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Adolescents

MAQ Exchange

Welcome to the MAQ Exchange presentation on adolescents. The goal
of this presentation is to share ideas about what adolescents and youth
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need in the field of reproductive health and about how programs can

help meet some of those needs.
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Discuss the scope and magnitude of the

reproductive health

Describe interventions that can increase
access to and quality of adolescent
reproductive health programs and services

At the end of this presentation, you will be able to:

S
(@) Objectives

iIssues and challenges relating to adolescent
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* Identify and discuss some of the issues and challenges related to

adolescent reproductive health

* Describe the characteristics of interventions that can increase access
to and quality of adolescent reproductive health programs

and services
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(@) Why Focus on Adolescents?

Adolescents
aged 10 to 19
represent 1/5

There are over
of the world’s

opulation 1 billion
pop adolescents
in the world
United Nations, 1997
adolescent: 10 - 19 years youth: 15-24years ,,,

Adolescents, defined as young people aged 10 to 19, currently
represent approximately one fifth of the world’s population. You may
also hear the term “youth” which covers the age ranges of 15 to 24.
These are accepted definitions of this transitional life stage that are
endorsed by the World Health Organization (WHO). Whichever
definition you prefer, this is a period of cognitive, physical and social
growth, change and development.
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Each year about 15 million adolescents ages
15 - 19 give birth

Each year as many as 4 million adolescents
ages 15 - 19 obtain an abortion

Adolescents and their infants face higher rates
of morbidity and mortality

Source: Outlook, 1998. 124

[Facilitator: You may want to locate country- or region-specific data on
adolescent births and abortion rates.]

Adolescents are sexually active. In many countries, the majority of people -
married or unmarried - initiate sexual activity during adolescence. Adolescents
often have some knowledge of modern contraceptive methods but use rates are
lower than contraceptive use in older persons. Every year, over 15 million
adolescents give birth, many times following an unplanned pregnancy. Many of
these births are to unmarried young women. Regardless of marital status,
adolescents face special challenges with regard to access to reproductive health
services and physical and emotional preparedness for childbirth.

(Source: The Uncharted Passage: Girls’ Adolescence in the Developing World,
Mensch, Bruce, and Greene, 1998.)

Unwanted or mistimed pregnancies are often complicated because of incomplete
physical development of the mother. They can mean loss of economic
opportunities resulting from loss of educational opportunity for the mother.
Unwanted or mistimed pregnancies can also lead to unsafe abortion. The
complications of unsafe abortion contribute to a high rate of morbidity and
mortality in many developing countries.

(Source: Population Reports: Meeting the Needs of Young Adults, 1995)
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HIV/AIDS and STIs

1/3 of

infecte
are aged 1

Population Reports, 1995 13 to 20_y -
olds

Outlook, 1998 12-5

As the prevalence of STIs and HIV/AIDS continues to grow among
young people, so does our concern for their future. The personal and
economic impact of this high rate of sexually transmitted infections is
very high.

In some countries, some HIV infected people ages 15-24 were infected
perinatally.

Source: Population Reports: Meeting the Needs of Young Adults, 1995
(1st chart)

Outlook, 1998 (2nd chart)

Young people are particularly at risk for certain types of sexual abuse
contributing to the spread of HIV and other STIs. In some cultures, it is
now common for men to seek out young females (or males) for sex
because they believe it will protect them, or even cure them, from STIs
and HIV/AIDS. Girls and women are at even greater risk because they
can become infected with STIs and HIV/AIDS more easily than men and
boys.
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Other issues of adolescence

Traditional cultural practices
Sexual abuse and coercion

Sex for trade

126

Traditional cultural practices: Female Genital Cutting (FGC) --In many
societies, children and adolescents continue to be victims of socially
ingrained practices such as FGC. Approximately 2 million women are
subjected to FGC each year.* This harmful practice frequently has
severe effects on a woman’s reproductive health. Other examples of
traditional practices include scarification and other blood rituals which
expose young adolescents to HIV infection. In some societies, young
males are expected to initiate sex with a prostitute or to have multiple
partners to prove manliness.

