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Preventing HIV Infection in Young People 

1 Content of the module

This module introduces participants to core issues and programme strategies in preventing HIV infections among young people.  The module addresses: 

· The global HIV/AIDS situation among young people;

· The rationale for preventing HIV infections among young people as a means of contributing to overall efforts to halt the epidemic;

· Factors that make young people, and particularly adolescent girls, vulnerable to HIV infection; 

· Behavioural and reproductive health outcomes that prevent the spread of HIV and promote healthy development and safer sexual practices;

· Elements of effective strategies and programmes for the prevention of HIV infections among young people;

· Key challenges and opportunities for reaching out to, and engaging young people in HIV/AIDS prevention programmes, with particular attention to young people in particularly vulnerable situations.

2 Scope of the Issue

Young people are at the center of the global HIV/AIDS pandemic.  They also represent a “window of hope.” The behaviours they adopt now and those they maintain throughout their lives, will determine the course of the epidemic for decades to come. Increasing, young people are now being appreciated as a resource for addressing the epidemic. They are seen to be responsive to HIV prevention programmes and are effective promoters of HIV/AIDS prevention actions. 

In 1989, the World Health Organisation (WHO), the United Nations Children Fund (UNICEF) and UNFPA issued a joint statement entitled “The Reproductive Health of Adolescents – A Strategy for Action” which provided the following definitions:

	Adolescents:
	10 - 19 years old

	   Early adolescence:
	10 - 14 years old

	   Late adolescence:
	15 - 19 years old

	Youth:
	15 - 24 years old

	Young People:
	10 - 24 years old


These definitions have been widely accepted and used. In defining an overall strategic direction for preventing HIV infections among young people, UNFPA is addressing the age group of young people between 10 years and 24 years.  

While these definitions are useful from the context of defining the youth population than needs to be addressed, UNFPA does recognise that placing young people simply in an age category does not begin to capture the complexity of the changes – physical, physiological and emotional – that takes place during this period of life, nor the diversities that exist between one individual and the other, or the contextual issues and settings that influence their development. 

Recognising the heterogeneity of this group, with their diverse vulnerabilities, needs, realities and preferences guides the realisation that no single strategy can have the desired impact on every young person and that comprehensive and multi-dimensional HIV programmes are the most effective. 

In addition, UNFPA recognises that HIV prevention actions for young people will also need to include population groups outside of this age band in as much as they have direct and/or indirect bearing on the lives of young people – for example parents, teachers, older sexual partners, and other significant gate keepers. 

Furthermore, depending on the situational context, there will be need to further focus on particular sub-populations within the broader age category of young people (example: younger adolescents) and particularly those in particularly vulnerable situations.

3 Key Points

· Young people must be at the center of HIV/AIDS prevention programmes especially in hard-hit countries

· HIV/AIDS prevention programmes for adolescents and youth have been proven most effective when they secure the full involvement and participation of adolescents in identifying their reproductive and sexual health needs and in designing programmes that respond to those needs.

· A strategic framework focused on young people recognises that young people are not a homogenous group and therefore no single approach can succeed alone 

· Educating young people about HIV/AIDS and teaching them skills in negotiation, conflict resolution, critical thinking, decision-making and communication, improves their self-confidence and ability to make informed choices, such as postponing sex until they mature enough to protect themselves from HIV, other STIs and unwanted pregnancies

· Enabling and supportive policies and strong national leadership able to confront the sensitivities related to young people are necessary preconditions for success of HIV prevention programmes for young people

· A variety of mass media communication can reach young people effectively

· A broad alliance of organisations in public health, education, development and public policy working together with the private sector and NGOS should be forged

4 Why Focus on Preventing HIV Infections among Young People?
4.1
Magnitude of the situation

The answer lies in the numbers. Of the 40 million people living with HIV/AIDS worldwide as at the end of 2001, one third are aged between 15 and 24 years and roughly half were infected during their youth. More than half of all new HIV infections worldwide occur among youth aged 15 to 24 years. An estimated 11.8 million young people aged 15 to 24 years are living with HIV/AIDS.  Each day, nearly 6,000 young people become infected. 

In Botswana, South Africa and Zimbabwe, it is estimated that more than 60 percent of boys aged 15 years today will become infected with HIV during their lifetime.

