attitudes and better
information about illegal abortion than about
contraception.

Sweden, which has among the most progres
sive policies in the world on adolescent sexual
health, has adopted a comprehensive approach
which includes universal sexuality education;
special· adolescent clinics closely linked to
schools; free, widely available and confidential
family planning and abortion services; extensive
advertising of contraceptives in the media; and
widespread availability of condoms. Governmen
tal efforts have emphasized pregnancy and STD
prevention, rather than promoting abstinence
alone. Although the average age of first inter-

A· Societies need to acknowledge adoles-
• cent sexual activity and recognize the

special sexual health needs of young people. The
key elements of a comprehensive strategy are
universal sexuality education, linked to easily
accessible and affordable contraceptive and safe
abortion services. A truly comprehensive
approach should also include broader social
initiatives to expand education and employment
opportunities for girls and to eliminate
traditional practices that hann the health of
young women and girls.

A study in Asia in the early 1980s found that
only two countries - Thailand and Hong Kong
- allowed access to contraception without
restrictions based on age or marital status.
According to a more recent survey of adolescent
reproductive health programs in developing
countries, many African and Asian programs for
young people primarily serve older, married
youth, while in Latin America, more programs
serve unmarried youth under age 20. Efforts to
improve adolescent health are typically devel
oped within the context of health policies for
children or adults and are characterized by poor
coordination between education, health, and
family planning services.

At a practical level, most family planning
programs aim to help married couples limit or
space births, rather than to help adolescents
avoid first pregnancies and STDs. Clinic staff
often refuse to provide unmarried or childless
adolescents with contraceptives. In a study in the
United States, use of services by adolescents
depended on three factors: dissemination of
information regarding the availability of services,
guaranteed confidentiality, and affordability of
services. Surveys in several countries indicate that
adolescents are often reluctant to use existing
services for adults because they are afraid of
discovery by family members or other adults they

Q.

6

What elements should a comprehensive
sexual health policy for adolescents
include?
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Worldwide, youth are often poorly informed
about sexuality. In a study in Sri Lanka, one
q~arterofyouth surveyed thought a woman

A Sexuality education is intended to
'. improve knowledge and understanding

of sexual development, human reproduction,
and healthy sexual behavior among children and
youth. The explicit aim of many sexuality educa
tion programs is to help young people practice
~esponsiblesexual behavior, including where
appropriate, the delay of sexual activity. Pro
grams have also 'sought to improve communica
tions between youth, their parents and their
partners.

course - 16 years - is quite young in Sweden, ,
teenage birth rates are low, at 11 births per 1,000 >

women age 15 to 19.
Efforts to prevent early childbearing must

also recognize that adolescent sexual activity and
pregnancy is closely linked to the extent to which
women derive their social status from bearing
children and to which young women have alter
natives to motherhood. Studies in different
regions of the world have shown that girls who
aspire to finish secondary school are less likely to
become pregnant. In some countries, adolescent
girls become pregnant after dropping out of
school or terminating their education for other
reasons. In sub..Saharan Mrica and elsewhere,
the nature of economic activity and the extent of
women's participation in the labor force are
closely linked to the age at which women have
their first child.

Recognizing these links between adolescent
pregnancy and educati.on and employment
opportunities, some private organizations in
countries such as India, Mexico and Nigeria have
worked to improve girls' self-esteem, delay

.'pregnancy, and promote other opportunities for
girls. In other countries, comprehensive efforts

. to improve adolescent sexual health have in
cluded legislation and community education to
end traditional practices that are directly or
indirectly harmful to the health ofyoung women
- such as female genital mutilation and child
marriage.

o

Q. What is sexuality education? What
. should most sexuality education
programs seek to achieve?

could get pregnant by wearing clothes previously
worn by a man. Although many adolescents who
use a contraceptive method practice rhythm or
withdrawal, in two recent studies in Kenya and
Mexico City, the vast majority ofyoung people
interviewed could not correctly identify the .
fertile period in a woman's menstrual cycle.
Sexuality education promotes healthy and
responsible sexual behavior by providing basic,
relevant information, as well as by providing a
positive context for youth to discuss the emo
tional and physical aspects of sexual relation
ships.

Many sexuality education programs encour- .
age youth to delay first intercourse. However, the
results of studies evaluating the success of such

. programs in delaying sexual activity are mixed.
In the United States, programs which only
promote abstinence have generally not shown
decreased rates of sexual activity, although such
programs may be more effective with young .
adolescents who have not yet had sex. Overall,
programs which encourage postponement of
sexual activity while also providing information
about safer sex and contraception appear to be
more effective than those which promote absti
nence alone. Sexuality education appears most
effective in delaying first intercourse and encour
aging contraceptive use among sexually active .
youth when introduced early, before young
people become sexually active.

Some programs seek to help youth discuss
sexuality more openly, by using storytelling,
drama or role play to help youth communicate
their feelings. Research in Mrica sponsored by
WHO, in which thousands of adolescents were
asked to describe a typical first sexual experi
ence, reveals a common experience of poor
communicationabout sexuality between youth
and their parents, as well as a lack of mutual
discussion between youth in their sexual relation
ships. In Uganda, for example, a survey found
that many youth were reluctant to use condoms,
apparently because condom use was associated
with prostitutes and could be perceived as a lack
of respect by young men for their partners.

Sexuality education programs have also
sought to promote the idea of responsible
parenthood among adolescents. Young men are
often neglected by sexuality education and
pregnancy prevention programs despite their
role in initiating intercourse and their influence

7
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on contraceptive use. Some programs have
sought to address the issues young men have re
garding contraception and to increase their sense
of responsibilityfor pregnancy and fatherhood.. ••

Do young people have any special needs
with regard to .contraceptive counseling
and services?

more limited basis, have tried to reach out-of-.
school youth. Unfortunately, the contentof
many existing sexuality education programs is
not relevant to the information needs of young
people. Kenya's family life education program
avoids words like vagina and uses animal rather
than human examples.to teach reproductive
physiology. Other programs emphasize global
demographic problems or caution against pre
marital sexual activity without providing basic
information on practical ways to prevent preg
nancy and disease.

Q.

What characterizes a successful.sexuality
education program?

A. Effective sexualitY education programs
teach practical skills such as sexual

negotiation, decision-making and life planning, in
addition to providing basic information on
~uman reproduction, contraception, STDs and
AIDS. Ideally, such programs are specially
designed to respond to adolescents' needs. Many
existing programs, however, fall short·of these·
standards.

Q.

Traditionally, sex education courses have
emphasized reproductive physiology. But teach
ing practical skills, such as how to negotiate
condom use or say "no" to sex, is also important.
Research suggests that knowledge alone is not
enough to change sexual behavior - youth must
understand the long-term consequences of
unsafe practices and feel empowered to practice
healthy sexual behavior. A "Life Planning Educa
tion" curriculum, developed by the U.S.-based
Center for Population Options and adapted for
use in a variety of international settings, helps
adolescents plan for their futures as well as deal
with sexual feelings and behaviors. The curricu
lum includes topics such as values, goal setting
and decision-making, sexuality, contraception,
AIDS, parenthood and employment.

More effective programs utilize participatory
rather than authoritarian styles of teaching,
encouraging discussion rather than moralizing
about unmarried sexual activity. They employ
teachers specifically trained to work with adoles
.cents on sexuality issues and use educational
materials that are culturally and age-appropriate.
Peer education programs have been very effec
tive, as trained youth leaders can be influential
role models and credible sources of information
about sexuality, contraception and other.topics.
Young people who are HIV-positive or have AIDS
are particularly successful at reaching youth with
messages about AIDS prevention.

Over the past decade, sex education or family
life education programs have been widely intra
'duced in schools around the world and, on a

A Adolescents often have special concerns
• about contraception which need to be

addressed by family planning and health workers.
Youth may require more extensive counseling
than adults before they feel comfortable choos
ing and using a method. Given the high risk of
STDs to adolescents, counseling should empha
size the importance of condoms - used alone or
with other methods.

Numerous studies have shown why sexually
active adolescents fail to use contraception.
Adolescent sexual activity is often unplanned and
infrequent - making routine contraceptive use
less likely. Moreover, research shows that youth
in a number of countries typically feel that
planning for sex is bad, since it requires them to
acknowledge that they are sexually active in the
face of cultural taboos against such activity.

Adolescents may notunderstand' their own
personal risk of pregnancy or disease. They often
know little about various contraceptive options or
find contraceptives too difficult to obtain. Young
people may have fears about the health risks of
specific contraceptive methods, feel unable to
negotiate contraceptive use with their sexual
partner, or fear parental discovery and disap
provaL In some countries, a significant propor
tion of married or unmarried youth may also
desire pregnancy.

These broad concerns of youth'can be
addressed through counseling. Youth may want
to discuss with trained counselors whether or not
to be sexually active, whether they want to use
contraception, how their partner feels, and how
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their parents might react. In choosing a contra
ceptive method, adolescents generally require
more information about basic reproductive
physiology and contraception than most adults.
Counselors also need to be sensitive to the needs
ofyouth who may be engaging in homosexual
activity.

With the exception of contraceptive steriliza
tion and IUDs, which are not appropriate op- 
tions for most youth, most available contraceptive
methods are safe and appropriate for adoles
cents. Oral contraceptives are highly effective in
preventing pregnancy and are considered safe
for adolescent girls. However, hormonal methods
in general do not provide protection against
AIDS or most other STDs. Barrier methods,
particularly latex condoms, offer adolescents
some distinct advantages. Condoms are well
suited for infrequent sexual activity and are often
less expensive and easier to obtain than other
methods. Most importantly, condoms provide a .
high degree of protection from HIV and many
other sexually transmitted infections.

Once a method is chosen, adolescents, like
other family planning clients, need to be coun
seled about possible side effects and appropriate
follow-up care. Health workers need to help
youth assess their risk of STDs and encourage
condom use in addition to other methods, where
appropriate. Whatever method is chosen, health
personnel should take time to respond to ques
tions and fully explain correct use, to avoid
potentially harmful misconceptions. In Mexico
City, for example, a survey ofyoung women
found that 60 percent incorrectly believed a
condom could be used more than once.

Q What types of programs have been
.• effective in addressing the special

sexual health needs of adolescents? And
what strategies have been successful in reaching
out-of-school youth?

A Different models have been developed
• to provide sexual and reproductive

health services to .young people. They include
clinics which provide reproductive health ser-.
vices only, as well as centers which provide .
contraceptive services as one element of more
comprehensive activities for youth. Programs
which provide education and contraceptives at
the community level represent yet another .

model. Special programs have also been devel
oped to reach specifi~groups, such as married.
adolescents or street youth.

Special clinics for young people' are more
common in Western Europe, the United States,
and Latin America. School-based clinics typically
address a range of student health needs, ofwhich
reproductive and sexual health is just one ele
ment; contraceptives are often offered on a
referral basis only. More specialized reproductive
health clinics for adolescents generally provide
contraceptive counseling and supplies, and
perhaps treatment of STDs and other reproduc
tive tract infections among other services. More
recently, special clinics for youth have been
established by national family planning associa
tions in several countries in Mrica and Asia,
including Burkina Faso.and Indonesia.

Where special clinics for adolescents have not
proved feasible, some existing family planning

. clinics have introduced separate hours, en
trances, or other modifications to make services
more acceptable to young people. Hospital-based
post-partum and post-abortion programs have
also been developed to serve adolescent mothers
who want to delay'a subsequent pregnancy.
These programs have sometimes extended
services to other adolescents as well, through
word-of-mouth or more formal outreach efforts.

A second model of service delivery has been
the multi-service youth center, offering reproduc
tive health services in combination with a broad
range of recreation, education or employment
oriented activities. Addressing reproductive
health within a more comprehensive program
tends to be more socially acceptable, and recre
ation and other activities often attract young
people to the centers. Such centers tend to
require more resources, serve small numbers of
youth, and focus less on reproductive health.
However, successful programs such as CORA
(Centro de ,Orientacion para Adolecentes) in
Mexico City and the Women's Centre for preg
nant'adolescents and young mothers in Kingston,
Jamaica, demonstrate the value of a comprehen
sive approach.

Community-based-outreach programs repre
sent a model that generally requires fewer re
sources. These programs usually include educa
tional activi~es, and in some cases, contraceptive
distribution and clinical referral. Community

9
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'n. What do we know about the impact and
~l success of these programs in meeting

the sexual health needs of young
people? What kinds of programs are most cost
effective?

A Successful programs for adolescents
• carefully assess and respond to local

needs; involve youth in various aspects of pro
gram planning, implementation and evaluation;
and reach out to community leaders and parents
for involvement and support. Few programs,
especially in developing countries, have been
rigorously evaluated for cost-effectiveness and
impact. However, experience suggests a combi
nation of specially-targeted approaches may best
meet the needs of different groups of youth.

outreach programs tend to be most effective
.when youth are involved as peer educators and
counselors, as in the GenteJoven program in
Mexico. Large-scale educational campaigns have

o also used popular media such as comic books,
posters, films, radio and television to communi
cate important sexual health messages to youth.
To be 'effective, such campaigns also need to
inform youth about where to obtaiJ?_ actual
services.

Most of these programs can be adapted t~

senre youth who are both in and out of school.
Services aimed at out-of-school youth, however,
must be designed to be ~asily accessible to them
and may involve a variety ofapproaches. In the
CORA program in Mexico City, youth leaders are
trained in factories as well as schools to be peer
educators and distribute barrier methods. Casa
de Passagem, an organization working with street
girls in Recife, Brazil, provides reproductive and
other health services along with income earning
opportunities, shelter, and counseling.

following groupdiscussions with youth and a
national sunrey of young adults.

Involving the community:""- including influ
ential community leaders - improves the likeli
hood that a project will be effective and sustain
able. Parents, other involved community mem-'
bers, and youth themselves can be important
sources of support in the controversial area of
adolescent reproductive health. Introducing new
programs often requires political sensitivity. The
MUDAFEMproject in Nigeria, for instance,
initially limited services to students at theUniver
sity of Ibadan - with the intention of eventually
extending them to younger age groups.

Less tangible factors linked to program
success include the quality of relationships
program staff establish with youth. Programs
which organize around specific goals and mes-

o sages may also be more effective at promoting
healthy sexual behavior than programs that
merely make·services available. A recent evalua
tion of six school-based health clinics in the
United States, for example, found that clinics
which emphasized the themes of pregnancy and
AIDS prevention were more effective at increas
ing pill and condom use than clinics that only
provided services.

Overall, there has been little formal evalua
tion of adolescent programs, in part, reflecting
the resource constraints facing most fledgling
programs and the priority such programs have
given to direct provision of services. More evalua
tion is needed to understand which youth these
programs are serving and what makes them .
effective. However, experience suggests that
providing services through a variety.of different
programs may be important. For example, a
study in Monterrey, Mexico, found a community
based peer program to be one-third less costly
per contraceptive user than a multi-purpose
youth center. However, theyouth center at-

Successful adolescent reproductive health tracted and senred young unmarried girls as well
programs are stronglycommited,to involving as boys while the community program primarily
young people, using youth on advisory commit- senred boys, suggesting that the two approaches
tees in the planning process and as educators, were c·omplementary. Considerations other than
promoters or counselors in program implemen- cost may, therefore, be important in efforts to
tation. In Zimbabwe, for example, educational I make services more widely av~ilable to youth.
materials for young people were developed ,.1
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Quality contraceptive services for
adolescents: focus on interpersonal

aspects of client care

o
Reprinted with permission of Medicom Europe from:
2(3): 3-6.

Fertility Control Reviews 1993;
93-36

c.s. Waszak
Family Health International, Research Triangle Park, NC, USA

In an assessment of a family plan
ning clinic in Chile, clients defined
high-quality service as 'being treat
ed like a human being' [4]. Forad~
lescents, the key to being treated
like a human being is trust [5] .In an
evaluation of six US school-based
clinics, the reason cited most fre
quently for using the clinic was, ' ...1
can trust it' [6]. Adolescent clients
need to be able to trust their provid
ers' respect for confidentiality and
technical competence.

interactions' and 'infonnation to
users'. The other four elements 
choice of methods, technical com
petence, continuity of care and atr
propriate constellation ofservices 
also are relevant to the needs ofado
lescents, but for the most part speak
less to their unique needs. The de
velopment of this framework has
helped to focus attention on quality
of services rather than on quantity
ofservices provided. Improving the
qualityofservices has been linked to
increased client satisfaction, which
is expected to result in higher levels
of conti::uing, effective contrG.:etr
tive use among sexually active cli
ents [3].