Often a young person’s introduction to sex is not consensual. Young
males and females are frequently victims of incest, sexual abuse and
coercion which can have lasting unhealthy physical and emotional
effects. This can also lead to high risk behavior later in life such as
multiple partners or unprotected sex.

Sex for trade: Young females and males are often bribed with money or
other items--often by much older men, sometimes referred to as “sugar
daddies”--for sex . Sex for trade is an issue for adolescent males as well
as females.

* Source: Outlook—Adolescent Reproductive Health: Making a
Difference, PATH and UNFPA, 1998.
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(@) Challenges Faced by
Adolescents

» Social discomfort in accepting adolescent sexuality
 Peer/cultural pressure
* Policy barriers
» Perceived or real bias by providers

Lack of basic reproductive health information
Lack of skills in negotiating safe sexual relationships
Lack of access to affordable, confidential health services

High risk behavior
12-7

[Facilitator ask participants: What other reproductive health challenges
do adolescents in your country face?]
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Challenges Faced by

Adolescents

“Mystery
Client” Studies
treated with less respect at clinics

given less information @
Y

denied treatment because counselor
did not believe it was appropriate

Young single women—

Studies in Ghana, Zimbabwe, Senegal and South
Africa

Source: Studies in Family Planning, June 1998. 128

This slide provides examples of the impact of barriers and biases on
adolescents.

Researchers have posed as clients to find out what barriers adolescents
face when they seek services at clinics. They discovered that young
single women were treated with less respect, given less information, or
denied treatment in some cases when the provider did not think it was
appropriate to provide services to adolescents.

Adolescents suffer a great deal from provider biases. They are often
turned away from services, discouraged from services, and denied
certain aspects of services (contraceptives, treatment, etc.) because of
policies and provider attitudes.

Source: Zabin, LS and Kiragu, K. Health Consequences of Adolescent
Sexuality and Fertility Behavior in Sub-Saharan Africa, Studies in Family
Planning, 1998.
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Types of interventions:

Policy
Programs
School-based
Health facilities
Outreach and community-based

Mass media and social marketing

e I —
(@) Addressing Adolescent RH

129

Improving reproductive health care for adolescents may require policy

interventions or a variety of program strategies including clinical

services, education and outreach.
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(@) Policy

Key areas in which policies can reduce
barriers to access and quality:

Provision of services

Access to contraceptives

Curriculum content in schools

Abortion restrictions

Confidentiality and parental/spousal consent

Information, prevention and treatment of STIs

12-10

Here are some areas that are influenced by policies. Note that most
contraceptives are not contraindicated on a medical basis for
adolescents who are or who plan to become sexually active.

Policies that promote adolescent access to RH services can go a long
way toward maximizing the access and quality of services.
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(@) Policy

Ghana

National Population Policy aims to reduce
adolescent marriage and pregnancy,
promotes women’s education

Reproductive Health Service Policy and
Standards specifically endorse reproductive
health services for adolescents

Adolescent Reproductive Health Policy drafted
in 1996

Female Genital Cutting outlawed in 1994 121

Ghana has adopted policies and standards to support adolescent
reproductive health.

The Adolescent Reproductive Health Policy seeks to provide knowledge,
skills and services to reduce or eliminate unintended pregnancies, STIs
and HIV/AIDS, unsafe abortion, FGC, early marriage and malnutrition. It
also seeks to improve access to education and employment, and
eliminate violence and sexual abuse against female children.
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e Factors that Influence
Program Design

peer
pressure

economic
status

rural/urban
residence

12-12

Any program for adolescents must take into account the numerous factors
that affect adolescent reproductive health. Successful interventions will
include comprehensive needs assessments prior to the design of any
program.