In addition, many youth are affected by the epidemic – they frequently carry the burden of caring for HIV positive family members and heading households when orphaned by AIDS.
Considering that this age group constitutes more than 30 percent of all people in the developing world, by virtue of the sheer size of this population group – over 1.2 billion (between the age 15 and 24 years) - if HIV prevention actions do not successfully address young people, now, many developing countries will have to face the impact of staggering human and economic losses, which will reverse any significant development gains made over the past decades. This makes it imperative that young people be at the center of prevention actions, both in focus and in involvement, to ultimately halt the pandemic.

As many behavioural lifestyles are formed during the early adolescent years, and as acquisition of HIV in young people is predominantly through the sexual route, this period of developmental transition from being a child to becoming an adult, provides the opportune time to positively influence behaviours, choices and lifestyles that will hopefully last through out their life time and that will effectively prevent them from acquiring HIV and other STIs.

4.2 
Frameworks for action

The importance of preventing HIV infections among young people has been a consistent message in all HIV/AIDS related commitments to date.

The Programme of Action (POA) adopted at the International Conference on Population and Development (ICPD) in 1994, recognized the urgent needs of adolescents and called on countries to respond to the following objective:

Paragraph 7.44:
….to address adolescent sexual and reproductive health issues, including unwanted pregnancy, unsafe abortion and sexually transmitted diseases (STDs) including HIV/AIDS, through the promotion of responsible and healthy reproductive and sexual behaviour, including voluntary abstinence, and the provision of appropriate services and counselling specifically suited to the age group

At the 21st Special Session of the United Nations General Assembly in July 1999, Governments reaffirmed their commitment to, with the full involvement of young people and with the support of the international community, implement the POA in regard to adolescent sexual and reproductive health and to the prevention and treatment of STDs including HIV/AIDS (ICPD+5). At the session the need to develop at national and other levels, action plans for adolescents and youth that includes support mechanisms for the education and counselling of adolescents in the areas of gender relations and equality, violence against adolescents, responsible sexual behaviours, responsible family planning practices, family life, reproductive health, STDs, HIV infection and AIDS prevention was called for. The ICPD+5 key actions also recommended that special attention be devoted to vulnerable and disadvantaged youth (paragraph 73-c). Furthermore, the key action document calls on Governments to immediately develop, in full partnership with youth, parents, families, educators and health-care provides, youth-specific HIV education and treatment projects, with special emphasis on developing peer-education programmes.

The session further called on Governments, with the assistance from the Joint UN Programme on HIV/AIDS (UNAIDS) and donors, to:

Paragraph 70: …by 2005, ensure that at least 90 percent, and by 2010 at least 95 percent, of young men and women aged 15 to 24 have access to the information, education and services necessary to develop the life skills required to reduce their vulnerability to HIV infection. Services should include access to preventive methods such as female and male condoms, voluntary testing, counselling and follow-up.

At the recent United Nations General Assembly Special Session on HIV/AIDS (UNGASS) in June 2001, Heads of States and Governments committed themselves to meeting a number of key goals to combat HIV/AIDS and reiterated the ICPD+5 commitment to the goal of ensuring that by 2010 prevalence rates in the age group 15 to 24 years is reduced globally by 25 percent and by 2005 by the same 25 percent in the most affected countries. This global goal on young people now serves for Governments and the international community as a yardstick by which progress in the fight against HIV/AIDS will be measured. 

4.3
Young people are reversing the trends

The global agendas that have been set at ICPD, ICPD+5 and through the UNGASS Declaration of Commitment are based on evidence and experience that prevention does work with young people.

Countries and HIV/AIDS national programmes that have invested significantly and worked seriously with young people to reduce risk in sexual behaviours have been successful in lowering national rates of HIV infection in the general population, and rates among young people, specifically. Country examples include Uganda, Thailand, Brazil, Senegal and Zambia.

In Thailand, for example, the government carried out a national campaign of promoting 100 percent condom use in brothels in addition to extensive efforts to change male attitudes towards women. Between 1991 and 1995, young men reduced their visits to sex workers by almost half and increased their condom use from 60 percent to 95 percent. The net result was a drop in young people infected with HIV from 8 percent in 1992 to less than 3 percent by 1997.