© Mediann Europe

Developing trust

Introduction continued contraceptive use among
sexually active adolescents. These

Throughout the world, a growing goals are more immediate and
number of adolescents are sexually more relevant to the clinic than are
active and in need ofservices to pr~ pregnancy and binh rates within a
tect them against unintended preg- particular catchment community.
nanc), and sexually transmitted dis- Based on the results ofevaluation
eases (STDs) [l].Adolescentclients studies described in this paper, the
generally differ from adult clients in recommendations of clinicians ex-
their cognitive and physical devel- perienced in adolescent care and
opment, marital status, legal, finan- the author's experience evaluating
cial and emotional dependence on adolescent clinics, it is the thesis of
parents or guardians, contact with this article thatasetofinterPersonal
the health care system, personal ex- aspects of contraceptive services
perience with sexual activity and which address the special needs of
their sensitivities to negative societal adolescents may have the greatest
attitudes about premarital sex. impact on utilization, satisfaction
While clinical programmes have and continuation. These aspects
been designed specifically for ado- can be classified into two broad cate-
lescents, an evaluation ofsix school- gories: client trust in the provider
based clinics in the US demonstrat- and the quality of counselling and
ed that the mere presence ofsuch a infonnation offered. (N.B.: Due to
clinic - even in such an accessible space limitations, the discussion of
place as a school- may not decrease specific prognunme characteristics
the rate of teenage pregnancies or in this article will focus on providing
cases ofSTDs in the identified target services to female clients,. though it
population [2]. should be recognized that an addi-

Attention must be paid to specific tional anicle could be written about
characteristics of clinics which pr~ tailoring programmes for adoles-
mote the following outcomes for cent males.)
adolescent clinic users: increased These categories are similar to
utilization over several years; a high two elements ofJudith Bruce's cli-
level of client satisfaction based on ent<entred quality of care frame-
indices established by providers and work for assessment of family plan-

~ clients; and a high level ofeffective. ning programmes: 'client-provider

'CIIl:' Fertility Control Reviews, Volume 2, No. 3,1993 J
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Respedfur amjidmtiality gree how this is worked out. Even CotmSelling for continued
when an adolescent visits a clinic contraceptive use eBecause of their fears of adult (or with a parent, the provider.should

even peer) disapproval, adolescents secure some time alone with the eli- Addmsing negativefmings about
need to feel confident that they are ent to find out how much infonna- contraceptive~
being cared for by people who will tion she is comfortable discussing in
not pry unnecessarily into their af- the company of her mother or fa. Adolescents often will avoid seeking
fain andwho wHl notdivulge private ·ther [9, 10]. When parents do not clinical senices because of their
information to others without their accompany the client, the sugges-- negative expectations about the
pennission [7]. In a study by Zabin aon that parents may be involved clinic, such as being hassled by eli-
and Clark, adolescents cited fear should be made. Many adolescents nicians about their· sexual behav-
that their parents would discover assume that their parents would be iour, potential embamlssment about
their sexual activity if they went to a angry or disappointed if they knew not knowing how the health care
clinic as a major reason for delaying they were sexually active. Yet, there system works and anxiety about the
use of contraception [8]. Getting are many parents who, despite their monetary costs. Even when these
adolescents to ttust their providers initial discomfort, would be glad for fears have been alleviated to the
with this private information· fe- the chcp1ce to discuss contraception point at which an adolescent comes
quires a capacity for empathy and a with their daughters. Health care into the clinic to obtain a method, it
nonjudgmental attitude on the providers can offer to inelude par- is likely that she will continue to
part of the provider [5,9,10]. ents in the discussions iftheirclients have concerns related to the use of

·would like. While this might not be the method itself [7,8].
EnsuringprivtJC] the choice of most adolescents - Because adolescents have a less

and whatever choice is made should . developed future orientation, they
Special attention should be given to be respected unconditionally - if may give greater weight to the more
ensuring privacy. For example, ad«> given the opportunity, some might immediate fears ofusing contraceJ>'
lescent clients should not be asked choose to include a parent or other tives·than the more remote risks of
by the receptionist in front ofevery- adult in their decision [8,9,11]. pregnancy or disease [7]. This dis- eone in the waiting room about the torted risk perception is not unique
reason for their visit. Counselling 1Mpelvic exam to adolescents, but is more common
and tIeabnent rooms should be because during this cognitive stage
soundproof. In public programmes, A gende, complete physical exami- ofdevelopment, they are more like-
use ofcommunityvolunteers should nation and a reassuring pelvic exam ly to believe the 'personal myth' that
be limited since many adolescents may be critical to the client return- serious negative outcomes such as
fear the discoveryoftheircontracep- ing to the clinic. Many adolescent pregnancy will not happen to them
tive use by friends oftheir parents or girls are nervous about having a pel- [12].
by their peers. Calls should not be vic exam. Providers can delay a pel- Counse~ng .; with .. adolescenrs
made to the client's home without vic exam, ifnecessary, until after sev- should focus on dealing with their
special permission or without some eral months of contraceptive use fears of contraceptive use which in-
identification code. In clinics where and can use a smaller, Pederson elude:
adolescents are not the only popula- speculum to make the exam less un-
tion being served, special times comfortable [5, 9, 10]. Gidwandi - admission that one is sexuallyac-
shoukl be scheduled for adolescent recommends offering a young cli- live and feelings of guilt;
care to reduce the likelihood of cli- ent 'the choice ofself-insertion of a - embamlssment a~utobtaining
ents encountering a fiuniliar adult cotton-tipped applicator for assess- contraceptives;
they would prefer not to see [5]. ing vaginal discharge or self-guided - difficulty in discussing contra-

insertion ofa speculum with the re- ceptive use with the partner;
In'lJOlvingpmmts whm possibk assurance that the examination can - fear of rejection by the partner;

be discontinued if she wishes', at- - potential perception by the part-
Involvement ofparents is a sensitive lowing. the client to remain in con- ner as being unromantic or re-
issue and should be handled care- trot. She also suggests discussing ducing pleasure;
fully. The legal status of the minor with the client the possibility of in- - potential embarrassment about •adolescent determines to some de- voluntary vaginismus [10]. how to use and using coital-de-

e Medirom EuroJ- 4 Fertility Control Reviews, ~lume 2, No.3, 1993
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pendent methods correctly; and
- fear of side effects [7,8, 13-16].

It is also important to recognize that
some adolescents are not effective
contraceptive users because they ac
tually want to get pregnant [7, 8].
They see pregnancy as a way ofget
ting respect and attention and feel
ing independenL Counsellors can
explore these feelings with clients
and discuss this' with them within
the context ofthe realities ofbeinga
teenage parenL

Method-related information

Clients must be given information
about the range of contraceptive
methods available that will allow a
fully informed choice. When caring
for adolescents, it is especially cru
cial for this information to be dis
cussed in explicit and concrete
terms since their level of cognitive
development may make it difficult
for them to think about contracep
tive use in the abstracL Visual mate
rials should be used as often as pos- .
sible to help the adolescent under
stand how contraceptive methods
work and how to use them [11]. Sex
ually active adolescents should be
reminded that abstinence still re
mains an option they might want to
consider, though the provider
should be careful to say this without
appearing judgmental about the
client's current sexual activity.

More information about appro
priate methods for adolescents will
appear in another article in this is
sue. Some general points about
counselling on specific methods are
particularly important to mention,
however.

Pills, condoms qr both 1

The reliance on hormonal methods
for adolescents in many countries
should be reconsidered in light of

the current epidemics of STDs (in
cluding human immunodeficiency
virus infection) among adolescents.
Many providers are asking the seri
ous question of whether the use of
hormonal methods may deter ado
lescents from usingcondoms to pro
.tect against disease; on the other
hand, irregular condom use may
putadolescent girls at greater risk of
pregnancy than if they were using a
hormonal method. Some physi
cianssuggesta 'beltand suspenders'
approach, advising adoleScents to
use both pills and condoms [9], al
though the extent to which adoles
cents (or adults) will comply has not
been shown. More research is need-

. ed in detennining how to deal with
this dilemma.

Side ejJects

Adolescents may differ from adults
in the way they tolerate side effects
of various methods. Adolescent cli
ents should be given more encour
agement than adults to call or visit
the clinic whenever they have ques
tions about side effects since they
may have more difficulty assessing
what is nonnal due to their lack of
experience. This should be given
special attention when they are
counselled about the different
methods available to them. It has
been demonstrated that clients will
continue a method when there are
side effects if they have been appro
priately warned of these effects and
reassured about those that are not
hannful [11,17].

In addition to spending more
time counselling adolescents prior
to method selection, it is important
to anticipate the greater need of
adolescents to be reassured during
the early follow-up period. In a study
of adolescent and· adult users of
Norplant in Baltimore, MD, it was
noted that adolescents returned to
the clinic for more 'problem' visits

during the early follow-up period
than did adults, though this differ
ence disappeared by six months.

Effects ofcontraceptive we on daily
life

Another set of issues that adoles
cents should consider in making de
cisions about contraceptive meth
ods concern how the use of partic
ular methods will affect their day-to
day lives. Clients may need to
change methods or certain behav
iours in order to address difficulties
which may arise. Some of the ques
tions which should be considered
include:

- How will the client pay for the
method or the services?

- How will she get to the clinic for
follow-up visits and/or resupply?

- Where will she keep her pill
(condomsprdiaphragm) so that
she can remember to use them,
but where others will not find
them?

- How much impact will certain
side effects such as irregular
bleeding have on her day-to-day
activities?

Health care providers who counsel
adolescents can help guide them
through the consideration of these
matters.

Putting it into practice

The effects of tailoring family plan
ning services to the special needs of
adolescents through the implemen
tation of interpersonal interven
tions were demonstrated in an eval
uation ofan experimental protocol.
A special 'adolescent' protocol de
veloped by personnel from several
family planning clinics in Pennsylva
nia included the following ele
ments: one-to-one counselling ses
sions; visual aids used in counsel-
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ling; delayofpelvic examination un
til the second visit; scheduling of
more frequent early follow-up visits
after method acceptance; addition
al time allocated for initial tele
phone contact, counselling session
and general medical examination;
special staff tnlining in adolescent
psychosocial development, effort to
facilitate eye contact and conversa
tion between clinician and client
during examination; a designated
teen counselorat each clinicwho re
ceived special training; encourage
ment of involvement of the male
partner; discussion of recognition
and resistance to peer pressure dur
ingcounselling; and the encourage
ment ofparental involvement while
clearly communicating the adoles
cent's right to confidential services.
Data on client knowledge, satisfac
tion and contraceptive use were col
lected from three clinics in which
this protocol was implemented and
three clinics (similar to the experi
mental clinics in staffing patterns
and client populations). in which it
was not. The most powerful demon
strated effect of this intervention
was increased con~ceptivecontin
uation among clients of the clinics
using the experimental protocol
compared to the clients of the clin
ics using the standard protocols
[11]. This study provides promising
evidence for the ability of service
providers to affect the contraceptive
use of their clients through atten
tion to their special needs. While in
terpersonal skills are often consid
ered intuitive or inborn perSonality
traits, this is not totally true. At the

very least,s~working with adoles
cents can receive training to desen
sitize them to the kinds of sexual
practices they may be discussing
with adolescents which will go a
long way to facilitate nonjudgmen
tal, empathic communication.
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PREFACE

This paper is one in a series of four "key elements" papers. These papers have been
commissioned by the FOCUS on Young Adults Program in an effort to: (1) document the current
state of knowledge as to what works in reproductive health programs aimed at young adults; and
(2) identify key issues requiring further-research. The series of papers is organized around four
major program areas: school-based programs, health facility programs, community
based/outreach programs, and social marketing/mass media programs.

One of the mandates of the FOCUS program under its Cooperative Agreement with the U.S.
Agency for International Development is to advance the current level of understanding as to
what ensures effectiveness in programs aimed at influencing reproductive health outcomes
among young adults. The logical starting point in carrying out this mission was to examine the
published literature for relevant "lessons learned." However, since ~any apparently successful
programs and interventions have not been well documented and few have been subjected to
rigorous evaluation, the literature reviews undertaken at the outset of the project yielded
relatively few finn conclusions as to relevant "key elements" or "best practices" for young adult
reproductive health programs.

Accordingly, in order to establish a knowledge baseline that better reflected the accumulated
experience in programming for young adults which could be used to guide the FOCUS Program
research and evaluation agenda, a consensus panel process was undertaken. The goal of this
initiative was to systematically document the current thinking as to what makes reproductive
health programs aimed at young adults effective. This was done by combining infonnation from
the published literature with observations based upon field experience. For each of the four
program areas, an individual or organization with relevant expertise and experience was engaged
to prepare an initial discussion paper. These background papers were then disseminated for
review, after which FOCUS convened a consensus panel meeting to discuss each of the draft
documents. The papers were then revised based upon comments and suggestions offered at the
consensus panel meetings, sent out for external review, and revised a fmal time. The current
paper represents the end product of this process for each program area.

Based upon the findings of this consensus panel process, FOCUS intends to seek opportunities to
collaborate with implementing organizations. This cooperation will be useful in: (1) undertaking
evaluations of programs of different types that confonn more or less to the "best practices"
identified and;· (2) undertaking operations research and other types of studies to provide
infonnation on issues identified as requiring further investigation.
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AIDS

AlDSCAP

APROFAM

ARBSA

ARFH

ARHEC

BFLA

CA

CARE

CASA

CFI

CBD

CORA

CRUSH

CSW

FCI

FGAE

Fm

FLE

FPA

FPAK

mv

ICAF

ACRONYMS

Advocates for Youth

acquired immune deficiency syndrome

AIDS Control·and Prevention Project

Asociaci6n Pro-Bienestar de la Familia de Guatemala

Africa Region Boy Scout Association

Association for Reproductive and Family Health

African Regionai Health Education Centre

Belize Family Life Association

Cooperating Agency

Cooperative for American Relief to Everywhere

Centro para los Adolescentes de San Miguel de Allende

Centre for Family Initiatives

community-based distribution

Centro de Orientaci6n para Adolescentes

Community Resources for Under 181s on STDs and mv .

commercial sex worker

Family Care International

Family Guidance Association ofEthiopia

Family Health International

family life education
.

family planning association

Family Planning Association of Kenya

hwnan immunodeficiency virus

International Center for Adolescent Fertility
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ICRW International Center for Research on Women

lEe infonnation, education, and communication e
INPPARES Instituto Peruano de Patemidad Responsable

IPs influential peers

IYF International Youth Foundation

IPPF International Planned.Parenthood Federation

IPPFIWHR IPPF/Western Hemisphere Region

KAP knowledge, attitudes, and practice

MIPFAC Centro Materno Infantil y de Planificaci6n Familiar

MOH Ministry ofHealth

MSI Marie Stopes International

NGO nongovernmental organization

PI Pathfinder International

PRB Population Reference Bureau

PSFN Prosuperacion Familiar Neolonesa

REDESS National Education, Research, Training and Service

Jovenes Network for Youth

SERVOL Service Volunteered for All

STD sexually transmitted disease

UN United Nations

UNFPA Uni~edNational Population Fund.
UNHCR United Nations High Commissioner for Refugees

UMATI Chama cha Uzazi na Malezi Bora cha Tanzania

UNICEF United Nations Children's Fund

USAID United States Agency for International Development
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WAYI

WHO

YWCA

West African Youth Initiative

World Health Organization

Young Women's Christian Association
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REPRODUCTIVE HEALTH
OUTREACH PROGRAMS FOR

YOUNG ADULTS

I. "INTRODUCTION

The concept of "adolescence" is-a relatively recent development. This is particularly true in
developing agricultural countries, where the transition from childhood to adulthood is rapid,
marked by reproductive maturity and accompanying socioeconomic .privileges and
responsibilities. An extended period of time spent moving from one life stage to the other is a
modem response to expanded education for both men and women, the need for more extensive
vocational training, the increasing work aspirations ofyoung womeh, and the recognition that
adolescent development deserves investment and special treatment.

Reproductive health is a major concern of the young adult period, in part because earlier sexual
maturation and later marriage have increased the period of risk for nonmarital pregnancy. In
many parts of the world, changes in familial and societal patterns and values have also resulted
in a relaxation of social constraints on nonmarital sexual activity. Consequences include not
only unintended pregnancy, but also psychosocial problems and disease. HIV infection is the
most recent, and most serious, addition to the array of sexually transmitted diseases (STDs)
common in this age group.

The delivery of reproductive health information, counseling, and services to young adu1ts, other
than to married women who are generally treated as adults whatever their age, is a new and
emerging area. Many of the earliest efforts involved education in the schools, but such· courses
typically avoided the more sensitive sexual issues and often, especially in Africa and Asia,
sidestepped sexuality altogether. Furthermore, not all adolescents attend school, especially in
Africa. Health facility programs have tended to accept young women if they are married; only
recently have services been offered to, and set up specifically for, unmarried young people. Up
until now, however, most young adults are reluctant to use these services.

In view of the difficulties in reaching young adults in the schools and in health facilities, other
ways to serve this population are being devised. Many of these innovative approaches are being
tested and implemented by nongovernmental organizations (NGOs) and include youth centers,
where young people are attracted to a multipurpose site that broadly addresses diverse needs, and
outreach activities, in which trained peers or professionals seek sites where young people gather,
work, and spend leisure time.