These factors will influence the types of services needed by the individuals,
the types of interventions they may be receptive to, the location of
intervention, etc.
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() School-based Programs

Comprehensive sexuality education

WHO reviewed over 1,000 studies of
programs and found that:

They do not lead to earlier sexual
intercourse

They do not encourage increased sexual
activity

Some programs have helped delay first
intercourse and protect sexually active
youth from STIs and pregnancy

12-13

School-based programs are often referred to as Family Life Education.
Successful school-based programs focus on sexuality education.
Teachers, parents, the community, and community leaders are often
uncomfortable with open, honest discussions about sexuality. Cultural
norms also play a role in the lack of sexuality education. Historically,
therefore, RH in the classroom has been centered around abstinence-
only education.

Many people believe that discussions about sexuality will lead to earlier
and increased sexual activity among young people. However, studies
show that comprehensive sexuality education programs do not have
either of these outcomes. In fact, comprehensive sexuality programs
have actually helped delay first intercourse and equipped adolescents
with the knowledge and skills to prevent pregnancy and sexually
transmitted infections.

Teachers can be effective sex educators when properly trained and
supported.

Source: Advocates for Youth, Summary of Effectiveness of Sex
Education Programs (handout based on WHO data), 1997.
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(@) Successful School-based
Programs

Use teaching methods that involve students
Include information on risks and protection
Reinforce values/norms against unprotected sex
Encourage behavior change if necessary
Address social pressure

Practice communication and negotiation skills
Train those who implement the program
Address emotional aspects

12-14

Studies show that the most successful school-based programs shared these attributes.

Successful programs focus on responsible behavior and, if necessary, behavior
change. They typically have similar program content and design and emphasis on
training.

Content: Successful programs gave students the basic information about sexual health
risks and how to protect themselves. They also focused on the social pressure
adolescents often feel to be sexually active, as well as on age-appropriate values and
skills that help them to remain abstinent or to negotiate safer sex.

Design: Successful programs used a variety of methods to involve students and help
them practice new responses to situations that might lead to unsafe sex.

Emphasis on training: Successful programs provided 6 hours to 3 days of training for
the teachers and peer educators who taught the course.

Source: Population Reports, Series J, Number 41.
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(@) Adolescent-friendly Health
Facilities

Youth- Community « )
friendly support '

policies /
\ Youth-

Youth - friendly
participation -~ Staff gy ,
~ , g
& -
Youth-friendly {{ friendly ~ Youth-friendly
environment procedures

services

12-15

Although these “ingredients” describe an adolescent-friendly clinical setting, they are
characteristics that can apply to most any program that serves youth. [Facilitator: You may want
to ask participants to contribute ideas that are consistent with the following:]

Community support: The community is informed about the existence of the service and the
nature of health and counseling services provided. And, community members acknowledge its
value and support its work.

Participation: Young people know what services are provided and how and when to utilize them.
And, they actively participate in the activities of the service/center. They should also be involved
in developing the activities.

Policies: Guarantee confidentiality and privacy of client records. Do not require consent of
parents or other adults. Support adolescents receiving same services as adult clients.

Procedures: Provide for short waits; “drop in” services; all or most of the health services that the
young person needs in one place. Use infection control measures. Provide emergency
contraception pills. Make provision for adolescents who may not be able to pay for emergency
or routine procedures by reducing or waiving charges when necessary.

Staff: Technically competent, exhibiting interest, concern, understanding and trustworthiness.
Able and willing to devote adequate time to client-provider interaction. Knowledgeable about
adolescent issues in their community and able to explore these issues with youth. Able to
provide continuity of staff to build relationships. Knowledgeable about youth development issues
and able to communicate in an age-appropriate way.