In parts of Uganda, HIV prevalence among pregnant adolescents aged 15 to 19 years fell from 22 percent in 1990 to 7 percent in 2000. The fall has been attributed to three complementary behaviours - delayed first sexual encounter, fewer sexual partners and increased condom use. Uganda has implemented extensive IEC and behaviour change intervention programmes for young people as part of its broader national HIV/AIDS control programme. In Soroti, Uganda for example – an AMREF study showed the drop in the percentage of primary school students (13 to 16 years) that reported having been sexually active from just fewer than 60 percent for adolescent boys and 20 percent for adolescent girls in 1994, to about 4 percent and 2 percent in adolescent boys and girls respectively, in 2001.

In Brazil, widespread information campaigns and prevention services have yielded positive results: In 1999 half the young men having sex for the first time reported having used a condom, compared to fewer than 5 percent in 1986. Brazilian students participating in school-based AIDS education programmes reported having fewer sex partners than students in schools without the AIDS programme.

In Lusaka, Zambia, HIV prevalence among 15 to 19 year old women dropped from 28 percent in 1993 to 15 percent in 1998, and similar declines occurred in some rural areas as well. Zambia was one of the pioneer countries to introduce integrated youth friendly health services within its public health services.

4.4
UNFPA’s mandate and comparative advantage

The position of UNFPA on HIV prevention and young people within the context of youth and adolescent sexual and reproductive health (ASRH) is unequivocal.  The Executive Board decision 2001/9 on UNFPA strategic directions on HIV/AIDS requested UNFPA to intensify its efforts and to take a more visible leadership role in the prevention of HIV infection among young people. Guided by the POA, the recommendation of the ICPD+5, and more recently UNGASS, UNFPA is committed to:

· Expand (upscale) access of young people to HIV prevention interventions within the scope of sexual and reproductive health information, counseling and services;

· While acknowledging the role of parents and families, recognize the rights of adolescents to informed choice, respect and dignity;

· Involving all young people irrespective of their HIV status in HIV prevention programmes and other related programmes that affect their lives and their future.

UNFPA strongly supports the concept that when young people are equipped with accurate information and relevant education, and have access to counseling and other services that are non-judgmental, comprehensive and affordable, they are better able to protect themselves from HIV/AIDS and other STIs. In addition they are able to avoid unwanted pregnancies and care for their sexual and reproductive health and take advantage of educational and other opportunities that will affect their lifelong well being. 

UNFPA has a comparative advantage in this area based on years of experience working with governments, other UN agencies particularly UNICEF, WHO and UNESCO, donors, non-governmental organizations and other partners in providing quality sexual and reproductive health services, advocating for young people, integrating population and family life education programmes for both in and out of school young people.  Through its technical advisory programme (TAP), UNFPA has provided technical assistance in this area to some 140 countries over the last two years.
Based on the positive programme experiences; governed by commitment to reaching the internationally agreed global prevention goals on HIV/AIDS; within the framework of our mandate in sexual and reproductive health; and building on its experience and work with adolescents and youth; UNFPA has identified the prevention of HIV infection among young people as one of its core areas of strategic focus in its overall institutional response to the pandemic. 

5 Why Young People are Vulnerable to HIV infection?

5.1
Young people engage in early and risky sex

Sexual activity begins in adolescence for the majority of people. A sizeable numbers of young people are sexually active by their mid-teens and the trends are getting younger. In many countries a significant proportion of unmarried adolescent girls and boys start sexual activity before the age of 15 years and in other countries many are already married by then.

· In a study in Romania, 70 percent of adolescent boys aged 15 to 19 years reported having had premarital sex. Only 39 percent had used a condom the first time they had sex. For adolescent girls 41 percent reported premarital sex and only 26 percent had used a condom the first time they had sex.

Many times unprotected sexual acts in young people are a consequence of not only lack of information about how to protect one self but also due to lack the skills to negotiate abstinence or condom use, and also at times as a result of coercion and sexual abuse.

5.2
Young people lack information 

The vast majority of young people still remain uniformed about their own bodies and misinformed about sex, sexuality, reproduction and STIs. New studies are showing that they are still many young people who do not have the correct and sufficient knowledge about what is needed to protect themselves from HIV/AIDS. Young women in many countries are far less knowledgeable about HIV/AIDS than are young men.