While reaching out to young people reluctant or unaware ofhow to seek iilfonnation and
services is key to serving larger numbers of young adults in general, it is critical to successfully
connecting with less mainstream youth. Among young people today, especially in urban areas,
there are increasing numbers who are living or working on the streets and in other ways
marginalized and at greater risk of sexual exploitation, STDs, and mv infection.

With such groups, trust and understanding--are particularly important characteristics of those
outreach workers who provide them with information, counseling, and services or referrals.
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Very often, members of their own peer groups are trained to work with young people such as
"street youth" or commercial sex workers (CSWs). Peer programs appear to be effective ways to
reach and inform specific target audiences of young people.

A. Content and Methodology

This paper on outreach programs for young adults is part ofa process to identify projects and set
a practical research agenda so that program planners can build upon a body of evidence
regarding successful model projects and key program characteristics. It describes various
models that are not based in clinics or schools but are designed to reach young people both by
attracting them to centers or reaching out to them where they gather for social, vocational, and
recreational activities. It provides evidence about project achievements, presents programmatic
lessons learned on strategic and operational elements, sets forth key elements for outreach
activities, and suggests some critical research questions for the future.

In order to obtain information about program models and characteristics, several actions were
taken. There was a review of published and unpublished literature, including project reports and
evaluations. Organizations active in the field of adolescent reproductive health were contacted to
obtain information about projects implemented or assisted by them as well as any analyses of
lessons learned resulting from these experiences. While many of these groups were USAID
Cooperating Agencies (CAs), international donor and other agencies such.as UNFPA, UNICEF,
WHO, and IPPF were also included. Discussions were held with professionals specializing in
adolescent reproductive health issues in such areas as program design, implementation, technical
assistance, and evaluation. In that regard, and in the absence of significant documentation of
effectiveness, the author also relied on her experiences in these areas, especially in connection
with a global thematic evaluation on adolescent reproductive health programs just completed for
UNFPA.

This paper covers youth centers, peer promotion programs, outreach programs, and NOO efforts
to reach youth" primarily through youth-oriented organizations. In regard to youth centers,
experiences and recommendations are largely limited to multipurpose centers that provide
information and services for diverse educational, health, psychosocial, vocational, and
recreational needs, ofwhich reproductive health services are one but not necessarily the
dominant offering. Clinics focused on reproductive health services are covered in a companion
paper on health facility programs. Furthermore, outreach activities in this paper focus on peer
promotion projects and outreach to workplace and "street" settings with the emphasis on
information, education, motivation, and referral. Although information, education, and
communication (lEC) materials are necessarily part of these efforts, and condom distribution is
often a component, a separate paper addresses projects primarily designed as IEC and social
marketing activities. Education efforts (e.g., family life education, or FLE), peer programs
within the school setting, and clinic services conducted at schools and universities are covered in
the paper on school-based programs.

B. Summary of Project Models and Elements

•

•

The approach of attracting young people to special sites designed just for them or reaching out to
them where they congregate for work or play goes beyond tailoring an existing clinic or school
offering to meet their reproductive health infonnation and service needs. These models are
creating entirely new efforts, beginning with the youth perspective itself: what they need, where •
they are, and who should serve them. Compared to school and clinic programs, these models
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are much more likely to begin with assessing actual needs and involving youth in their design
and implementation.

C) Several diverse models are reviewed in this paper. These include:

• Youth centers -' both those that assist pregnant and parenting teens ,to pursue
educational and vocational objectives and those that try to prevent too-early pregnancy
along with other risky behaviors while helping to enhance life skills.

• Peer promotion programs, which have the advantage of delivering activities by peers
similar in age and background to their target audience and other outreach efforts to place
services in the community and workplace. These types of efforts have been successful in
identifying and contacting difficult-to-reach populations such as out-of-school youth,
street children, and commercial sex workers.

• Other outreach programs, that is, projects reaching youth in the community but
delivered by adult professionals. An interesting type of project developing along with the
economies of some countries is the workplace model, where information and services are
provided by the employer and/or at the place of employment.

• Reproductive health projects developed by youth-oriented organizations for their
constituents. These are often characterized by a high degree of youth involvement in the
planning, implementation, and evaluation phases. They also have expansion potential if
part of a national or international NGG federation.

There 'have been some notable trends among these types of programs in recent years, especially
an increasing emphasis on expanding outreach and downplaying activities at a fixed location.
Because ofthe AIDS pandemic, it has become more urgent to get lifesaving information and
services to people, including young adults who disproportionately take risks and are soon to
begin or have already begun childbearing. Also, given the target audiences at high risk for HIV
infection, which include young people living on the street, CSWs, and other marginalized
people, nontraditional outreach efforts have had to be devised and implemented.

While very few evaluations have been done on the model projects covered in this paper, there are
promising indications. There is some limited evidence that centers for pregnant and parenting
teens can delay a second pregnancy, but these facilities are very costly. Such programs have
definitely succeeded, however, in improving educational poljcies so that yOWlg mothers can
return to school. Multiservice youth centers designed to prevent too-early pregnancy are also
costly; furthermore, no clear conclusions can be drawn about if and how they succeed in
improving adolescent reproductive health or which ofthe many components play what kind of
role in doing so.

There is evidence that outreach programs, specifically, those using peer promoters, are less
costly per contraceptive user than fixed centers. They appear to be effective in reaching their
target audiences and in distributing or referring for contraceptives. In mv prevention programs,
in particular, peer outreach programs have resulted in increased knowledge and more positive
attitudes about health promotion; there are some promising indications about behavioral change
regarding STDIHIV prevention. Also, assessments indicate that compared to adult educators and
counselors, young people seem to prefer their peers in this role and may be able to learn more
effectively from them.
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NGO activities have not been extensively evaluated. Several implementation issues, however,
are becoming clear. Many NGOs, especially the well-established groups, have strong positive
track records and reputations upon which to build a project for young people. This is especially •
important in the area ofreproductive health, which can be very sensitive during the early

. program introduction stages. At the same time, the difficulty ofincorporating a challenging
issue has. tended to be underestimated. When groups have an existing, broad social agenda, extra
time and care need to be provided in order to successfully integrate a new project area

While some limited evidence exists about the s~ccess ofprojects, practically none is available
for individual project components or characteristics. Nevertheless, there is considerable
agreement among professionals in the field concerning what elements are necessary and likely to
result in improved operations and better outcomes. These conclusions derive in part from focus
group discussions and other infonnation from young adults themselves but also from significant
field experience in developing, observing, .and evaluating projects.

A summary ofkey elements, values, and benefits from their inclusion in young adult programs
and examples oftheir implementation follows as Table 1.

•
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Table 1: Outreach Programs for Young Adults on Reproductive Health: Key Elements

• offer options for clients (e.g. "Fleet of Ilope": abstinence, fidelity and
monogamy. condoms)

• pinpoint target group, such as out-of-school youth, ages 12-18 in specific
geographic area

• understand role ofsex to target population (e.g.• street children), then develop
messages which acknowledge, rather than deny, such a role

• fonnalize YQuth involvement through a Youth Advisory Council with power to
influence decisions and alter plans if necessary

• conduct workshops for camm: mily leaders to leam about, become supportive
of. project I

• hold regular meetings for parents to increase their understanding of project
• include parents in some project activities. such as craft classes

• track "graduates" of program to provide evidence of long-tenn successes; this
can be used for program purposes (e.g.• to attract participants) and financial
support (to attract donors)

• develop criteria, including such characteristics as acceptability to peers,
credible role models, commitment to reproductive health issues, good
communication skills

• establish training courses according to content and skills needed; e.g.•
counselors need training in interpersonal communication, problem-solving, anti
decision-making

• provide refresher courses

• establish clear. achievable and measurable
objectives

• ability to achieve what is proposed
• project is politically acceptable
• ability to serve intended population most

effectively
• infonnation obtained for how best to reach target

group with what activities and services
• ability to identify different gender-specific needs
• fostering "ownership" of, commitment to. and

participation in project
• greater understanding of project by community

resu Iting in enhanced support. and/or less
opposition

• parental understanding and support contribute to
their children's participation

• parental ability to reinforce positive health
messages

• high comfort and competence level ofpeer
promoters

a.

b. Target audience identification

d. Youth involvement

f. Parental involvement

c. Nee<Js assessment

e. Community involvement

g. Evaluation design and monitoring

b. Training to assure competence for
tasks

• learning how a project is (or is not) meeting
objectives can allow managers to change operations
to become more effective

• showing evidence or"project success can increase
revenues

mII....IIIm!· mID..·..
a. Peer selection according to • identification ofthose young adults with best

characteristics potential and interests to serve in project tasks and
who appeal to youth
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Table 1: Outreach Programs for Young Adults on Reproductive Health: Key Elements (continued)

3. KEY CHARACTERISTICS OF PEER PROGRAMS

d. Minimization of I Planning for turnover • ready reserves of peerpromoters allow a project to
remain at full strength in the event ofabsentees or
dropouts

b. Effective supervision and support . • more confident and supported peer promoters can
better assist their clie~ts °

• peer promoters can feel comfortable seeking the
help they need to do a

O

good job

a.

b. Responsive counseling

c. Effective referral

a. Clearly defined responsibilities

c. Participant access to adult
professional(s)

e. Use of relevant materials

•

• target group acquisition of factual and practical
information

• peer educators become known as a source of
accurate infonnation; they are then sought out

• ability to assist clients with decision-making,
problem-solving and development ofcoping
strategies

• effective linkage to a service not able to be
provided results in more adequately addressing
clients' needs

• More effective and efficient implementation, with
less confusion and overlap, results from peer
promoters' understan~ing what is expected of them

• adurts available for consultation ensures that those
young adults who need to speak with older, more
mature professionals can meet their needs within
the program '

• educational materials that are accurate, interesting
and relevant help promoters teach and
communicate better

• gender-sensitive materials can help strengthen
program and empower young women

ILl

•

• enable peer educators to communicate useful infonnation in skills-building
ways; e.g., demonstrating condom use, followed by participant practice, is an
effective exercise

• empower counselors to handle most needed responses by a combination of
direct help or adequate referral to a medical or technical source

• arrange usable channel$ of referral to needed serVices as determined by client
profile

• give special auenlion to referrals for IIIV and sexual abuse counseling

• ifminimum activities are expected, define for peer promoters quantitative
objectives for achievement within specified time periods; e.g., peer educators
should reach 200 youn~ adults with condom-use discussions within a one
month timeframe

• schedule regular meetings (group and individual) for review of progress,
questions, problems to ensure that promoters feel competent to carry out tasks .

• ensure that an adult professional is on call, either at the project's horne base or
at a referral site

• reward efforts to lengthen peer promoters tenure
• train more peer promoters than needed in order to provide alternates

• ensure that providers have interesting, youth-oriented IEC materials, such as
comics, videos and games, in order to foster interaction and participation

e'
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II. TYPES OF OUTREACH PROGRAMS FOR YOUNG ADULTS

A. Background

Given that adolescence is a newly acknowledged life phase in many developing countries, the
practice of serving this group with tailored information and service activities, particularly
regarding reproductive health, is a recent development. Schools have been hesitant to offer (or
mandate) effective sexuality education, and because many.children drop out of school before
such courses become available, other ways to reach and attract young people with reproductive
health information and services are being devised. Such approaches are particularly needed in
view of adolescent reluctance to use health clinics, especially public facilities.

This chapter will review types of programs that operate outside of schools and clinics, covering
strategic ways to attract young people to special facilities and bring services to young people
where they are. It will include youth centers - both those that help pregnant and parenting teens
pursue educational and vocational objectives and those that try to prevent too-early pregnancy
along with other risky behaviors while trying to enhance skills and potential. It will also assess
peer promotion programs, other outreach efforts to place services in the community and
workplace, and special initiatives by youth-oriented organizations to develop projects by and for
youth. Evidence of success in reaching target audiences and favorably affecting knowledge,
attitudes, and behavior will be presented along with some cost comparisons of different models.

There have been some notable trends among these types of programs in recent years. For
example, in Latin America, where multidimensional youth centers are most prevalent, there is an
increasing emphasis on expanding outreach and downplaying activities at the fixed location,jn
some cases shutting down the center altogether. This results, in part, from struggling with the
high costs of running centers with significant educational, psychological, health, and recreational
services. Part of the rationale for such broad offerings was to increase the attractiveness to youth
and to "package family planning" in the broader, less visible, context of multiservice youth
centers. This model also recognized that young people have pressing needs beyond those of
sexuality and reproductive health.

However, aside from high costs during a period of cost-cutting, the AIDS pandemic has created
new needs and changed certain perceptions ofhealth protection and promotion. It has become
more urgent to get lifesaving information and services to people, and critical to reach young
people who disproportionately take risks and have begun or are soon to begin childbearing.
Politically safe packaging is starting to give way to effective delivery ofhealth information and
methods. Also, given the target audiences at high risk for HIV infection, which include young
people living on the street, CSWs, and other marginalized groups, nontraditional outreach efforts
have had to be devised and implemented. The newly implemented AIDS prevention projects,
which have significantly better design, monitoring, and evaluation elements - no doubt because
they benefit from years of developing such mechanisms in related public health areas - are of
interest as examples of new and innovative approaches.

There is also an apparent trend for agencies to implement many outreach activities
simultaneously. Thus, a centet:might offer vocational training and FLE, dispatch promoters to
provide counseling and barrier methods, train teachers to give sex education courses, develop
materials for the media, and refer for STDtreatment. In a sense, such combinations help assure
that young people will get the messages and assistance they need from a source that's relevant to
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them, reinforced by consistent information from elsewhere. With so many influences and stimuli .
in young people's lives, it is practical to channel information and motivation through as many of _
them as possible. •

As the International Center on Adolescent Fertility (ICAF) asserted in a·review ofprojects,
program designers will need to become even more creative in the future in finding ways to take
programs to youth rather than making youth come to them (Barker et al., 1991). The outreach
conceptis based on-thebeliefthat more young people would like reproductive health information
and preventive methods if they knew they were available and/or that they need outside
motivation and reinforcement to use contraception (Brabin, 1995). Bringing services to youth
also solves the problem of distance - both physical and psychological. It eliminates distance as
a barrier to access and can better penetrate the distrust and alienation of such hard-to-reach
groups as unemployed school dropouts and "street children" (Paxman, 1993; WHO, in press).

B. Program Models

1. AdolescentIYouth Centers

a. Centers for pregnant and parenting youth

For political and practical reasons, it has been easier to provide services for pregnant and
parenting teens than to take actions to prevent the first pregnancy. Such projects as those that
provide academic and vocational instruction along with health and family planning services in an
effort to help young women complete a certain level of education (or return to school) and
prevent the second pregnancy have been in existence longer than most ofthe newer outreach
activities. They present a mixed record, including some clear successes, and they have
accomplished two other significant objectives. These projects, some of which have been adapted
from others, show that projects in differing cultural settings can learn from one another. They
.have also·raised awareness about the situation ofpregnant schoolgirls and, ina few cases, have
instigated a change in public policy regarding school attendance (pathfinder International [PI],
1993; PI, 1995; Senderowitz, 1995c).

The center credited with developing the model adapted by others is the Jamaica Women's Center.
Founded in 1978 to help girls who became pregnant while in school to reenter the system after

giving birth, the program provided academic instruction to those who could return to school and
skills training and vocational counseling to those past school age. The program has since
expanded to six other main centers and 13 outreach stations serving rural populations.

Recently, activities intended to delay the first pregnancy have been added, including after-school
academic assistance and family planning counseling for nonpregnant teens (Barnett et al., 1996;
McNeil et al., 1990).

This project has been evaluated in various ways over the years, including a static group
comparison (with 89 and 26 girls in two intervention groups, Kingston and Mandeville, and 111
girls in the comparison group)-for short-tenn-effects and a nonexperimental survey of 66 older
graduates to assess longer term effects. Results showed that 55 percent (Kingston) and 73
percent (Mandeville) of recent Center graduates had returned to school, compared to only 15
percent in the control group. Compared to a repeat pregnancy rate among control group women
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Along similar lines, Tanzania's nongovernmental family planning association, UMATI,
established the Adolescent Pregnancy Drop Out Program at the Dar es Salaam Vocational
Training Centre in 1986. Twenty adolescent mothers who had dropped out of primary school
were"provided academic instruction, counseling, vocational training, health services, family
planning, childcare, and·family·life·education. Accordingto an internal evaluation by the
Pathfinder Fund in late 1987, during the first 15 months, the project faced numerous start-up
problems, logistical snags, and design questions. Of most concern were four repeat pregnancies
among the 20 participants, prompting the project to intensify its counseling, FLE, and family
planning components. The evaluation also recommended more work with the adolescents'
parents and the "baby fathers" (Cooper et al., 1988).

In fact, changes to the program, including greater involvement ofparents, appears to have
effected significant outcomes. A later review, also by Pathfinder, reports that no repeat
pregnancies occurred among the second group of students and that a briefing and regular
meetings with parents resulted in more investment by them in their daughters' futures,
demonstrated by a greater number taking over the financing of secondary school enrollment from
the Center (PI, 1995).