Environment and Services: Comfortable, appealing and welcoming. No stigma attached to
visiting and utilizing the services. Uninterrupted and adequate stock of contraceptives, condoms
and medications. Convenient location and hours. Pre-tested education materials available.
Guarantee confidentiality and privacy in consultation rooms, waiting area, intake and exit areas.
Entertaining and educational with music, magazines and videos. Strong linkages with other
health and social services.
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() Health Facilities

High Risk Clinic, Kenyatta National Hospital
Kenya

Focus: services for women under 25 with abortion
complications later expanded to include postpartum
and nonpregnant young women

Services: separate, specialized clinic providing
confidential counseling and contraceptive services to
young women and a telephone hotline service

Findings: 22% increase in contraceptive

acceptance
12-16

Example of adapting existing services for adolescents:

The High Risk Clinic was established to address the urgent reproductive
health needs of young women under age 25 admitted to Kenyatta
Hospital in Kenya with complications related to incomplete or septic
abortion. The target audience has since expanded to include
postpartum young women and non-pregnant young women.

Key features of the separate, specialized clinic that provides counseling
and contraceptive services are 1) “an atmosphere free from the fear of
being seen by relatives and older persons” and 2) a telephone hotline
for those seeking even more anonymity.

Findings: Contraceptive acceptance increased following a visit to the
High Risk Clinic. 54% of clients who made a first visit accepted a family
planning method compared with the “ever-used” prevalence of 44%
reported among clients before the visit. Those clients who experienced
a pregnancy or abortion were significantly more likely to accept a
contraceptive method than those who had not conceived.

Source: Mati, J.K.G. July 1997. Evaluation of Reproductive Health
Services; High Risk Young Adults Clinic, Kenyatta National Hospital,
Nairobi, Kenya. Nairobi, Kenya: Pathfinder International, Africa
Regional Office.
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Promotion of Youth Responsibility Project
Zimbabwe National Family Planning Council

Goal Increase use of service facilities

Strategy  Multimedia campaign plus
provider training on
interpersonal communication

Findings
28% in campaign sites visited health center versus 10% in
non-campaign sites

40% with intense campaign exposure visited versus 14%
with limited exposure 1217

Example of a prevention and health promotion project at a health
clinic (also includes example of a mass media campaign):

This project was undertaken by the Zimbabwe National Family Planning
council with technical assistance by JHU/CCP. The purpose of the
program was to increase the use of the clinics by young people.

The program used a multimedia campaign to educate young people
and to encourage them to seek reproductive care. Providers received
training in interpersonal communication.

A follow-up survey showed that 28% of the youth at the intervention

sites reported visiting a health center compared with only 10% in non-
intervention sites. More intense exposure to the activities resulted in 40%
visiting, as compared to only 14% of those who had limited exposure
visiting.

The greatest program effects were on groups thought to be the least
likely to seek services: males, single people, and those who lacked
sexual experience.

Source: Making Reproductive Health Services Youth Friendly, Focus on
Young Adults project, Pathfinder International, 1999.
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(@) Outreach and
Community-based Programs

Examples:
Peer education programs
Hot lines
Workplace programs
Recreation and sports/related programs

12-18

It is often very difficult to attract young people to clinics. Efforts are now
being focused on various types of community outreach, such as taking
education and services into the community and encouraging young
people to visit clinics.
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' Outreach and

Community-based Programs

“Together We Can”
Jamaica Red Cross and American Red Cross
HIV/AIDS Peer Education Project

Increased knowledge about Peer educators still
HIV/STIs exhibited some fear of

Positive attitude change about ridicule if they resisted
persons with HIV/AIDS Sex

Exhibited intent to delay sex

and use condoms
12-19

Example of a peer education program:

Most of the successful peer education projects have been in Latin America. Peer
education has been slower to “catch on” in Africa and Asia.

Peer education programs often begin in youth centers. “Together We Can” is an
HIV/AIDS peer education project. It is a collaborative effort between the Jamaican Red
Cross and the American Red Cross. It is designed to increase safer sexual practices
among youth aged 14-19. Youth were extensively involved in the design,
implementation and evaluation of the program. Education sessions led by peer
educators were held throughout the country in school and community settings, in
homes, and in various outdoor spaces in rural and urban sites.