· In Somali, for example, only 26 percent of adolescent girls have heard of AIDS and only 1 percent knew how to avoid infection  

· In Ukraine, although 99 percent of adolescent girls had heard of AIDS, only 9 percent could correctly identify the three primary ways of avoiding sexual transmission

· Surveys from 40 countries indicate that more than 50 percent of young people aged 15 to 24 years harbor serious misconceptions about how HIV/AIDS is transmitted

5.3
Young people perceive their individual risk to be low

Even where knowledge on HIV/AIDS is relatively high, “knowing” does not translate to “action.” Frequently one sees a disconnect between information, knowledge, risk perception and behaviour.

· In Nigeria, 95 percent of adolescent girls aged 15 to 19 perceived their risk of getting AIDS to be minimal. 

· In Haiti the figures for all adolescents where as high as 93 percent.

· In Zambia and Zimbabwe, 50 percent of sexually active adolescent girls do not consider themselves at risk.

5.4 
Young people get STIs

STIs greatly facilitate HIV transmission between sexual partners. Young people, and particularly adolescent girls, because of their immature reproductive and immune systems, are more vulnerable to STIs. Over 100 million new STIs, excluding HIV, occur each year among young people under 25 years of age. 

5.5
Young people are vulnerable due to gender roles

Traditional gender roles often trap young people in high-risk sexual behaviours. In societies where females are conditioned and assigned roles to be submissive to men, young women find it difficult to refuse sex whether, protected or unprotected. Young men, for their part, are often expected to prove their virility by engaging in unprotected sex with multiple sex partners as part of being seen to be “macho”. These societal expectations of behaviours and roles lead to varying prospects of risk and vulnerability for the adolescent girl and boy. 

Typically, the adolescent girl is at higher risk of getting infected especially in regions like sub-Saharan Africa where the prevalence of HIV is particularly high.  More that two thirds of newly infected 15-19 year olds in this region are female. 

· In 5 countries – Malawi, Tanzania, Ethiopia, Zambia and Zimbabwe, for every 15-19 year old male infected, there are 5 to 6 females infected in the same age group.

Early marriage, sexual abuse and coercision, and the belief that sex with a virgin can cure AIDS, greatly increases the risk of infection among adolescent girls and young women.
· Findings from 2 studies, one in Kisumu, Kenya, and Ndola, Zambia, shows that HIV infection rates were about 10 percentage points higher for married girls than for unmarried sexually active girls aged 15 to 19 years.
Adolescent girls are often abused and coerced into sex by older adults who have more than one partner. Married adolescents and young girls are less able to refuse sex and/or insist on adequate protection with their usually older sexual partners many times purely due to socio-cultural factors that dictate women to be more passive and submissive in issues to do with sexuality.

5.6
Sexual coercion and sexual violence is common among young people

· In Botswana, a 1998 study found that over two fifth of all rape cases reaching courts involved children under the age of 16 years, 58 per cent were between the ages of 11 and 20 years
· Surveys from nine Caribbean countries found that 48 percent of adolescent females who had had intercourse reported that their first sexual act had been forced.
· In KwaZulu Natal, South Africa, 10 percent of adolescent girls reported their first sexual experience as forced or rape. 
· Research among urban black youth in South Africa revealed that almost one third had experienced “forced sex” and more disturbing is that other studies report that adolescent females say and accept coercive and violent sexual intercourse as a routine part of relationships.
5.7 
Young people are poor and marginalized

Transforming and deteriorating economic conditions place young people at increased risk of exploitation, abusive and unsafe sexual encounters. Poverty for adolescents can kill dreams and instil frustration and anger. The economic status of young women makes them more susceptible to transactional sex in exchange for money, food, transportation and clothing in order to continue education, support families or simply to survive.

Worldwide an estimated 170 million children work and live on the streets of urban areas. Poverty, civil strife, dislocation, and lack of support all create the marginalized status of youth. It is estimated that about 1 million children are abducted or coerced into the sex trade each year. Clients often target younger adolescents because they believe that they do not carry HIV. Adolescents who are sexually exploited also have virtually no negotiation power to ask for safe sex from their exploiter. 