The Educational Center for Adolescent Women in Botswana, implemented by the YWCA, is
"patterned after the Tanzanian model. Their outcomes on repeat pregnancies were remarkably

similar, dropping from four out of20 in the first group to none "in the second. Parental"
involvement was also encouraged; in.the·Botswana.center,.parents are.actual participants in
activities such as crafts programs. Students and staff indicated that the counseling effort had a
substantial effect on students' attitudes and self-esteem. And, as in Jamaica, but not in Tanzania,
the project was able to favorably influence public policy regarding school readmittance of
adolescent mothers (PI, 1995). "

Although these programs for adolescent mothers offer some indication of success in delaying the
second pregnancy, as opposed to programs for teen mothers that have been tested in the United
States (Moore et al., 1995), they are very costly. In the Jamaican project, the cost for one girl for
one academic year is U.S.$437, and providing care in the nursery for her baby costs U.S.$83
(McNeil et al., 1988). NGO support helped start this program, and although external donor
contributions continue to help, the program is under the auspices of the Jamaican government,
with a majority of funds provided by it (Barnett et al., 1996).

Governments in other countries support some less comprehensive efforts for girls forced to drop
out of school because of pregnancy, such as the Golden Opportunities School in Antigua.
However, the school has no nursery and limited instructional hours; furthennore, Antiguan
policy prevents a return to school after childbirth (Senderowitz, 1995c). Sri Lanka and Indonesia
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have training centers for dropouts, including girls who left because ofpregnancy, but Indonesia
does not include FLE in its course offerings (UNFPA, in press).

b. Multiservice Youth Centers

Youth centers have been developed, especially in Latin America, with multiple health and social
services to address the broad needs and concerns ofyouth, in some cases with a significant
objective ofaddressing reproductive health. Where young people's reproductive health needs are
served, especially before a first pregnancy has occurred, centers have often faced more political
opposition - real and feared - than those assi~ting pregnant girls. Although evidence exists to
the contrary, the long-standing concern expressed by adults that adolescents will be encouraged
to have sex if family planning is available has persisted in every region.

In response to this concern, some program planners created a more broad-based service facility,
which provides educational, vocational, and recreational services along with counseling and
reproductive (and other) health care; this proved a useful approach in places where a single focus
on family planning was not acceptable (paxman, 1993). The provision of diverse psychological
and health services also allowed treatment of the young person in a more holistic way,
addressing root causes of multiple problems and meeting various needs at the same time
(Paxman, 1993; WHO, in press).

Such centers also helped attract young people, very often the out-of-school youth so in need of
many services. Importantly, these centers attracted young men in ways that health facilities
failed to do. Not only could their current problems be addressed but their future concerns, such
as preparing for and fmding ajob, were strongly emphasized. In fact, when young people in the
Caribbean were asked to describe an ideal place to meet and get reproductive health care, their •
responses sounded like some of the best-developed youth centers. They outlined a center with
many services, including reproductive health, which would notlook like a clinic, open to both
boys and girls at convenient hours (after school and in the evening), staffed by empathetic and
knowledgeable counselors, offering social and sports activities, and providing job training (Kurz
et al., 1995)..A friendly and responsive staff appears critical to the success of a teen center
(IPPFIWHR, 1995). .

The Centro de Orientacion para Adolescentes (CORA.), founded in Mexico City in 1978, was a
pioneer in providing multiple services to young adults. At the beginning, it offered individual
and group counseling, medical services, health education (including reproductive health), and
cultural and recreational activities. Beginning in 1983, CORA. expanded both its number of
facilities and the services offered. Outreach activities, including training and a postpartum
education project for teen mothers in a major hospital, were added, along with a drama forum for
young people throughout the city. Development ofeducational materials and research began so
that experiences gained at CORA could qe shared. In fact, adaptations of the CORA model have
developed in Mexico, in other Latin American countries, and in Africa (Monroy et al., 1988;
Monroy, 1992).

A 1987 evaluation of CORA. revealing that the center attracted relatively small proportions of its
target population (about 16 percent) prompted the organization to increasingly use peer
promoters to reach young people with sex education, family planning infonnation, and
contraceptive methods. These promoters reach into the schools, the community, and factories _
(see section e., below, for a cost comparison ofvarious CORA. strategies) (Monroy et al., 1988). •
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A similar center, Centro del Adolescente "El Camino," was established in Guatemala City in
1979 by APROFAM, the nongovernmental family planning association (FPA). The center was
purposely sited in a facility separate from the FPA, centrally located and easily reached by
inexpensive transportation. Although sex education and family planning were priority areas,
these were integrated 'With counseling, outreach, and medical and dental services. The integrated
approach was deemed necessary both to avoid too heavy an emphasis on family planning, which
might bring unfavorable public and political notice, and to attract young people. In fact, on the
urging of young people, additional program elements were added, including recreational
activities, tutoring, vocational courses, and dental services (Andrade, 1985).

Youth promoters were trained and began service in 1983, presenting talks and videos and
distributing educational materials in the schools and in community settings. Although it was
decided that they would not distribute contraceptives, they referred young people to El Camino
for family planning. This program component had a major effect on the center's contraceptive
provision profile: more than 80 percent of the barrier methods distributed by the center were to
adolescents referred by the promoters (Andrade, 1985).

There is no doubt that this type of operation is costly (IPPFIWHR, 1995). And if family
planning is the major objective, the many additional components necessarily increase the per
user costs. This became an issue between El Camino and its funders. Yet the center participants
and staff saw El Camino's evolution as a rational strategy in a traditional society; El Camino
survived and attracted young people for a variety of reasons, many of whom were then
introduced to family planning (Andrade, 1985). At the same time, some of these programs,
including El Camino, have been forced to reduce certain services because of scarce funds, either
temporarily until new resources are found or permanently (IPPFIWHR., 1995).

Several other centers in Latin America and the Caribbean attract young adults with their
combined reproductive health care and other services needed by this group. The Under-20s
Clubs in Grenada and other Caribbean sites, run by the FPAs, offer adolescents a chance to
socialize and get help with homework while also providing counseling, health education,
physical exams, and contraceptives (Kurz et al., 1995). CASA, in San Miguel de Allende,
Mexico, is run by a private NGO and ·provides psychological. and vocational counseling, social
and cultural events, and medical services as well as promotes youth reproductive health in the
community 'via peer educators (pI, 1995). In Trinidad and Tobago, the Adolescent Development
Program of the organization Service Volunteered for All (SERVOL) reaches school dropouts,
emphasizing skills they need to obtain jobs and helping them plan for their future, while relating
desired family size to the use of contraceptives (Kurz et al., 1995; Population Council, 1996).

Centers have begun operations in Africa more recently. The Gambia Home Economics
Association established a Vocational Center in 1990 to help out-of-school young girls learn
skills., FLE was incorporated into the ~urriculum and the Center counseled and referred for
family planning services, working closely with the FPA. The program was designed to use peer
counselors; however, the referral rate was very low and the rates of family pla.~ng use
significantly lower than among survey figures for sexually active youth (paxman, 1993). It was
realized that young people were hesitant to come to the Center for counseling or to the FPA for
contraceptives; future plan:; called for using alternative sites and distribution methods. Another
challenge was the persistent taboo nature of peer counseling for girls (pI, 1995).

The Family Guidance Association of Ethiopia (FGAE) succeeded in establishing a program in a
country where strong cultural taboos limit discussions about sexuality between parents and
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children and deter unmarried women of any age from using family planning clinics. ,FGAE's
youth program, started in 1990 in Addis Ababa, included a youth counseling center, FLE
sessions, clinical consultations and contraceptive ser,,'ices, outreach to schools, and an additional
site for out-of-school youth that offered information, education, condom distributioIly and
recreational activities.

Although the program overcame many challenges, some limitations persisted. One key shortfall
is the need to refer to another site for SIn diagnosis and treatmentand for pregnancy testing.
Another is the growing demand for services from an already overburdened staff.Nevertheless,
the program remains the only source for contraceptives accessible to young people in the .
country. Records indicate a significant distribution of condoms, and steady rates of new and
continuing acceptors, many ofwhom never used condoms before coming to the center (Hawkins
et al., 1992; PRB, 1994).

Another African example is the Youth Programme ofthe Family Planning Association of Kenya
(FPAK), which operates tWo centers, in Nairobi and Mombasa, where they provide counseling
and educational and recreational activities. A major feature, prompted by the difficulty of young
people getting to the centers, is the network of volunteer promoters providing outreach, primarily
to schools (Themmen, 1996). In light of the political context, however, they have chosen an
extremely cautious role for the promoters, stressing abstinence and using referral to the FPAK
clinics for sexually active youth. Referrals have been minimal - less than 100 per year (Marie
Stopes International [MSI], 1995).

Although documentation of clients served, presentations given, and contraceptives distributed are
typically available for projects such as these (usually required by the donor. agency), there are
virtually no data regarding the relative effectiveness of one component or another. Given the

. high costs and multiple interventions, some analysis is needed regarding which specific activities •
are meeting what needs at what costs.

The high cost percHent provided with reproductive health services is exacerbated by the low
turnout experienced by many centers. Too often, the same small group ofyoung people "hangs ,.,:
out" at a center, usually for socializing and recreation (Ajayi, 1996). This has changed strategies
for many of the centers, which have increased the use ofoutreach, usually peer promoters, to
actively recruit and/or deliver infonnation and contraceptives to ~':ung people in schools, at
work or where they congregate.

2. Youth Peer Programs

Many fixed centers trying to attract and recruit participants concluded that peers could play this
role quite well. Peer programs typically combine several important factors useful in 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
healthy behavior, and actual involvement ofyoung people in programs targeted to them (Fee &
Youssef, 1993). AlDSCAP (n.d.) summarizes the benefits of the peer education approach as
culturally appropriate, community-based, accepted by the target audience, and economical.
Downsides include high turnover as well as the need for a significant degree of supervision and
continuous training (AlDSCAP, n.d.; IPPFfWHR, 1995).
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Most centers now have a major peer promotion component, increasingly providing information,
counseling, and services outside the centers, where they reach young people. One Mexican
program, Gente Joven, closed its centers altogether and switched to a peer outreach strategy.

Gente Joven, established as the youth program by the Mexican FPA Mexfam, had set up 13
centers from 1986 to 1988~' However, they observed that the numbers of young people coming to
the center were low and the costs were high. The changeover was thus made to use trained

.coordinators and 1,500 youth promoters~ the latter high school volunteers aged 16-20. Some of
these receive additionattraining!o enable them to distribute condoms along with information
and education. Referrals are also made to Mexfam's clinics for counseling and brc;>ader
reproductive health services (International Planned Parenthood Federation [IPPF], 1994;
Marques, 1993).

The program is based on the use of many communication materials appealing to youth and on
creative alliances with various ,youth.subpopulations... For example, Gente Joven created a light,
humorous radio series combining popular music, relevant topic discussion, and reliable
information for decision-making in relationships and sexual matters. Videos developed for
different age groups are used for discussion starters. Printed educational materials are different
in approach, content, and tone from traditional resources used with adults. A major effort
combines a partnership with a difficult-to-reach group - gangs - and a special approach, street
theater. Promoters also carry their messages into the schools and factories employing young
people (IPPF, 1994; Marques, 1993).

The youth program of the Belize Family Life Association (BFLA, an IPPF affiliate) also started
as a fixed center. Originally attracting primarily in-school youth, it moved toWard more
emphasis on outreach, mainly through peer educators, with a job-oriented center serving out-of
school youth (Bartling et al., 1996; Stewart, 1996).

Another NGO, the Centro Materno Infantil y de Planificaci6n Familiar (MIPFAC), also has fixed
.clinical services but has developed its youth component, PROJUVE, as a peer outreach program.
The trained promoters work in the community, providing informal and organized talks and
presentations, contraception (condoms and foam), and referrals back to the clinics.. An
evaluation of these components conducted in 1989 reviewed records, conducted interviews and
focus groups with promoters and staff, and surveyed students and factory workers (pI, 1995).

In the community outreach component, the evaluation found that 88 percent of the promoters
entering the program before 1988 were "considered effective!' as measured by their knowledge of
fertility, their ability to conduct educational sessions, and their level of contraceptive
distribution. At the time of the evaluation, however, the number of active promoters dropped
from 150 to 34 and their effectiveness rating to 56 percent. This was attributed to a temporary
lack of staff to train and supervise youth promoters (pI, 1995).

"Together We Can," an mV/AIDS peer education project, is a collaborative effort between the
Jamaica Red Cross and American Red Cross designed to increaSe safer sexual practice among
youth aged 14-19. The project involved youth extensively in the design, implementation, and
evaluation of the-program. Its materials and training methods were carefully tested and revised
and activities were well documented,' with both qualitative and quantitative evaluations
conducted. Education sessions led by the peers were held throughout the country in school and
community settings, in homes, and in various spaces outdoors (on "verandas and under trees") in
both rJral and urban sites (Kauffman et al., 1996).
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Key findings, based on measurements ofa sample of 364 youth peer educators' responses to pre
and post-training questionnaires, showed that in the shon tenn, the intervention had a significant
impact on youth peer educators 14-19_ years old. There were significant gains in knowledge
about HIV transmission and about where young people can go for help with STDs. Also
significant were a dispelling ofmyths and a positive change in attitudes toward persons living
with mv/AIDS. Furthennore, data suggested that the peer educators intended to delay sexual
intercourse and to use condoms if sexually active during the following year. Some disappointing
results were found, too, after. the training experience. Many of the peer educators still believed
that their peers would laugh at them if they resisted sex, and only a few believed that boys and
girls should not start having sex while in school (Randolph, 1996). Unfortunately, an attempt to
measure ~e extent to which knowledge, behavior, and attitudes were sustained by the peer
educators over time was unsuccessful.

Furthennore, project staff found it extremely difficult to obtain sufficient data on the results of
the peer educators' work with the youth that they reached (Kauffman et al., 1996).

. -. - . ...

In Asia and Africa, the use ofpeers as educators and counselors has been slower to take hold. A
peer counseling project was successfully pioneered in Thailand in themid-1980s, though the
peers, typically college students, were generally older than those active in Latin America; they
were based within their schools and did not distribute contraceptives. Furthennore, as the
implementation transferred from a hospital center to the health ministry, the strategy moved to a
greater dependence on teachers for education and referrals because the turnover was not so great
(Senderowitz, 1995c).

_African projects, ofwhich there are still only a handful, have also tended to use university
students as peer educators in Kenya, Tanzania, and Nigeria (covered in the school-based paper).
As mentioned above, some peer promotion projects have also started in connection with youth
centers as in Kenya and Gambia A two-country project operating in Nigeria and Ghana, the
West Africa Youth Initiative (WAVI), is designed to help small nongovernmental and
governmental projects already starting up or planning activities to provide reproductive health
education to youth at a community level, primarily through peer education activities. A
collaboration ofNigerian and U.S.-based NGOs concerned with adolescent reproductive health
provides training and technical assistance to the projects. Important objectives include the
development of project approaches and lessons learned for repli: :tion and expansion, and
documentation and evaluation of the pilot projects (ARFHlAdvocates/ARHEC, n.d.).

In an evaluation of the WAYI project, findings indicate positive effects on knowledge, self
efficacy, and behavior. The target population showed increases in knowledge and in use of
modem contraceptive methods at the post-intervention survey compared to the baseline. In
addition, compared to a control group, the target population scored significantly higher on a self
efficacy scale surveying feelings ofconfidence around saying no to sex, asking a partner to use
condoms, and buying contraceptives. The intervention group also indicated a greater willingness
to pay for condoms and foam than the control group, and significantly more of the intervention
group reported taking protective measures against STDIHIV such as abstinence, limited total
number of partners, and condom use (Lane, 1997a).

Program activity appears to be on the verge of significant escalation, stimulated by the AIDS
pandemic. In 1992, CARE Kenya started the CRUSH (Community Resources for Under 18's on
STDs and HIV) project. The key strategy is peer education based on the premise that young
people are the best resource for STDIInV prevention and control. The training of "influential
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peers" (IPs) began with mini-lectures, but when a midtenn evaluation identified this approach as
too boring, more discussion-centered and interactive methods were subs~ituted. The midtenn
evaluation also found the target audience was broad and unspecified; the project adjusted its
approach to focus on out-of-school youth aged 12-18. The final evaluation, consisting of
semistructured interviews, focus-group discussions, a K.A.P survey of 224 participants and two
control groups of 90 and 56, reported that participating youth like CRUSH's approach; survey
results indicate that they are displaying better knowledge, more positive attitudes, and signs of
positive behavioral changes toward STD/HIV prevention than the control group
(Chege et al., 1995).