These findings are based on responses by a sample of peer educators to pre- and
post-training questionnaires. They expressed:

1) significant gains in knowledge about HIV transmission and where youth can go for
help with STls

2) positive attitude change toward persons with HIV/AIDS and reduction of belief in
myths

3) intention to delay sex or use condoms if sexually active

Many peer educators feared ridicule by peers if they resisted sex, and only a few
believed boys and girls should not start having sex while in school.

Sufficient data were not obtained about the effects on youth reached by peer educators.
12-19
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() Outreach and
Community-based Programs

EEZ West Africa Youth Initiative (WAYI) B/Y¥
Target Group: In-and out-of-school youth in Nigeria and Ghana

Approach: Build community youth organizations’ capacity to
plan, implement and evaluate peer education programs to increase
access to information, education, counseling and family planning

Results:

- capability of youth-serving organizations to manage
adolescent RH programs

- modern contraceptive use and willingness to purchase
contraceptives

- RH knowledge

. ) . 12-20
- confidence in saying “No”

The West Africa Youth Initiative is a collaborative effort of Advocates for Youth, a US private voluntary
organization, and the Association for Reproductive and Family Health (ARFH), a non-governmental
organization in Ibadan, Nigeria. The project focuses on increasing access to information, education,
counseling and family planning to in-school and out-of-school youth aged 12 to 24 through a peer education
program. A network of nine community-based organizations in Nigeria and Ghana implemented the peer
education programs with training and technical support from Advocates for Youth and ARFH.

A key strategy used in the project was the inclusion of peer educators in the planning, development, and
implementation of the project. The peer educators provided education, information, counseling, contraceptives,
and referral. They also conducted group education and developed IEC materials and, in some cases, a drama.

The project also focused on organizational development in the youth-serving community-based organizations.
The capacity of the organizations was measured by the organizational development indicators which included
the establishment of organizational structures, the existence of management procedures, and the level of
success in programming activities.

Results of the program show increased capacity of the youth-serving organizations to manage adolescent
programs as measured through the organizational development indicators. Peer educators counseled a total
of 44,118 youth, distributed over 27,000 condoms and over 12,000 vaginal foaming tablets, and over 2,000
youth were referred for additional services.

The project also demonstrated an increase in contraceptive use in sexually active youth of 8.4% over baseline;
an increase in self-efficacy as reported as the youth’s feelings of confidence in items such as saying no to sex,
asserting the use of contraceptives, and buying contraceptives. Knowledge scores as measured by questions
on AIDS, STDs, pregnancy prevention, and reproductive process increased, primarily in secondary school sites.
There was also a greater willingness to pay for contraceptives in the experimental sites of the project (as
compared to control sites.)

The WAYI project approach which included involving community-based youth serving organizations, training
youth as peer educators, promoting youth involvement in all steps of the program, and providing RH
counseling, education and services to youth was successful in increasing knowledge and attitudes and
suggests some changes in behavior, although further follow up is necessary.

Source: West African Youth Initiative Project Final Evaluation Report. Association for Reproductive and
Family Health, African Regional Health Education Centre, Advocates for Youth. August 1997.
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Magazines
Billboards

Music

Mass media and social marketing also have a role to play in programs
for adolescents and youth. What are some other methods that could be

used in your setting?

Mass Media and Social

Marketing

Radio drama
Television Shows

Posters

12-21
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Mass Media and Social
Marketing

Delivery for Improved Services for Health
“Safer Sex or AIDS: The Choice is in Your Hands”

H

ﬁ Awareness about HIV HITS FOR HOPE

THE CHOKE 14 10 'fDII-' HAND

ﬁ Knowledge, approval
and use of condoms

The Delivery for Improved Services for Health (DISH) project’s “Safer
Sex or AIDS: The Choice is in Your Hands” is a mass media campaign
in Uganda for young men and women that began in May of 1995. Its
primary target is young men aged 15 to19, and its secondary audience
is young women of the same age. Young boys were targeted because
baseline data show that boys have more control over condom use and
sexual relationships than girls do.