As many as 70 percent of adolescent sex workers in Abidjan, Cote d’Ivorie are HIV positive and 48 percent in Pune, India.  

In Cambodia, where majority of sex workers are young, over a quarter of sex workers aged 15 to 19 are infected with HIV.

5.8
Young people lack access to HIV preventive services

The barriers young people face in accessing health services including HIV preventive services range from young people’s perception of the services to operational factors such as inconvenient opening hours, cost or location of services. However, the most common reason for poor access reported by young people is the judgmental attitude and hostility of many health service providers to their youth clients.

5.9
Limited communication between Parents and Young people

Despite global calls for action, adults and particularly parents are still uncomfortable with young people’s sexuality. Many parents mistakenly believe that information and education about sexuality and reproduction encourages sexual activity. When this is not the case, frequently parents argue that the issues are too controversial and sensitive and culture does not allow them to discuss these issues with their adolescents.

5.10
Abuse of Potentially Harmful Substances

Tobacco, alcohol and other drugs are now more readily available to adolescents.  The use and abuse of substances, particularly drugs and alcohol significantly increases the chances of partaking in risky sexual behaviour.

6 Behavioural Outcomes for HIV Prevention

6.1
Key Behavioural Outcomes

Young people are faced with important decisions about sexual relationships that affect their health and future. Key behavioural outcomes for HIV prevention programmes for young people include:

· Delay of age of first sexual initiation

· Abstinence or a return to abstinence as a viable alternative

· Prevent unprotected sexual intercourse through condom use

· Reduce the number of sexual partners

· Prevent and treat curable STIs
· Prevent unwanted and coerced sex

· Encourage young people to know their HIV status

· Promote gender sensitivity, respect and positive attitudes

· Reduce use of alcohol or drugs and identify their correlation to unsafe sex
· Discourage early marriage
6.2
Multiple factors influence the decision to have sex early, or to engage in unprotected sex

· Socio-demographic characteristics such as age, gender, marital status, urban/rural residence, education, school enrolment status;

· Economic conditions such as poverty and unemployment;

· Social relationships, including connection to parents; peer attitudes and norms, partner communication and trust, social consciousness, spirituality and culture;

· Political and institutional norms and policies, including access to condoms and STI treatment, support for education, legal protection from violence and coercion and early marriage, community support and control, and opportunities for employment.
6.3
Protective Factors

There is evidence to back that for young peoples as for adults, the four main protective factors for HIV prevention are: abstinence; condom use; reduced number of sexual partners and frequency of sexual intercourse; and absence of an STI. However, other protective factors indirectly prevent HIV infections and are being studied further. These include:

· Knowing ones HIV status

· Knowledge about HIV/AIDS

· Access to health care

· Being educated 

· Having economic stability

· Being part of a well- run community youth group

· Having positive relationships with parents, teachers and other adults in the community

· Feeling valued

· Positive school environment

· Exposure to positive values, roles and expectations

· Having spiritual beliefs

· Having a strong sense of hope for the future
7 Strategies and Approaches: Building on what works

Multi-sector and multi-option strategies more effectively address the many needs of and influences on youth, than any single approach.  This section presents a number of strategic actions UNFPA has identified for effective programming in the area of HIV prevention among young people. Recognising, however, that it may not be feasible to include all strategies at the outset of any programme due to a range of reasons including resource constraints, political sensitivities, limited resource capacities or varying country contexts, programme planners would need to consider prioritising which strategies are most important within their country context and may want to consider an incremental approach to programming in this area.

Broad actions for the prevention of HIV infections among young people can be summarised into three:

1. Creating a supportive and enabling environment for programming for HIV prevention 

· Effective strategies include advocacy, partnerships, changing social norms, mobilising parents and communities, and developing/ensuring enabling policies and regulations

· Improving intergenerational communication between teachers, parents and young people
2. Developing knowledge, skills, attitudes and healthy behaviours among young people both in and out of school
· Effective strategies include providing clear, specific information about sexual behaviours, support (counselling), life and livelihood skills building and interactive communication techniques.