In Asia, an experimental intervention was carried out in northern Thailand with single female
adolescent factory workers by ICRW's Women and AIDS Research Program. Three
interventions were tested with a sample of 240 to determine the relative effectiveness ofhealth
education and communication approaches. These included providing materials only, material
and infonnal education provided by health educators, and materials plus infonnal education
provided by peer leaders. Results indicated that the girls attending the peer leader sessions
demonstrated the most significant improvements in both knowledge and enabling skills. They
also exhibited the largest increase in perceived vulnerability to mv infection but the smallest
degree of fear because they learned how to protect themselves (Cash & Anasuchatkul, 1993).

3. Other Outreach Programs

While interviews and focus-group discussions have.revealed considerable support for peers as
educators, young adults have expressed interest in also having access to a knowledgeable adult if
needed (Chege et al., 1995; MSI; 1995). Many programs have chosen to use adult professionals
because of stability and turnover reasons and because they are deemed more appropriate for 
certain target audiences. Some simply have not considered the use of peers and have pursued a
traditional staffing approach. Judging from trends reviewed above, however, there may be some
movement in the future toward a mixed staffing pattern based on the acceptability and
effectiveness of the differing counseling possibilities.

The PROJUVE project in Ciudad Juarez used peers to reach yqung people in the community, as
reviewed above, but used adult professionals to reach young factory workers. Initially, there was
opposition from employers who resisted the workplace services md education plan, but agreed to
work with PROJUVE to jointly develop course content after being convinced that postponing
pregnancy among workers results in economic benefits. Course content included infonnation on
human sexuality, family planning, STDs, and abortion, offered as an introductory session to
workers, followed by one to three additional sessions (pI, 1995).

The 1989 evaluation found that factory staff were generally satisfied with the courses and factory
nurses reported an increase in requests for family planning. A survey completed by 48 factory
workers who had recently attended a PROJUVE presentation (and by 77 workers who had not)
showed that participants had significantly more knowledge about all types of contraceptive
methods, their correct use, and a source for obtaining them than did those who did not attend.
Participants also demonstrated more favorable attitudes toward contraceptives, and more planned
to use them in the future than control group members (pI, 1995).

More unusual is the workplace model in which the company provides its own education and
health service program. In India, the Tata Iron and Steel Company, through its Centre for
Family Initiatives (CFI), seeks to establish a model of corporate action to help young people
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become informed on sexual and reprcductive health matters. It targets adolescents aged 14-18,
single or newly ma.'Tied, living in nearby residential and slum areas, as well as those whose
parents work in the company. Specific objectives- for its education and health service program
are preventing/minimizing child marriage, premarital sex, unwed pregnancies, and deaths of
young mothers. Income is generated for the project through performances of the CFI Drama
Troupe consisting of unemployed young people (WHO, in press).

Other programs face the challenge of reaching people not already organized at a setting. This
task becomes even more difficult as the target group becomes more marginalized, such out-of
school youth, the ~mployed, and those working or living on the streets. Added to the logistical
task of finding and reaching them is the psychological challenge of gaining their trust and
involvement.

In Honduras, Proyec.to Altemativas provides education and social services to working children in
the informal sector and their families and to completely abandoned street children
(WHOIUNFPAlUNICEF, 1995). The project has recreational activities, primary health care, and
a food supplementation component that has had a positive effect on young people's nutritional
status and on morbidity (International Youth Foundation [IYF], 1992; Wright et al., 1993).

In Brazil, a model HIV prevention project was developed for children and adolescents living
and/or working in the streets. The multifaceted approach put considerable emphasis.on factoring
into the plan the realities and value of sex for this population and the overwhelming concern of
daily survival. Highlighting entertainment to educate and motivate, the team developed a set of
communications materials (including a video and comic book) and provided opportunities for
group discussions, role plays,·and theater and art activities. The process evaluation shows
considerable partidpation, with 68 percent of the youth exposed to two or more activities.
Preliminary analysis of the outcome evaluation, conducted by pre- and post-test surveys, suggest
an encouraging trend in reducing risky behavior (Merritt & Raffaelli, 1993).

In the United States, a project was designed for reduction of risk-taking behaviors among
runaway youth in New York City, focusing on building knowledge about HIV/AIDS, developing
coping skills for risk situations, providing access to health and social services, and addressing
dysfunctional attitudes leading to unsafe sexual practices. Trained adults led the program's 20
sessions, e:.:h lasting 1 1/2 to two hours. A baseline interview was followe~ up at three and/or
six months after the intervention; 78 participants and 67 controls completed this phase.
Researchers found that the number of sessions attended significantly predicted increases in
consistent condom use and reductions in high-risk sexual beha~or patterns. For this projec~ at
least 15 sessions seemed necessary to alter behavior; as a general conclusion, the results
suggested that in order to modify sexual risk behaviors among high-risk groups, HIV1AIDS
programs must be extended beyond the common format of two or three sessions (perry &
Sieving, 1991).

4. Youth-Qriented Agency and Youth Network Programs

•

•

In the early stages of a country's taking on the task of reproducti-w'e health information and
services for youth, it is often NGO efforts that make a breakthrough and test possible
approaches. Because they are not connected with the government, they are not as politically

.vulnerable. They have fewer layers ofbureaucracy and approvals, tend to be smaller and more ..
flexible, and have strategic agendas and constituencies already in place. IfNGO objectives and .,
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concerns relate to youth - or even health, women's development, or social change -
reproductive health care for young adults can dovetail with their programs. .

Since many NGOs are specifically concerned with children and youth, they provide a practical
and effective avenue for reaching this group. This is especially true for marginalized young
people and those in crisis who are difficult to connect with and mistrustful of traditional services
(United Nations High.Commissioner for Refugees [UNHCR], 1995). Furthermore, ifNGOs are
part of a network associating other related groups within their region or country, a much larger
-potential audience becomes reachable. Some NGOs are affiliates of international federations; in
these cases, program elements such as strategic planning, training, and curricular materials can
be jointly developed and used.

Any NGO network or federation provides the potential for expansion, but given the limited
coverage ofNGOs compared to governmental programs, the NGO effort can never "scale up"
fully to broadly reach young adults in need of information and services. Yet NGOs are, and
remain for the future, an innovative testing ground and a willing pioneer for venturing into new
territory. In fact, as a result of successful NGO model projects, governments have been able to
forge partnerships with NGOs to expand activities or build on new political acceptability to
assume programs directly.

An-example "showing the potential for multicountry coverage is the family life education project
implemented by the 29-country Africa Region Boy Scout Association (ARBSA). The project's
goal is assisting young boys with their emotional and sexual development by providing
information necessary to make responsible decisions about relationships, sexuality, parenthood,
and maturation. An important objective was to raise awareness and responsibility on gender
issues among the participating young men. Centered around the creation of an FLE merit badge,
project activities included training seminars, developmentof a handbook, and regional
workshops (paxman, 1993).

Although the program design called for the eight participating countries to adaptstrategies and
training issues covered in the multicountry orientation, this process was apparently mot:e
challenging than anticipated (pI, 1995). Similarly, the·difficulty in getting a traditional, male
youth-oriented group to understand and be motivated to act on reproductive health issues was
underestimated (PI, 1995; UNFPA, in press). In Kenya, a major battle developed over content of
the manual- as part of a larger debate on providing reproductive health information and
services to adolescents - which the scout organization was not prepared for (UNFPA, 1996).
Importantly, while some evaluation efforts were undertaken, these were insufficient to plan 
adjustments in the program and continuation and/or expansion activities (UNFPA, in press). -

In another effort involving multiple countries, in this case from different regions, a variety of
national and local NGO groups became implementing agencies under the guidance of IPPF.
beginning in 1990, six countries (Colombia, Egypt, Jamaica, Senegal, Sierra Leone,
and Sri Lanka) participated in Youth for Youth. Projects were. developed at the country level,
choosing their own target groups and activities to reach them. Thus, a diverse group of young
people were reached by the project as a whole, including those in urban slums, in prisons, in
schools, in the military, and those already parenting (IPPF, 1993; IPPF, 1994; Senanayake,
1992).

In addition to involving many countries and agencies, the project also pioneered some significant
activities. For example, in Sierra Leone the project addressed female genital mutilation, the first
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time this issue has been taken on by a youth group (IPPF, 1993). A participatory evaluation was
conducted early in the implementation phase by reviewing documents, observing training and

. education sessions, and conducting interviews and focus groups. The evaluation concluded that
empowering young people had been the key to success, that the bottom-up approach (with young .•
people developing their own programs) had worked well, and that working with local NGOs
(including incorporation of reproductive health issues into their existing activities) had enabled
the project to reach a large number ofpeople at low cost (lPPF, 1993).

In a project involving both NGOs and public agencies, the Philippine National Program for
Adolescents Working and Living on the Streets operates in 17 cities. This UNICEF-supported
advocacy and social mobilization campaign builds on a collaborative planning and oversight
effort in each city. Starting in 1986 with only five NGO projects for adolescents in the street, it
has grown to about 500 projects in metropolitan Manila alone, with another 350 projected
nationwide (WHO, in press). A more broad-based national network, REDESS Jovenes 
addressing overall youth needs - ope~tes in Peru to facilitate information and resource sharing
among youth-serving groups. In addition to participating in that network, the Peruvian FPA,
INPPARES, has also led the Peruvian Youth League, a consortium of youth groups seeking to
expand access to sexual health programs (I.PPFIWHR, 1995).

Other projects are implemented by country affiliates ofintemational NGOs, which, while not
actually part of a fonnal umbrellaprogram, nonetheless gain from their agencies' overall
experience, resources, and reputations. Examples of such projects are YWCA projects focused
on counseling and IEC in Botswana and Ghana and a project targeting working youth on
mvIAIDS prevention run by the Red Cross and Scout Organization in Ghana (population
Council, 1996; Riley, 1995; Themmen, 1996).

Some useful insights have been gained from aspects of both successes and failures of these •
projects. In the Scout project, it was realized that some very important youth development
issues, such as sexuality and reproductive health, were going unrecognized by youth organization
programs (Paxman, 1993). In that project and in similar ones, there is both the opportunity and
challenge to incorporate such concerns into a broad approach to youth, thus relating sexuality
issues to other parts ofyoung people's lives. From a program planning point of view, these
projects showed that young people could participate significantly in planning and carrying out
projects to meet their needs, adapted to their own country and commUnity situations, though
greater preparation and planning time may be necessary for successful outcomes.

c. Peer Projects and Other Models

Although approaches are difficult to compare because diverse preparation and implementation
factors are not standardized, a few studies have made comparisons of models to serve young
adults, including some assessment of cost differentials. In fact, two of these studies purposely
set out to detennine relative cost-effectiveness for program planning intentions.

In a well-known study conducted by The Population Council, two alternative strategies to
provide young adults with sex education and family planning by Prosuperacion Familiar
Neolonesa (PSFN) were tested. One strategy involved Integrated Youth Centers, which
combined such education and services with counseling, academic tutoring, and recreational
activities in a flXed setting. This was compared with a Community Youth Program that trained
young adults and community counselors to work through informal networks to provide sex
education and family planning information, including referral to PSFN for contraception.
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PSFN's ongoing community-based distribution (CBO) program (20 percent of whose clients are
under 22, the same target group for the tests) served as a control group (Townsend et al., 1987).

The evaluation found that it is possible to reach an underserved group with a variety of
approaches. Furthennore, all these models were well accepted by the community and young
adults themselves. In terms of cost-effectiveness, the results suggested that the Integrated Youth
Centers were neither the most effective nor least expensive alternative. The Community Youth

_program was able to reach young adults at less than one-third the cost per active contraceptive
user. However, when compared to the CBO program, these specialized services for young adults
were 12 to 40 times more costly per user (Townsend et al., 1987).

Cost alone does not tell the whole story. Each approach was able to attract young adults with
differing characteristics. Both youth programs reached younger, unmarried groups previously
unserved by the CBO program.. The Community Youth Program primarily served single males
(95 percent) while the Centers attracted more females (60 percent) (Townsend et aI., 1987).
Thus, depending on the overall program's objectives and in view of unmet needs, costs may need
to be factored into decisions as one of several items.

Another study compared two peer promotion projects, PROJUVE and the peer promotion
activity ofEI Camino, -both summarized earlier. Both projects used peers to provide information
in informal settings and referred to their base clinics, as necessary. However, PROJUVE's
promoters themselves distributed contraceptives, while EI Camino's did not. The study
concluded that the multiservice approach, which is the basis for EI Camino's service provision,
was less effective and more costly than the PROJUVE project's strategy, which more directly
addressed family planning goals (Lobo, n.d.).

In association with The Population Council, CORA researchers assessed the cost-effectiveness of
reaching young adults in three settings: the school, the workplace, and the community. In all
three approaches, peer promoters gave formal and informal talks to young people on sex
education and contraception and distributed methods. Comparisons were made of cost per user
within the three models, with the following results: school-based distribution was the least
expensive model (at U.S.$0.34 per user/month), community-based was next (U.S.$1.29), and
factory-based was most expensive (U.S.$3.65). Some explanation of the cost differentials relates
to the volume of users available for contact at the schools and in the community; CORA was
unable to gain entry to factories with large numbers of young employees (Monroy et al., 1988).

A follow-up to one of these comparative studies was conducted to assess long term effects.
PSFN's youth program in Monterrey, Mexico - begun in 1985 and evaluated in 1987 
remained active after five years of nonfunded activities, expanding to three marginal
communities and in collaboration with a local school of social work, developing a wide
distribution network of young promoters. PSFN identified and tracked a sample of 116
individuals who had participated in their youth program five years earlier. Interviews with them,
and with a control group of 204 youths, were conducted to measure current levels of knowledge,
attitudes, intentions, and practices related to sex education and family planning (Infante et al.,
1993).

Results showed that the participant group had significantly better levels of knowledge and more
positive attitudes toward fertility regulation and sex education than the control group. For
example, 92 percent of the experimental group knew effective, modem methods to avoid
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pregnancies compared to 76 percent of the control group. No significant demographic impact
was seen, however. Researchers suggest that a possible explanation is that the cohort is still so
young (less than 25 years old), with few children, and thus differences may not yet have
developed (Infante et al., 1993).
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III. PROGRAMMATIC LESSONS LEARNED

This chapter covers major strategic concerns and program characteristics and offerings that have
been identified in project evaluations or recommended as elements in programming for young
adults. It must be underscored, however, that there are few rigorous evaluations conducted in
developing countries from which to draw conclusions and on which to base program
development.

Some studies in the· United States and in other developed countries provide insights and
promising directions, but circumstances vary enough to make them unreliable as the sole basis
for developing-country program planning. Nevertheless, there are materials short of scientific
evaluations that lend valuable ideas and suggestions about the best ways to proceed. These
include qlialitative or process evaluations, project reports and testimonials, expert opinion, and
interviews and focus-group sessions with providers and clients (young adults themselves).
While some of the models covered in Chapter II have undergone evaluations ofvarying sorts,
these studies have not assessed the relative contributions of each program characteristic or
strategy. Most conclusions regarding key elements in this chapter, therefore, are derived from
professionals who have managed, funded, or observed programs for young adults.

Focus-group research and expert opinion strongly identify many of the most important and
relevant program elements for young adults (which will be articulated further in IV, below), as
follows:

A. Strategic Planning

A strategic approach to planning programs can greatly influence their acceptability, outcomes,
and success, both perceived and actual. A common mistake is promising more than a project can
deliver, whether through optimism, inexperience, or desire to please donors or the target
population (Senderowitz, 1995a). Thus, it is important to determine what will be feasible to
implement and what outcomes will ,have the most impactyet are reasonable to project (IPPF,
1995; Koontz & Conly, 1994; Themmen, 1996; WHOIUNFPAlUNICEF, 1995).

Clearly stating both process and behavioral objectives before the project begins is a prerequisite
to measuring project success once the project is under way. At the same time, projects that are
flexible, able to adjust to realities and newly recognized needs, have been found better able to
meet their objectives (WHOIUNFPAlUNICEF, 1995).. Objectives themselves may need to
change over time.

What is feasible depends not only on what human and financial resources enable a project to take
on, but also what the cultural and political environment will accept. An AIDSCAP study of
lessons learned in Haiti, for example; found that providing a variety of prevention options both
offered target audiences a choice and allowed gatekeepers the opportunity to remain neutral or
supportive of certain activities. Such an effort was "The Fleet of Hope" approach, which offered
three "boats" (abstinence, fidelity and monogamy, and condoms) for clients to choose from,
perhaps even moving among the three. Given that acceptable options were included, support
could be given by diverse community groups, such as religious leaders -(AIDSCAP, 1996).

Those in the field have also found that it is practical to build on existing structures and
experience and apply lessons learned from others' efforts in related programs (WHO, in press).
CORA. undertook a prospective study todetennine which of their current approaches, as
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reviewed above, would be most cost-effective to expand in the future. .An important finding of
this study was the ability to project likely costs and outcomes without actually implementing the
changes in services before assessment takes place, which is the usual way (Monroy et al., 1988).