The campaign uses entertainment and social activities that catch young
peoples’ attention and provide positive messages empowering them to
prevent AIDS by practicing safer sex. Radio and print materials
designed to reach a large audience feature messages on abstinence,
avoiding peer pressure and condom use. A song competition called
“Hits for Hope” gave awards to original songs about HIV/AIDS. Other
activities include bicycle rallies, formation of School Anti-AIDS Clubs,
and sensitization meetings with community and religious leaders, youth
leaders, and youth discussion groups.

Indicators of success show that over 90% of youth interviewed were
familiar with the campaign, there was an overall improvement in positive
attitudes toward safer sex, and youth perceived that they were capable
of avoiding HIV/AIDS. Among sexually active youth, there were
increases in reported condom use and increase in knowledge about
where to get condoms.
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(@) The Future...

Edacation/

Counseling STls andHIVIAIDS

preventlon

\_.%v f.o
\'\"‘&

“= Favorable
FP/RH Policies

services .
1223

Efforts should continue and be strengthened to promote adolescent
reproductive health in the areas of education and counseling, FP/RH
services, STIs and HIV/AIDS prevention, and development of more

favorable policies.

—
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How to treat us young people:
Be confidential with us.

Accept us as we are, do not moralize or
demoralize us.

Allow us to decide for ourselves.
Make us feel welcome and comfortable.

we have available.

And finally, if adolescents were here to tell us what they need, here are

some of the things they would tell us......

(D) m—
e
Provide us with the information and services we need.

Ask and respect our opinions about the services.

Provide services at the time and within the time frame

12-24
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(@) OPTIONAL SLIDES

The slides that follow this one are optional.
As the presenter, you may wish to include
some or all of them if you have time. Notes
from some of the optional slides have been
incorporated into slides in the main section.

12-25
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o Who are Adolescents?

(@)

m k! [
Early, middle, @d‘] m

late adolescence In-school/ Rural/Urban
Out of school

@O @0 @0
Married/ Male/ Sexually active/
Unmarried

Optional Slide

Adolescents are difficult to classify. There are considerable

developmental differences between an early and a late adolescent, for
example. The needs of sexually active adolescents differ from those

who are not sexually active. Even among sexually active adolescents,
some are sexually active by choice, while some are sexually active but

not by choice.

Because of their varying needs, a single program will not work for all

adolescents. In spite of this, we can identify characteristics of
successful programs, which we will do later in this presentation.

Female Not sexually active
12-26
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~— Adolescents and sexual activity

Guatemala 18.4
Indonesia 19.8
Ghana 16.8
Uganda 15.9

o 5 10 15 2

Average age at first intercourse

Adolescents are sexually active.

Source: Population Reports, 1995. 1227

Optional Slide

This portion of the presentation focuses on why we should direct our
efforts and money towards programs for adolescents.

This graphic shows the average age at first intercourse as reported by
women in their early 20s. There is some variation by country in the age
of first intercourse, but it is clear that young people are sexually active.
This sexual activity often leads to unintended or mistimed pregnancies
and/or sexually transmitted infections (STIs), including HIV/AIDS.
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Unmet need for FP/RH Services

1001

901

801
% women  70- 59
reporting 601 45
premarital 507 40
sex before 401| 28
age 20 301

201

10+ 3

0_

. Haiti ) Kenya ~ Ghana
Bolivia Pakistan Tanzania

Significant numbers of young women are having
premarital sex and have an unmet need for
FP/RH services.

Source: Uncharted Passage, 1998. 12-28

Optional Slide

Many unmarried adolescents have an unmet need for family planning
and reproductive health services, but services typically focus on married
women. Although many adolescents are married, most unmarried
adolescents have less access to services and to good, basic, helpful
information than their married counterparts.

Source: The Uncharted Passage: Girls’ Adolescence in the Developing
World, Mensch, Bruce, and Greene, 1998.
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Knowledge and use of modern

methods

10

Brazil Kazakstan Tanzania
Knowledge of modern methods does not equal
use among adolescents

Optional Slide

Adolescents have some knowledge of modern contraceptive methods

but use rates are low.

Source: The Uncharted Passage: Girls’ Adolescence in the Developing

World, Mensch, Bruce, and Greene, 1998.

B Knowledge
O use

Source: Uncharted Passage, 1998. 12-29
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Birth rates among adolescents

Rwanda 29

Morocco 25

Niger 75
Bangladesh 72
Peru 33

0 10 20 30 40 50 60 70 80 90 100
% women who gave birth before age 20

Source: Uncharted Passage, 1998. 12-30

Optional Slide

These data are from a study of women ages 25 to 29. Although over 50%
of the women in the countries represented here were married at the time
of conception, a great many adolescents who are not married are also
having children. Physical and emotional development, not marital status,
influence the likelihood of a good outcome for both mother and baby.

Source: The Uncharted Passage: Girls’ Adolescence in the Developing
World, Mensch, Bruce, and Greene, 1998.
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Unwanted and mlstlmed
pregnancies

1007
90
% women 38
under 20 i 58
. 60 46 50
reporting 501
unwanted/ 4g- 31 26
mistimed 30+
pregnancies 20+
107
0=
Brazil Bangladesh Ghana Tanzania Kenya

Significant numbers of adolescent women

report unwanted and mistimed pregnancies
12-31

Source: Population Reports, 1995.

Optional Slide

Unwanted or mistimed pregnancies are often complicated because of
incomplete physical development of the mother. They can mean a loss
of economic opportunities as a direct result of a loss of educational
opportunity for the mother.

Unwanted or mistimed pregnancies can also lead to unsafe abortion.
The complications of unsafe abortion contribute to a high rate of
morbidity and mortality in many developing countries.

Source: Population Reports: Meeting the Needs of Young Adults, 1995
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Maternal and perinatal mortality

35
301 29.6
25+ Perinatal
deaths/ i
20
1000 births_ 18.4
107 38 Maternal 4.3
=) ”1
0 T .
12 - 19 20 - 30 31+

Age of mother
Adolescents and their infants face higher rates
of morbidity and mortality

Source: Population Reports, 1995. 1232

Optional Slide

This retrospective study reviewed nearly 11,000 pregnancy outcomes
over a 5-year period in West Bengal, India.

The data showed a higher rate of maternal and infant morbidity and
mortality for younger mothers. Morbidity and mortality decreased as
maternal age increased.

[Perinatal is the period before and after birth. Definitions vary from 20-
28 weeks of pregnancy to 1-4 weeks after birth.]

Source: Population Reports: Meeting the Needs of Young Adults, 1995
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Decrease early, unwanted childbearing
Improve short- and long-term health

Increase educational levels and economic
development

Create stronger families (through better

who will become mothers and fathers)

Optional Slide

Meeting the needs of adolescents, especially in the area of reproductive

health, should be a part of regular business at each level of the
development community. Adolescents and youth are a growing,
demographically pivotal group.

Source: Take Back Young Lives, The Population Council, 1996

e I —
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Why Invest in Adolescents?

relationships/partnerships between the girls and boys

Reduce risk of HIV/AIDS and STD infection

12-33
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Effective Adolescent RH Programs

Must be appropriate for the adolescent’s stage of
development

Openly address adolescent sexuality and issues
(e.g., emotional, physical and mental changes, peer
pressure, sexual role, orientation, capability and
coercion)

Focus on behavior change
(e.g., delaying sexual activity, limiting the number of
partners, using condoms for disease prevention)

Involve both males and females

Involve youth in design and implementation
12-34

Optional Slide

Research shows that it is possible to create interventions that increase knowledge and
change attitudes. Programs should take into account adolescents’ characteristics
(demographics, where they go for information, how they make decisions) and utilize what we
know about behavior adoption. Programs should provide not only for learning but also for
practicing of skKills.