Sometimes unplanned positive outcomes result from progranunatic efforts that are useful for
strategic plarming. For example, in Bangladesh it was realized that many young unmarried
women were learning about family plarming at an early age from a variety ofsources not
intended to reach them. Once picked up by a few young people from such sources as the
community-based family plarming agent and the media, the information passed through peer
groups ·very quickly (Mita & Simons, 1995). Understanding of such diffusion potential is an
important area of information for future program plarming.

B. Target Audience Identification

In recent years there has been an enormous increase in projects for young people, especially in
the areas of pregnancy and SID/AIDS prevention. Most of these activities broadly define
"youth" or "adolescents" as their target audience. In reality, groups of young people are very
different, and are attracted by different approaches and messages; in fact, the same
socioeconomic or cultural group may need different messages at different stages of their young
adulthood (Brabin, 1995).

•

It is important to pinpoint the specific target group in regard to age, marital status, residence,
school status, gender, and other factors relevant to planned activities (Fee & Youssef, 1993; Kurz
etal., 1995). Not only does this process allow a feasible work plan and appropriate strategy, it
avoids the trap of reaching a group that is easy to reach - in-school youth - at the expense of
more needy out-of-school young people (Hawkins et al., 1992; Senderowitz, 1995a; WHO, in- •
press). For example, the CRUSH project in Kenya, mentioned earlier, found through a midterm
evaluation that targeting "youth" in a wide geographic area was unrealistic and likely to result in
a poor level of accomplishment. The revised target, out-of-school youth aged 12-18 in specific
areas, was more manageable and resulted in successful achievements of their objectives (Chege
et al., 1995).

Targeting younger, pre-sexually active teens was a successful strategy for the Peruvian FPA's
Futures Youth Center. Before using this approach, the center attracted only those young people
who feared they were pregnant. Effective targeting now attracts teens both before and after their
sexual debut. This has the great advantage ofteaching responsible behaviors before unsafe and
unhealthy behaviors become entrenched (IPPFIVIHR., 1995).

-When resources are scarce, it may be especially important to identify those young people who
are most vulnerable and disadvantaged (UNICEF, 1996). UNICEF Manila, for example, has
made the most vulnerable, highest risk youth their priority target audience, especially identifying
groups such as street youth, the sexually exploited, substance abusers, and those in conflict with
the law (UNICEF Manila, 1995).

Among those program analysts assessing AIDS prevention programs for young people, there is a
particularly strong view about adapting the messages and intervention so that they can be
meaningfully related to the circumstances ofvarlous young people's lives. In that respect, it is
felt, the more highly targeted a program is, the more effective it will be (panos Institute, ·1996).
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c. Needs Assessment

Once a target audience has been identified, it is important to conduct a needs assessment of that
specific group in order to plan relevant project activities (IPPF, 1995; Koontz & Conly, 1994;
McCauley & Salter, 1995; Themrnen, 1996; UNFPA, in press; WHO, in press). WHO, among
others, underscores the importance of repeating thisprocess at various times once the project is
under way (WHO, in press).

This process was used with significant practical success by Mexfam in designing the Gente
Joven project. A survey was done with 100 randomly distributed young people to determine
their needs regarding sex education, contraception and youth services (Brandrup-Lukanow et al.,
1991).

In HIV/AIDS prevention, understanding the target group's particular needs may be key to
designing an intervention that will attract them. For example, a Brazilian project for street
children began its design by conducting focus groups and in-depth interviews to understand their
high-risk behaviors, especially the role of sex in their lives, and what is important to them. They
were then able to build into their plans approaches and messages that realistically related to their
lives. In this case, current values and needs were incorporated by emphasizing the link between
preserving health (avoiding AIDS) and survival (Merritt & Raffaelli, 1993).

D. Youth Involvement

The involvement of young people in programs designed for them has become axiomatic, yet
there is no actual evidence that such a component results in stronger impacts. At the same time,
common sensedictates that the target group can best identify its own needs and feel more a part
of an effort if it has the chance to be substantively involved.

Adult professionals, however, typically develop and implement projects without youth
involvement in designing or carrying out activities. Probably this is a result of scarce time and
inexperience and is almost certainly not ill-intentioned. Staff truly believe they know what youth
need; as one analyst put it, "Programs are largely mirrors ofhow adults think these matters
should be handled" (paxman, 1993). A recent cross-cultural study concluded that youth
programs suffer from the ambivalence resulting from adults' wanting to help young people to
develop, but being unwilling to give up control over that process (MSI, 1995).

Many experts recommend that young people be involved in many, ifnot all, stages of their
projects, including design, implementation, and evaluation (Koontz & Conly, 1994; McCauley
& Salter, 1995; Monroy, 1992; MSI, 1995; Themmen, 1996; UNICEF, 1996; Weiss et al., 1996).
Many agencies (such as Pathfmder International, WHO, UNFPA, UNICEF, and IPPF) have
stressed this programmatic component as one of the important guiding principles in working
with youth. The IPPF Task Force on Youth, for examplet is adamant on the point, stating that
tokenism is not acceptable. The Adolescent Health Programme at WHO is equally committed,
concluding that youth involvement ensures project relevance, dedication to the project
objectives, and personal development for the young participants (AlDSCAP, 1996; IPPF, 1995;
PI, 1993; UNFP-A, in press; UNHCR, 1995; WHO, in press; WHOIUNFPAlUNICEF, 1995).

Trends support this growing strategic emphasis on youth involvement. A study of 103
adolescent reproductive health projects, carried out by the International Center on Adolescent
Fertility of the Center for Population Options, reported that more than one-half of the projects
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involve youth in some significant way~ indicating an increasing trend from an earlier study
(Barker et al., 1991). An ICRW survey of 52 programs concluded that youth participation is the
most commonly reported strategy among adolescent reproductive health projects, with 30
percent using this approach (peplinsky, 1994). •

Several outreach projects have involved youth in significant planning functions. InHonduras,
Proyecto Altemativas instituted a Youth Advisory Council to fonnalize planning and decision-
making (WHOIUNFPAlUNICEF, 1995). In a peer facilitator program in the Philippines, young
people wer-e involved in the assessment and planning phases of the project. This opportunity
generated considerable awareness and interest in acting to meet their own needs (UNICEF
Manila, 1995). Some projects, as discussed above, make young people's involvement the
centerpiece of the program from beginning to end. Youth for Youth is probably the clearest
example of this approach, as young people decide what is to be done and how it should take
place. They implement major activities and in some cases are involved in the evaluation of the
projects' outcomes (IPPF, 1993).

Increasingly, young people expect to have a voice in programs for their well-being and notice
when they are kept out of the planning process. When the ICRW evaluation team talked with
members of the Under 20s Club in Grenada, the young people made an important point about the
National Youth Council in their country. They noted that this council was established to defme
adolescent issues, yet it consisted entirely ofadults who had never requested input from young
people, something the young people viewed as likely to benefit the effort (Kurz et aI., 1995).

The West African Youth Initiative (WAYI) is placing a major emphasis on youth involvement in
its ten community-based peer education projects. The evaluation of WAYI is seeking to isolate
and address this variable by assessing young people's·ability to identify problems and generate
solutions, by detennining peers' contribution to changing KAP, and by examining staffattitudes
and behaviors related to youth management of the projects (Advocates, 1996). .

Preliminary results from the evaluation suggest overall support of youth involvement;
nevertheless, some project site staffhave not allowed youth a role in fmancial management,
citing their lack of trust in youth concerning money (Lane, 1997a).

E. Community Involvement

As with youth involvement, community involvement has not been measured as a factor leading
to programmatic success, but there is wide agreement that it does playa role (Barker & Fontes,
1996; Koontz & Conly, 1994; Moore et al., 1995; Paxman, 1993; Themmen, 1996). Many
international donors and implementing agencies, such as Pathfinder International, WHO,
UNFPA, UNICEF, and IPPF, have stressed involving community leaders as a key program
design feature helping to ensure their support and acceptance (lPPF, 1994; PI, 1993; UNHCR,
1995; UNICEF, 1996; WHO, in press).

•

Depending on a program's objectives and sensitivities, specific groups are identified for special
efforts; these can include, for example, policy makers, health professionals, and religious leaders.
At the same time, the community as a whole needs to be engaged to consider harmful gender
related practices (such as forced sex, female genital mutilation, child marriage, and nutrition and
education biases) that serve as barriers to improving young adult reproductive health (Moore & •
Rogow, 1994). An ICRW study on adolescents and AIDS concluded that communities might be
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more willing to challenge traditional beliefs that result in holding back necessary information
and services from young women if they were made aware of the positive benefits of such
activities (Weiss et al., 1996). Using evidence to demonstrate that interventions can (or did)
make a difference helps to gain this political support (IPPF, 1994; PI, 1993).

Community involvement is particularly important for outreach programs because they typically
move into various locales and seek out one or more youth target groups in places where they
live, work, and play (AIDSCAP, n.d.). Several projects revie\yed earlier have found effective
ways to inform, involve and gain the acceptance of the community - overall, or those sectors
most critical to the project's success.

For example, a review of AIDS prevention activities in Haiti concluded that seeking the expert
advice of "gatekeepers", or community leaders, before implementing a project helped win
gatekeeper o\voership, with the sense that they have a stake in the project's success. It can also,
in tum, facilitate target audience ownership (AIDSCAP, 1996). An AIDS prevention project in
Kenya, CRUSH, gained adult support in each sublocation through meetings with community
leaders; this action introduced the project and strengthened the link between the project staff and
the community, including the target group. The evaluation points to an interesting indicator of
adult support: the high level of female involvement in the project indicated adult support, as
girls' participation in public events is often severely limited (~hege et al., 1995).

In the UMATI project in Tanzania, FLE coordinators were trained to work with community
leaders to raise their awareness and support of the project;· leaders were identified and attended a
two-day workshop in each region of the country. This action has been credited with assisting the
project's launching and success (WHO, in press). SERVOL, in Trinidad and Tobago, used_
community meetings also, in order to design "respectful interventions" (WHO, in press). In a
Botswana project with a fixed site, community members were invited to visit the center (pI,
1995).

In addition to gaining the support of key leaders, projects sometimes try to change views among
the broader public. In the early stages of addressing adolescent reproductive health it may be
necessary to foster public discussion.in order to. break traditional taboos against dealing with it
(MSI, 1995). In the Philippines, the project for street youth actually went beyond discussion and
leadership support: the community mobilization campaign, which reached far into all sectors of
the various participating cities, turned public opinion from viewing street youth as lawbreakers to
victims of poverty (WHO, in press).

F. Parental Involvement

Parents are an important subset of the community, whose acceptance and support are viewed as
highly valuable to programs. Although this program design area, too, lacks conclusive
evaluative data, there is general, but not unequivocal, agreement that parents' support should be
gained (AIDSCAP, 1996; IPPF, 1994; Moore et al., 1995; Paxman, 1993; UNICEF, 1996). This
is a challenging task; planners must assess the best way to involve parents with their own project
culture (WHO, in press). An IPPF report suggests that one way to gain their support
is to convince them of the consequences of not dealing with adolescent reproductive health
(IPPF, 1994).

As a part of the community, parents are generally reached in much the same way as discussed
above. Several center-based programs, such as in Tanzania and Botswana, have regular
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meetings for parents. The UMATI project in Tanzania concluded that it was especially
important for programs like theirs to gain parents' support, because absenteeism on the part of
young women is typically caused by household obligations (pI, 1995).

Parents have an additional role as well; if parents· are involved and well informed, they can play
a direct role in communicating with their children. And young people have indicated a desire
that their parents be better informed and, where possible, that they participate in special activities
of youth programs (Kurz et al., 1995; MSI, 1995). . .

Parents themselves sometimes ask to be included, as in Mexfam's Gente Joven Project and in
Profamilia's project in the Dominican Republic. In the latter case, parents objected to having
their children trained as peer educators; in response, the project was revamped to include parents,
which resulted in their active support (Stewart, 1996).

Beyond parental involvement in the· peer education project, programs have included
complementary parent education projects that train parents to be the primary sex educators of
their children (Alexis, 1996). In Zimbabwe, the National Family Planning Council offered a
parent education program to help parents educate their adolescent children about sexuality and
reproductive health (WHO, in press). In Tanzania, the Parent Education Program developed a
manual for trainers to help parents communicate with their children by increasing their comfort
level and information-base. The evaluation concluded that a high degree of need and interest
exists, which was only partially met. The project succeeded in increasing awareness among
parents of the need to·discuss sexuality with their children, but they had not yet mastered the
facility to do so (Binagi & Mbunda, 1993). In Malawi, a parent education project succeeded in
helping parents and children to discuss reproductive health issues previously considered taboo
(Banda, 1993). And in the West African Youth Initiative, parents asked to be trained as peer
educators themselves (Lane, 1997b).

G. Evaluation Design and Monitoring

Evaluation has not been fully embraced by project managers as a critical element of their
operations. Too often assessments of a project's activities are done retrospectively, by creative
"bean counting" or amassing anecdotal evidence. Furthermore, this sort of exercise may be
viewed as an external donor's requirement and not seen for the direct value it provides the
project.

In some instances, a barrier to good evaluation is a perception that the answers are obvious and
no inquiry is needed. A study in Mexico, Belize, and Peru found that many involved in peer
counseling programs felt that they are the ideal, if not the only, way to reach youth. The model
was unquestioned and the attraction ofpeer counselors became the ultimate goal. No need was
felt for actually evaluating the effectiveness of the peer counselors (Bartling et al., 1996).

•

•

In order to have useful and accurate information about a project's accomplishments and
outcomes, an evaluation plan and monitoring mechanisms must be built in from the start (or,
technically, before the start, if baseline data are collected) (Bartling et al., 1996). A critical need,
often ignored, in adolescent projects is the collection of data on program participants by relevant
age groups (UNFPA, in press; WHO; in press). This may require one- or two-year groupings
(and certainly not 15-24 or 10-19, as is common), given that adolescent developmental status .•
and needs change so dramatically from year to year.
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Among the lessons learned in the Red Cross Jamaica project is the importance of including an
evaluation feasibility study prior to a project's implementation and evaluation. It is important to
discover early if data collection systems are compatible and not to underestimate the human
resources, costs, and time required to carry out adequate impact and outcome evaluations
(Kauffman et al., 1996).

That evaluation can play a role in improving projects is increasingly being recognized and
addressed, especially in more recently developed AIDS prevention projects (AIDSCAP, 1996).

. Organizers of the Red Cross prevention project in Jamaica grew to appreciate the benefits of its
evaluation: instead ofviewing it as personal criticism, they recognized its contribution to
improved project design through individual feedback, regular debriefmgs, and quantitative
reports, all part of the evaluation process (Kauffman et al., 1996). Another feature becoming
more common is the involvement ofyoung people in evaluation tasks; allowing them to play an
active role rather than just being the object of the study facilitates the cooperation of young
people in providing needed infonnation and also in the resulting activities (Weiss et al., 1996).

Another useful tactic has been acquiring regular feedback from the target audience instead of
waiting until the end of the project to assess what was positive or negative. A Brazilian project
demonstrated the involvement of young people and also the use of ongoing feedback. The mv
prevention project for street children in Belo Horizonte held monthly meetings for peer educators
- to learn from them and for them to learn from each other and from their supervisors. Repeat
assessments are also being conducted of youth enrolled in a longitudinal study (Merritt &
Raffaelli, 1993).

Positive evaluation findings provide a concrete way to demonstrate the effectiveness of a project
and raise public discussion about needed programs for young people. Monitoring and evaluation
were priority management concerns for SERVOL, in Trinidad and Tobago, and enabled them to
use the fmdings to promote the organization. For example, an evaluation indicated that
employers preferred SERVOL graduates, even compared to jobseekers with superior academic
credentials, because of their vocational training and skills (WHO, in press).

Evidence of successful project activities, especially leading to community be~efits, also helps
projects with longer term funding and sustainability. This ·was true for SERVOL, which received
increased financial support (WHO, in press). Another key impact of demonstrating success is
the ability to use tangible evidence to gain or increase the support of policy makers, which is also
critical to sustained program operations (PI, 1993).

H. Training

Training ofpeer promoters and adult counselors and supervisors is a critical element in all young
adult programs given the special needs of this age group (Branclrup-Lukanow et al., 1991; IPPF,
1994; McCauley & Salter, 1995). Some analysts suggest that all staff involved in adolescent
projects, including administrators, should receive training in order to be better managers, to
know what to expect, and to be supportive (Hawkins & Ojakaa, n.d.; Hawkins et al., n.d.; Perry
& Sieving, 1991). In projects that have peer promoters, there are many other professionals
involved to support them and to follow up their referrals in serving young people.