Adolescents are often more interested in understanding emotional, physical and mental
changes than in receiving factual information related to sexual activity.

Programs that promote adolescent reproductive health must:
1) Be appropriate for the adolescent’s stage of development,

2) Openly address sexuality--sexuality is often an uncomfortable topic to discuss, but the
more those working with youth can understand and be comfortable with their own sexuality,
the better they can discuss the topic,*

3) Focus on changing behavior, if necessary, providing them with the skills to do so, and
supporting them in the process,

4) Involve both males and females--both males and females should be involved in programs
targeting reproductive health. Both young men and young women need information, skills
and support. Men are often left out of efforts to address adolescent reproductive health.
There is also a need to break down harmful gender stereotypes of sexual behavior.

5) Programs should also involve youth in the design and implementation.

* Source: Reproductive Health of Young Adults, FHI.
12-34
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Optional Slide/Activity

[Ask the participants]: Where do adolescents learn about sexuality and sex?

In meeting the needs of adolescents, it is also important to understand where they
turn for information, modeling and guidance. . .[next slide]
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Parents and other family

members? _
Peers and friends?

School programs?

Health care Mass media?

providers?
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Optional Slide

Parents and other family members: In many societies few parents talk to their
children about sex, although policymakers, program managers, parents and children
agree that parents are the preferred providers of sex education; it is also important
to remember that adolescents receive information/values from other family members
including siblings, grandparents, uncles/aunts, etc.

School programs: The quality, extent, and content of courses vary widely in schools
around the world--most school programs only teach the biology of sex

Mass media: Often one of most common and most important sources of information
for young people about sex; however, many images portrayed in the media are
unrealistic and reinforce harmful gender stereotypes.

Peers and friends: Most young adults get information about sex from their friends.
Sometimes the information is misleading or incorrect; however, the accuracy and
reliability of information shared by peers can be improved.

Although healthcare providers seldom are a primary source of information, they
should be able to give information and answer questions in a supportive way.
Accordingly, they need special training.

Each of these resources has the potential to provide information, skills, and/or
support to the adolescents.

* Source: Population Information Program, The Johns Hopkins School of Public
Health, Population Reports: Meeting the Needs of Young Adults, 1995.
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clinics Peer
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Optional Slide

School-based programs programs are often referred to as Family Life
Education. Successful school-based programs center around sexuality
education. These should include honest, open discussions of sexuality
with its emotional, mental and physical aspects.

School-based clinics and peer education programs also present
opportunities to positively influence behavior. School-based clinics are
not common in developing countries, however. Peer education
programs are often part of RH programs. Peer educators are most
often the same age or slightly older than the group with whom they are
working; they work with a teacher, run activities on their own or organize
and lead their own programs. Peer educators not only work in the
classroom but also in more informal settings.*

Source: Reproductive Health Programs for Young Adults: School-based
Programs, Focus on Young Adults, 1997
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1. Program efforts to make existing services
more youth friendly:

a) Prenatal, postpartum and postabortion
services

b) FP, prevention of STIs and HIV/AIDS,
and health promotion in clinical settings

2. Clinics designed specifically for adolescents
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Optional Slide

The two most common approaches are 1) modifying/adapting existing
services for adolescents and 2) creating youth-only clinics

In the first approach, existing services aimed at older clients are
adapted to the special needs of adolescents. Adaptations center around
staff training. Services provided under this approach have been better
evaluated because they have been in existence longer than those
services geared at prevention.

Prevention and health promotion services for adolescents are newer
and less well evaluated. Because the target group for these services
—young people before they become sexually active and risk pregnancy
and STIs—does not generally perceive a need for services, it is much
more of a challenge to attract them to the services than young people
already facing pregnancy. Emphasis goes beyond staff training to
program design, changes in clinic policy, and alterations to institutional
setting.

Efforts have been made in some countries to build adolescent-only
clinics.

Source: Making Reproductive Health Services Youth Friendly, Focus
on Young Adults project, Pathfinder International, 1999.
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