The amount of training given to peer promoters depends greatly on what tasks and in what types
of programs they will be expected to perform. In a study of21 projects by AIDSCAP study,
eight of the 21 projects provided training for peer educators of more than one week and seven

35

John M
Rectangle

John M
Rectangle

John M
Rectangle



projects had three or fewer days, including two projects that reported training of from three to
eight hours (Flanagan et al., 1996). A study ofpeer programs for WHO's Global Programme on
AIDS underscored how the length of training is related to the subject matter to be covered. For
example, in a smoking prevention program, sufficient training took only three hours, because the _
participants were familiar with the topic. On the other hand, a nutrition program required 10 . •
hours of training, because this subject is more complicated and less familiar. The authors
conclude that hours ofrequired training depend on the length of the program, the percentage of
activities to be led by peers, the difficulty ofplanned activities, and the knowledge needed to
lead those activities (Perry & Sieving, 1991). The Jamaica HIV prevention project provided 27
hours of training in a residential format for its peer educators (Kauffman et al., 1996).

Because of both emerging developments in the field and turnover, training cannot be a one-time
action. This is especially true in training peer promoters, given their temporary involvement.
Although PROJUVE, in Mexico, started with a good training program, the quality decreased at a
time of difficulties for -the organization. This had a dramatic effect on the number ofpeer
promoters active in the program, dropping to 20 percent of the previous number (Lobo, n.d.).
But even in more stable projects, refresher courses are needed to impart new skills, correct
misinfonnation, and focus on identified priorities.

Obviously, content of the training depends on information peers are expected to understand and
use. If the initial training is comprehensive, dropouts are reduced and less retraining and
supervision are needed (AIDSCAP,n.d.). In recent years, especially in AIDS prevention
programs, more emphasis is being placed on training peers to master skills in order to help
young adults not only understand but be able to act on what they learn as prevention strategies.
Thus, skills-based training is recommended, involving such areas as risk assessment, negotiation,
safer practices, dealing with violence and abuse, and use of services (Fee & Youssef, 1993)~

One major task differential, which requires appropriate training differences, is between educators
who provide infonnation and referral and counselors who advise and work with individual
clients in decision-making situations. Yet s~metimes lines between these functions become
blurred. In the AIDSCAP study, 12 percent ofpeer educators expressed the need for additional
training in individual counseling techniques. Very often, peers expected to provide counseling
are inadequately prepared (Flanagan et al., 1996).

Given that counseling is an emerging professional area, it is not surprising that counseling
components in projects for youth are not meeting their needs. This is true for adult counselors as
well as youth counselors. In Africa, several studies report this gap between training and
perfonnance. For example, in Burkina Faso, a study concluded that counselors need training to
-be able to deal with adolescents in a discreet and confidential manner without moralizing
(Gorgen et al., 1993). In an Ethiopian project, with counseling key to the program, activities are
limited because of too few trained counselors (Hawkins et al., n.d.).

•

In a project in Gambia, researchers conclude that there is a need for more training based on the
observation that counselors could not answer questions presented by teens. Although the young
people were referred to clinics for their answers, very few actually went (pI, 1995). In Kenya,
FPAK's youth program, because of inadequate training, clinic staff depend on their own
judgment in serving young people. This results in a wide variety of advice and guidance given
young clients based on views such as feeling young girls should prove their fertility before
receiving contraceptives or that they are too immature before age 18 to do so. In one situation, a .til
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young pregnant girl was not informed about private abortion facilities but rather referred to a
"rehabilitation centre" run by the Catholic Church (Hawkins & Ojakaa, n.d.). .

Quality training materials appear to be a continuing need, at least for some types ofprograms.
Gender considerations are important concerns in this area. For example, many materials still
continue to stereotype genders, depicting women as passive or in family or reproductive roles
rather than in work or productive ones (UNFPA, in press). An assessment of resource materials
for·adolescentreproductive health in English-speaking Africa found that although two training
guides are available (from IPPF and WHO), they were not used in the five countries visited by
the assessment team. A strong need for a comprehensive training guide was expressed by local
and international experts (Themmen, 1996).

I. Selection of Peer Promoters

In general, the characteristics of a good educator or counselor are often overlooked when
selecting individuals for these roles. A counselor should be capable ofbeing respectful,
nonjudgmental, and confidential (WHOIUNFPAlUNICEF, 1995). Such qualities are especially
important when relating to youth, because many young people fear that they will not be
respected and that their personal matters will not be treated with confidentiality; these concerns
have been shown to keep young people away from reproductive health information and service
programs.

Some added characteristics have been advocated when selecting youth as educators andlor
counselors for their peers. They should be credible role models for the social competencies they
will advocate, admired and respected for their social skills, and acceptable to young people,. even
if they are not as favored by adults (Fee & Youssef, 1993; Perry & Sieving, 1991).

While many projects have not articulated criteria for peer promoter selection, some have. For
example, Mexfam's Gente Joven selects peer promoters according to their ability to establish
good relations within a group, be enthusiastic and respectful, demonstrate interest in helping
their peers, show commitment and responsibility, work at the community level, and deal with
scientific information (Marques, 1993): The Jamaica Red Cross mv prevention project
established the following selection criteria: capacity to appeal to their peers as a group leader,
ability to interact and communicate with peers, and ability to be trained as a peer educator.
Academic talents and achievements are not taken into consideration, so that projects can draw
from a wide range ofyoung people who can relate to the target audience (Randolph, 1996). In
Belize, a new project on preventing early, unwanted pregnancies requires that a certain
percentage ofpeer promoters must be teen mothers (IPPFIWHR, 1995).

Some researchers and analysts have also set forth criteria for selection. In one study assessing
the peer components of two Latin American projects, PROJUVE and El Camino, the author
concludes that peer promoters should be committed to the practice offamily planning (and
practice it if sexually active), be committed to a high level of training, be able to command
respect among peers, and possibly, be slightly older than the target group. Gender concerns
should be considered, as well, as the author posits that girls may be more effective as youth
promoters with girls;--while males seem more willing to distribute contraceptives (Lobo, n.d.)

In a study of 21 peer education projects supported by AIDSCAP in Africa, Asia, and Latin
America, the authors reported that project managers look for certain characteristics in their
selection ofpeer educators. They seek young people who are accepted and respected, good at

37

John M
Rectangle

John M
Rectangle

John M
Rectangle



communication, literate and charismatic, able to understand health problems, interested in self
enhancement, selected by their peers, and willing to be volunteers (Flanagan et al., 1996).

J. Tasks of Peer Promoters

1. Overview

Young .people have always sought and received information.from their peers. Now, however,
with traditional sources of information from within the family and village becoming less
available, young people tum to their peers even more (Barker & Rich, 1992). Having peers
trained to provide information helps to ensure its accuracy and usefulness. Peers are often better
at finding and contacting their own age and social groups (Fee & Youssef, 1993). Furthermore,
peers as the transmitters of information may be especially important in reaching the most
vulnerable groups, who can be mistrustful of traditional educational approaches
(WHOIUNFPAlUNICEF,1995). .

Peer education is becoming a key feature ofmany programs designed to reach young adults. In a
survey of 103 adolescent reproductive health projects conducted by the Center for Population
Options, one-third used. peer educators (Barker et al., 1991). AIDSCAP surveyed 21 projects to
better delineate what peer educators do. They found that all reported undertaking one-to-one
activities (such as informal discussions and referral for testing and services) and larger group
activities (such as formal discussions, displaying educational materials, and organizing
educational sessions). Seventy-one percent talk to 30 or more peers, with eleven percent of the
total surveyed, who typically work with large groups, reporting re~chingmore than 500 each
month (Flanagan et al., 1996).

2. Provision of Information and Education

Adolescents often have difficulty talking with adults about sensitive matters and tend to prefer
peers, who are similar in age, background, and interests (WHO, in press). When the AIDSCAP
survey questioned young people about whether talking to a peer educator is a good way t<? learn

about HIV/AIDS, 99 percent said that it was; when asked aqout their preferred source, 81
percent identified peer educators (Flanagan et al., 1996).

Some multiproject studies have found peers to be more effective than adults. Furthermore, this
success has occurred in a range of cultures, settings, and risk groups (paxman, 1993; Perry &
Sieving, 1991). For example, young female Thai factory workers, out-of-school youth in Kenya,
and young participants (in and out-of-school) in a Ghana YWCA project all preferred peer, over
adult, educators (Cash & Anasuchatkul, 1993; Chege et al., 1995; Riley, 1995). A U.S. study
comparing peer-led and adult-led AIDS education sessions found both to be equally effective in
promoting knowledge gains and attitude changes. However, more questions were asked of the
peer counselors, suggesting that AIDS may be seen as more of a personal danger when the topic
is presented to adolescents by their own age group (Rickert et al., 1991).

•

•

In addition to the direct effects on their target groups, peer education programs can reach a wider
audience. \Vhether planned or not, peers reach their own parents and the larger adult community
with information about adolescent reproductive health (Lane, 1997a; WHOIUNFPAlUNICEF, A
1995). And an additional multiplier factor was noted in the AIDSCAP study, which showed that •
nine out of ten of the target audience members reached by peer educators reported that they
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shared their newly acquired information and skills with family members, partners, friends, and
colleagues (Williams, 1996).

3. Provision of Counseling

In spite ofall the benefits provided by peer education programs, a recent analysis suggests that
its usefulness, in some-instances, may have reached a plateau. After surveying 21 peer education
projects, AIDSCAP concluded that if limited to a one-way provision of information, this strategy
may be useful only in the early stages of the behavioral change process. In many places where
basic AIDS information is well known, peers may need to enlarge their roles by broadening their
messages, listening and discussing more than informing, and imparting skills for behavioral
change (Flanagan et al., 1996). In fact, there is considerable evidence that providing information
alone is not sufficient to generate changes in reproductive health outcomes; project interventions
need to address communication, behavioral skills, and access to services (Moore et al., 1995).

Some projects are designed to use counselors rather than educators. For counselors of any age,
training is essential, especially that focused on matters that adolescents are most concerned with:
privacy, confidentiality, and nonjudgmental, respectful treatment (WHO, in press). In a review
for WHO ofcounseling for the adolescent client, effective counseling was defined as "a
combination of well trained, skilled and adolescent orientated counselors who use those
interventions which recognize the particular developmental needs of the adolescent as expressed
within their culture" (Wastell, 1995). Thus, compared to the provision ofeducation, counseling
requires more training and the acquisition of more skills. Increasingly, the counselor of young
adults must also address related issues, such as sexual abuse and effects of violence, and must
know how and where to link the client to needed health and legal services (Brandrup-Lukanow,
1991; MSI, 1995).

While peer counseling might include many of the same informational tasks as peer education, it
is more individualized and focused on problem-solving and emotional coping strategies (perry &
Sieving, 1991). For such help, young-people are more comfortable with peers, who seem to have
fewer objections to their behavior and needs; with them, young people feel that confidentiality
will be respected (Fee & Youssef, 1993; Flanagan et al., 1996; MSI, 1995). Yet many peer
educators are expected to playa counseling role that they are not prepared for; such
circumstances call for training to increase competency in relevant skill areas, as reviewed above
(Flanagan et al., 1996).

4. Distribution of Methods/Referral

Peer educators sometimes and peer counselors more often distribute contraceptives. While little
evaluation evidence is available about how well peers do with this task, the WAYI evaluation
suggests that they are less effective at distributing contraceptives than at the tasks of informing,
educating, and motivating youth to use contraceptives or adopt protective measures. A possible
explanation involves youth concerns about confidentiality and their desire for anonymity (Lane,
1997a.).

The actual acquisition of many birth control methods (other than condoms and foaming tablets)
and medication for treatment of STDs is usually done at a health facility, following a referral by
the peer promoter. Most successful programs appear to have effectively made the link between
information and/or counseling and services (paxman, 1993). .
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Many analysts and leading agencies recognize the essential link to services and highly
recommend that it be a key aspect of the program, with effective referrals and resources for use
by peer educators/counselors (Brandrup-Lukanow, 1991; Fee & Youssef, 1993; IPPF, 1994; _
IPPFIWHR, 1995; Koontz & Conly, 1994; McCauley & Salter, 1995; Themmen, 1996; •
WHO/UNFPAlUNICEF, 1995). SID diagnosis and treatment is much more complex than the
distribution ofpreventive methods; thus, the ability to refer and the availability of referral
facilities are critical to the peer role in linking the client to needed services. Another condition
increasingly observed and requiring adequate referral is sexual abuse (Bruce, 1993). It is
important for projects to factor in the needs of those whose sexual activity is nonconsensual
(Moore & Rogow, 1994).

Even when peer promoters are well trained to refer for needed services, one of two major
obstacles can prevent successful linkages. As is well known, young people do not like to go to
health facilities for services. One way to address this difficulty for young people is to have the
outreach counselor also present.at the clinic at certain times. It is more problematic when
available referral clinics will not serve young adults in a sensitive way - or at all. In an FPAK
youth project, youth centers were not providing contraceptives; the evaluation of that project
called for alternate points of referral even though such services would lie outside the FPAK
structure (Hawkins & Ojakaa, n.d.).

K. Key Characteristics of Peer Promotion Projects

1. Defined Responsibilities

An important starting point for a successful peer program is a set of clearly defined
responsibilities that are realistic and understood (UNFPA, in press; UNICEF, 1996;
UNICEF/Zimbabwe, 1993). When obligations are not clearly agreed upon or if actions are left
up to the discretion ofthe promoters, projects may fall short oftheir objectives. For example, in
the PROJUVE peer promotion program, in which promoters were given a choice of activities
with no obligations, larger percentages chose to participate in less controversial capacities, such
as project promotion and training assistance, compared to the central tasks of making
presentations, distributing contraceptives, and referring adolescents to the clinic (Lobo, n.d.).

The degree of structure and specified responsibilities desired by peer promoters appears to vary,
according to one study of three IPPF programs. There was concern at Mexfam and INPPARES
that peers might not react positively to a fonnal structure that would make specific demands on
them. Coordinators felt that because peer promoters are volunteers, too much should not be
asked of them and they should be able to have a major say in their workload. On the other hand,
in the Belize FPA project it was felt that adding structure would address peer counselors' concern
with lack of discipline while professionalizing their roles and increasing their pride in their work
(Bartling, 1986).

2. Supervision and Support

Another critical element is effective supervision for the peers (Fee & Youssef, 1993; Lobo, n.d.;
Paxman, 1993; PI, 1995; UN!CEF; 1996), though the amount depends on the types of activities
they carry out and the extent of training they have had (AIDSCAP, n.d.). In addition to .
overseeing their activities and needs as volunteers (or paid staff), supervisors need to provide
reinforcements of efforts, perhaps including some sort of rewards or morale boosters (Lobo,
n.d.). Care must be given.to maintain attention to peers' professional needs throughout their
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tenure and not just during the training phase. Refresher courses are often required for this
purpose (PI, 1995). Also reconunended is the provision of professional support to the peer
promoters by health care providers to allow for personal mentoring and effective referrals
(Flanagan et al., 1996). .

Not much evidence exists about how projects handle compensation, either as salary or as
reimbursement for such expenses as meals and transportation. The AIDSCAP study reports that

. 76 percent ofprojects surveyed give some type of compensation, including 19 percent thaf pay
salaries and 52 percent that provide travel allowances. They also report differences in
perceptions between project managers and the peer educators over what is needed and what is
given (Flanagan et al., 1996).

While young adults often prefer peer counselors, they also appear to need the support of more
mature and knowledgeable persons to who they can be referred (Chege et al., 1995). In fact, one
study found that young people wanted competent, trained people for counseling with knowledge,
reliability, and communication skills; they rated such characteristics higher than the age of the
counselor (MSI, 1995).

3. Turnover

A major concern with managing peer programs is the high turnover. Aside from the fact of their
growing out of the appropriate age range, young adults are busy moving on to other phases of
their lives and careers. Thus, tenures are relatively short. For example, peer promoters remain
with Gente Joven about six months and with PROJUVE around 19 months (Marques, 1993; PI,
1995). In a St. Lucia peer counseling program, only nine out of 20 were still participating 17
months after the program began (MOR St. Lucia, 1986). An AIDSCAP survey of 21 countries
in three regions found that 68 percent ofpeer educators remained active more than a year
(Flanagan, 1996).

- In addition to time and broadening interests, another reason for peer promoters' leaving projects
is financial. This was the major explanation given by Mexfam peer counselors in exit interviews
(Bartling et al., 1996). In many cases,as they got older, young people needed paid jobs or they
simply could not afford the unreimbursed costs oftheir volunteer work. Similar needs were
noted at INPPARES, in Peru, but because most of this FPA's peer counselors were university
students in psychology or social work, the relevance of the experience provided an incentive for
remaining with the program (Bartling et al., 1996).

Experience of the West African Youth Initiative has demonstrated attrition for other reasons,
including the treatment, support, and compensation ofpeer educators. From the peers'
perspective, they complained that project staff set unrealistically high performance standards and
did not provide adequate information and training. In turn, project staffhave blamed peer
educators for irresponsibility. A key factor related to this unresolved issue is the need to pay
stipends or provide incentives and how this might affect performance (Advocates, 1996).

In Thailand, a successful program using peer counselors changed the counseling emphasis to
adults in large part because of turnover reasons (UNFPA, in press). Because of the turnover
problem, it has been recommended that more peers be trained than are actually needed so that
alternates are in place and absentees or dropouts can be replaced quickly (Flanagan et al., 1996;
Perry & Sieving, 1991).
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The FPA in Colombia has developed a set of responses to the high turnover problem. These
include establishing a more formal relationship with peer promoters, expanding peer
responsibilities, increasing supervision, and strengthening peer commitment to promotion
activities by creating two new programs. The new programs are: (l) an official agreement with -
the schools to allow students to fulfill a public service obligation by training other youth in •
family planning-issues and (2) an arrangement with youth groups allowing participating
members to retain their group identity while serving as peer promoters (lPPFIWHR, 1995).
Contracting with young adults to commit to a minimum of 12-18 months can help minimize
attrition (Alexis, 1996).

Although projects understandably regret losing peers from their programs, especially after
investing considerable resources in their training, it is interesting to note that young people tend
to contiriue playing the role ofpeer promoter years after their formal affiliation. In rural
Thailand, for example, former peer educators were still providing information on reproductive
health five years after leaving a project (UNFPA, in press). . .

4. Benefits to the Peer Promoters

There are advantages to serving in a peer promotion project (Bartling et al., 1996; IPPFIWHR,
1995). On matters directly related to AIDS and reproductive health, the AIDSCAP study reports
that 95 percent ofpeer educators have made changes in their own life and behavior, 31 percent
practiced safer sex and/or used condoms, 20 percent reduced the number of sexual partners, and
19 percent changed their own attitudes (Flanagan, 1995). A positive impact was also found on
the attitudes and behavior ofPROJUVE peer promoters (Lobo, n.d.). More generally, young
people participating in peer education programs gain valuable skills, such as leadership ability,
as well as self-esteem and a sense of belonging (Dietz, 1990). --

5. Use of Quality Materials and Participatory Approaches

In their work, peer promoters need to use materials to help them educate and motivate their
clients. It is important that they use materials that are clear, accurate, interesting, and relevant.
Consideration should also be given to meeting the special needs of age, sex, and social context
(WHOIUNFPAlUNICEF, 1995). In the reproductive health area, it is also important to relate to
what young people want to know: how sexuality affects their relationships and their lives
(McCauley & Salter, 1995).

As important as content, especially for young people, is presentation. In imparting information,
many agencies believe that teaching techniques should be active and interactive, particularly
allowing sufficient time for participants to discuss issues and ask questions (IPPF, 1994; Panos
Institute, 1996; Themmen, 1996; WHOIUNFPAlUNICEF, 1995).

Participatory approaches are particularly important in teaching young people skills related to
protecting their reproductive health. "Life skills," such as decision-making, personal
communication, problem solving, negotiation, and self-awareness, are increasingly thought to be
the most valuable lessons for young people to learn (panos Institute, 1996; Perry & Sieving,
1991; WHO, in press).

Project experiences confrrm expert recommendations. For example, in a Kenyan AIDS
prevention project for out-of-school youth, the midterm evaluation indicated that participants
were bored with the mini-lectures they received. The format was changed to emphasize
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discussion and interaction, and the later evaluation showed that participants liked the new
approach, preferring it to other sources of information (Chege et aI., 1995). A Brazilian project·
chose to develop materials, such as a video and comic book, in order to stimulate group
discussions, role plays, and theater and art activities. These interactive approaches were
designed to be entertaining as well as educational (Merritt & Raffaelli, 1993). "Karate Kids," the
adventure cartoon, is also designed to provoke discussion and is widely shown in over 60

-countries (Connolly, 1992).

An interesting interactive project in Bangladesh developed a culturally specific teaching tool to
help adolescent girls learn about their own health and encourage them to delay their age of
marriage. The girls were provided with health cards to chart their height and weight at each
clinic session; they also included various health education messages (Piper, 1992).

Developing and using skills have been shown to result in improved.behavioral outcomes. One
skill, ability to communicate with one's partner about sexual issues, is associated with better
contraceptive use and safer sex. Although little research has focused on adolescent
communication of this sort, one U.S. study found that adolescent women who communicated
openly with their partners had the lowest risks of pregnancy and SID (Keller, 1996).

In Haiti, those participants who practiced negotiation skills or were provided with scripts were
more successful in partner interactions (AIDSCAP, 1996). .

In Zimbabwe, an experimental intervention was carried out to test the finding from developed
.countries that skills-based, participatory activities are more effective than information-based
interventions in changing AIDS-related attitudes and practices. The two interventions compared
were an hour-long lecture about mv and an active 90-minute session that included a condom
fitting demonstration followed by individual practice, large- and small-group personal strategy
sessions, demonstrations of assertiveness skills, psychodramas, and a video about a musician
with AIDS. The evaluation concluded that the skills-based group was more knowledgeable
about condoms and their correct use, perceived fewer-barriers to action, reported fewer sexual
partners in the previous month, and reported few coital acts without a condom in the previous
month (Wilson et al., 1992).
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IV. KEY PROGRAM ELEMENTS

Based on evaluative evidence and professional analyses and conclusions, the following elements
appear to be valuable and beneficial in improving the design, implementation, and outcomes of •
outreach programs. The program implementation elements that follow the design and

-development section are-limited to peer programs for several reasons. First, there is very little
evidence indicating what elements ofyouth centers contribute to successful program outcomes.
Furthermore, two of the key program offerings of centers, family life education and clinical .
services; are covered in other papers in this series. This is also true of the youth-oriented NGO
activities. Also, these latter projects have not been subjected to rigorous evaluations. Finally,
there is considerable and growing interest in the peer promotion model, which accounts for the
disproportionate amount of eval~ti"onand other assessments of this approach.

A. Preliminary Actions1

1. Program Design & Development

a. Strategic approach

From the earliest stage ofprogram planning, designers should attempt to develop activities that
are practically, fmanciallY,and politically feasible and will have the most impact. Lessons
learned from other projects should be utilized, with care, and available, relevant research should
be a starting point for more inquiries and/or project planning. Objectives, measurable wherever
possible, should be clearly articulated and achievable. At the same time, building on a solid
plan, flexibility should be built-in so that unanticipated opportunities can be seized; project
leaders should be able to take some risks.

If the project is designed as a pilot, the feasibility of replication should be considered and
expansion planned.

b. Target audience identification

From available or project-associated research, the prime target group should be selected to
correspond with strategic objectives. Most often "youth" is broadly identified as the audience.
Instead, the selection should be as specific as possible according to the demographic and other
variables desired so that plans can be formulated for effective outreach. At a minimum,
subgroup characteristics such as age, marital status, whether or not sexually active, gender,
residence, in/out-of-school should be considered.

c. Needs assessment

In order to design a relevant and effective project, an assessment should be conducted with
representatives of the precise audience targeted for services in view of the vastly different
preferences found among groups ofyoung people. 1bis is especially important with
~arginalizedgroups who are mistrustful of traditional approaches.

I These a"ctions, which occur prior to project implementation, usually apply to all young adult projects and not just
outreach programs. Because they are so crucial to project success, they are presented as part of this paper.
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d. Youth involvement

In addition to detennining program preferences (as noted above), youth involved in the design
stage will also foster their perceived "ownership" of the project, thereby enhancing commitment
and participation. To the extent practical and desirable, youth can also be active participants in
the implementation and evaluation phases and should certainly, in any case, be provided the
opportunity to give feedback as the project proceeds.

e. Community involvement

Inviting the community to become involved at an early planning stage helps to explain the
objectives of the project and win their support. This reduces the risk of community opposition
later. Depending on the project and the larger context, certain community groups such as policy
makers and religious leaders may need to have special activities for their participation.

f. Parental involvement

Parental support (or absence of opposition) is significantly linked to their children's participation
in reproductive health activities. Parents can also play an active role, if supportive and educated,
by reinforcing positive health messages and practices.

g. Evaluation design and monitoring

The evaluation design should be appropriate to the level and nature ofprogramming and assess
not only targets (such as contraceptive use) but also skill acquisition (such as communication).
Impact evaluations are very useful but should not be designed beyond the capability of the
implementers. (Sometimes a university unit or international NGO can assist in this process.)
Well-designed process and formative evaluations can provide useful information.

It is very important that mechanisms for monitoring be built into project design from the start
and for an appropriate baseline survey to be conducted if needed for outcome measurements.
Staff (and peer leaders, if possible) should be helped to playa role in the evaluation process.
Service statistics should be kept by useful age groupings; for adolescents, this would ideally be
in one- or two-year cohorts. Feedback opportunities for staff and clients should be established.
It is key that administrators view evaluations as a means to learn about projects and improve
their operations. .

B. Peer Programs Implementation

1. Recruitment and Training

a. Peer selection according to characteristics

Young people to be selected as peer promoters should have certain important characteristics and
interests. They should be capable ofbeing respectful and able to hold confidences; credible role
models, especially for the behaviors they advocate; admired and respected for their social skills;
committed to good reproductive health, including contraception and SID prevention; and goodn at communication skills. They also need to share characteristics of their target audience (such as

~J age, language, and ethnicity) so they are true "peers" and can relate well.
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b. Training to assure competence for tasks

Training ofpeer promoters is highly predictive ofhow comfortable they will feel about their
tasks' and how effectively they will carry them out. The length of training depends on the
complexity ofthe content, the amount of activities the peers will lead, the difficulty of the
activities, and the amount ofknowledge needed to lead those activities. Training should be
participatory, teaching trainees skills they can then teach their peers.

Ifpeers are to be trained as counselors rather than as educators, additional training is required
that emphasizes such skills as effective listening, interpersonal communication, problem solving,
and decision-making. Also, refresher courses are needed for participants to learn new
information and brush up on areas they identify as weak.

2. Peer Promoter Tasks

a. Effective provision of information'

Peer educators are the most typical form ofpeer promoters, imparting information, usually in
small and large groups, organizing educational sessions, showing audiovisual materials, ,
demonstrating condom use, and sometimes distributing condoms and foam. They become
known as a source of accurate information and are sought out informally by their peers.

They should be able to provide accurate, relevant information and mow how and where to refer
ifmore or other types of information or services are needed.

b. Responsive counseling

Counselors require more training and are expected to perform more and more complex tasks. It
is a more personalized activity than the provision of information, usually focused on problem
solving and emotional coping strategies.

c. Effective referral

Linkage to services is a critical aspect of effective adolescent reproductive health programs.
Peer educators and counselors must know what resources exist and how referrals can be made to
them, trying to assure that the client will follow up.

Referrals for certain circumstances are especially difficult, including mv testing and follow-up
and care for people who have been sexually abused or violated. Project managers must arrange
for referral mechanisms and train peer promoters in effectively making use of them.

. 3. Key Characteristics of Peer Programs

a. Clearly defined responsibilities

Peer promoters need a clear understanding ofwhat is expected of them. Ifmanagers hope to
achieve a certain level of accomplishment, specific objectives and tasks must be identified and
agreed upon by peer promoters.
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b. Effective supervision and support

Peer promoters require close supervision of their activities and reinforcement of their efforts.
This oversight'must continue throughout the life of the project. Supervisors must work with
peers to identify their task-related needs and areas for upgrading - and then address those gaps.

c. Participant access to adult professionals

Adult professionals should be available within programs when young adult participants indicate
a need for this. Some young people prefer more mature counselors to meet certain types of
needs.

d. Minimization of/planning for turnover

.Young people will naturally grow older, leaving the age range appropriate for peer programs.
But they also will move on to other pursuits faster than adults, given their need to establish
personal lives and careers. Thus, turnover is predictably high.

While no solution fully addresses this problem, projects can minimize turnover by well
supervising and rewarding their peer promoters to lengthen their tenure and by planning for an
inevitable need for replacements. One approach is by training more promoters than needed to
provide alternates for absentees and/or dropouts.

e. Use of relevant materials

Materials that peer educators use with their peers should be accurate, clear, interesting, and
relevant. It is especially important for this age group to better understand how sexuality fits into
their relationships and lives.

Young people are easily bored, so presentation of the materials should allow for participation
and interaction, such as question-and-answer periods, group discussions, drama presentations,
and role-playing.

f. Emphasis on skills-building

Beyond content, young people need to learn skills to protect and promote their reproductive
health. These are critical- "life skills" and usually include decision-making, personal
communication, problem solving, negotiation, and self-awareness.
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v. CRITICAL RESEARCH QUESTIONS

Very ~:t:tle high-quality research has been done on reproductive health outreach activities for •
yount iults. In order to make basic decisions, therefore, about which models to design to
achievt: specific objectives, program planners are in a virtual wasteland. Furthermore, there is
scant evidence beyond testimonials and expert opinion about effects of individual project
characteristics, various training approaches, and "actions to link clients to services. On peer
promotion projects, in particular, little assessment has been carried out on the effects of selection
criteria, supervisory procedures, salaries or other fonns of payments, and support systems for
these young project implementers.

At the same time, it is important to underscore that fmdings on these programmatic situations
will vary from country to country (and possibly within countries), so that application of future
research must be done with caveats and care.' Nevertheless, some gene'ral answers and guidance
would be helpful to program planners at the most basic stage of their design tasks. It is also true
that a considerable burden must rest with the individual projects, for it is the needs assessment,
conducted with the actual target group, that will help defme the most relevant programmatic
characteristics likely to be effective.

With those limitations in mind, the following are suggested as broad research areas to better
define the types and characteristics of outreach projects that could improve reproductive health
among young adults.

A. Role of "baby fathers" and families in centers for pregnant and
parenting young women

What kind of involvement is possible or desirable for "baby fathers"? For parents? For extended
family? What effects do various types of involvement have on the young woman's continuation
in the program? On returning to school? On delaying the next pregnancy? On improving
parenting skills?

B. Components of multiservice youth centers

What is the minimum constellation of services (educational, psychological, social, medical, and
recreational) necessary or desirable to attract young adults to a multiservice center? Which are
particularly needed or desired by out-of-school and highest risk youth? What are the relative
costs of diverse components? What are the measurable outcomes of diverse components?

C. Overall effectiveness of peer promoter model

How effective are peer promoters/counselors in: (a) providing accurate reproductive health
information; (b) making effective referrals; (c) providing contraceptives to those who need them
(where appropriate); (d) providing effective counseling (where appropriate); (e) assisting
programs to be more responsive to youth needs and concerns?

How much does it cost to recruit, train, supervise, provide ongoing/follow-up training to peer
promoters/counselors? How do these costs compare to costs of other forms ofpromotion and
counseling? How does their effectiveness compare to other forms of promotion and counseling?
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What effect does their work as peer promoters/counselors have on these young people
themselves, especially in tenns of their own sexual and reproductive health?

D. Selecting peer educators

What selection criteria are associated with the effective participation of peer educators? With
duration of involvement?

E. Training of peer educators/counselors

What minimum curriculum is necessary to train peer educators to perfonn basic tasks? What
perfonnance/competency-based standards should be used to assess adequacy? What additional
curricular components are required to train peer counselors? Are certain skills-development
approaches more effective than traditional approaches? What types of follow-up training are
needed to maintain/improve perfonnance?

F. Supervision and support of peer promoters

What types of supervisory procedures are effective in overseeing and providing support to peer
promoters? What -channels/mechanisms of feedback from peer promoters and access for peer
promoters to the professional staff enhance competence and perfonnance?

G. Increasing tenure of peer promoters

What conditions (training, allocation oftasks, supervision and support, compensation/reward,
other) are associated with longer tenure of peer promoters?

H. Possible support of peer promoter "graduates"

Are there feasible "graduate programs" for peer promoters to keep them active in providing
education to young adults following fonnal tenure with a project? Can they serve as role
models? Can "graduates" playa useful role in training or mentoring recruits?

I. Linkage of outreach projects to services

What are effective mechanisms for linking outreach workers with needed serVices at fixed
locations? What reproductive health services can outreach workers effectively provide in
the field?

J. Couple communication

Can outreach workers effectively enhance couple communication on reproductive health
matters? With what project activities? How is couple communication associated with improved
protection against pregnancy and SID?

K. Protocols for cost comparison studies

o What fonnulas and what standards are useful for comparing program costs of outreach projects?
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Key Elements of Adolescent Programs

FOCUS on Young Adults is nearing completion of four background research papers,
intended to document present knowledge about adolescent reproductive health. Each.
paper r~presents one program area through which projects can reach adolescents: .

• health facilities;
• outreach programs, including youth centers;
• school-based projects; and
• social marketing campaigns.

The papers are intended to illustrate the "best practices" of each type. of program, in order
to··infonn organizations int~rested in the actual design and implementation of
reproductive health programs for young adults. Each paper will include an executive
summary of lessons learned from past and current projects, gathered from exiSting
intemationalliterature as well as from programmatic efforts and experiences to date. The
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Tone Nunes
email: tnunes@pathfind.org
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FOCUS on Young Adults
1201 Connecticut Avenue, NW, Suite 501
Washington, DC 20036
Phone: 202.835.0818 ext. 237
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