· Improving the coverage of school programmes that include HIV/AIDS and related issues

3. Expanding access to youth friendly sexual and reproductive health programmes and services

· Services that include access to low-cost or free condoms - male and female, HIV voluntary counselling and testing, and diagnosis and treatment of STIs

· Improving HIV prevention outreach services to particularly vulnerable groups such as injecting drug users, young people on the streets, young sex workers, and young people in conflict and emergency situations, amongst others

These three broad actions work in complimentary and reinforcing manner, each providing a means or foundation for the other to be more effective.

7.1
Creating a Supportive and Enabling Environment

7.1.1
Ensure progressive policies exist

National policies and programmes need to provide a supportive and enabling environment in which programming for HIV prevention can operate and be sustained. A first step would be to sensitise policy makers, communities and significant gate keepers on issues related to sexual health, HIV/AIDS and young people; ensure there is a good understanding of the pivotal role young people play in turning the epidemic especially from a public health and rights perspective; and the importance from a human security perspective of investing in this group.  

In many countries policies related to young people do exist. In some cases these are restrictive or regulative and in others ambiguous on important issues such as access to sexuality education and reproductive health services. Conducting a systematic policy analysis of what exists, what they contain, and how they have been implemented would help in advocacy efforts for an improved policy and programme environment for HIV prevention among young people. The main aim is to ensure that policies and programmes are not limiting in allowing young people to access appropriate reproductive health information, education and services. 

7.1.2
Mobilise adequate and sustained resources

Funding for programmes that address young peoples’ needs are usually inadequate. While in many countries there is recognition and acknowledgement of the role young people play in the epidemic, rarely do governments budget or provide sufficient funds for effective actions including sustaining on-going programmes and significantly up scaling models proven to be effective. Governments and role players would need added support in the area of resource mobilisation around this issue. This may include developing various technical and advocacy tools, guides for proposal writing and mechanisms to improve resource mobilisation efforts.

7.1.3
Involve and mobilise Parents, Teachers, Community and Religious leaders

The provision of sexual and reproductive health information, education and services for young people is still viewed with scepticism, concern and fear. Adult and religious opposition is still strong in many countries. Yet youth are strongly influenced by the many adults and institutions that surround them and these same adult gatekeepers can play a significant role in guiding and supporting young people to make safe and correct choices about their health and well-being, thereby reducing their vulnerability and risk of acquiring HIV. Creating and promoting opportunities for dialogue and partnerships between young people, parents, community and religious leaders, and policy makers contributes to and builds the sort of enabling, socio-culturally supportive environment required for effective and sustained HIV prevention programmes. Such opportunities allow for open and frank discussions of young people’s concerns and needs, understanding and addressing the controversies, assumptions and discomforts of adult opposition, and facilitating the development of actions that are rooted in positive social norms and are imbibed by all.

7.1.4
Establish multiple partnerships

More recently, there has been an increase in the number of organisations and donors that are actively supporting and implementing HIV prevention programmes for young people. At global level, among the UNAIDS cosponsor organisations, UNFPA is recognised as the convening agency on HIV prevention and young people. Collaboration is strongest with the UNAIDS Secretariat, WHO, UNICEF and UNESCO and in certain regions with UNDCP. Outside of the UN system UNFPA also has strong partnerships with international NGOs like the Population Council, FHI, Pathfinder, PATH, IPPF, YMCA and YWCA and Margaret Sanger Centre International. 

Considering the enormity of the problem, and the fact that HIV prevention needs to be addressed within the broader context of young peoples’ social and developmental needs, it is most important that organisations respond in a collaborative and coordinated manner.  Young people may not be particularly interested in issues of HIV/AIDS but would rather invest their time in such areas as religion, school, job training, sports and media.  Programmes need to take advantage of these sectors and integrate HIV prevention messages and activities into these services. This does mean going beyond the traditional health and education sector for partnerships. Finance, sports, employment, communication and private sector involvement around this issue should be actively explored in country. Furthermore, youth led organisations and youth networks are critical to any partnership aimed at addressing young people.  Such broad based and multi-sector partnerships and coalition building ensures stronger advocacy actions and allows for expansion and better coverage of the issue.  

While prevention is the main focus of UNFPA’s response, prevention is seen within the context of a continuum of prevention, care and support. In this respect it is important that UNFPA collaborates with other partners to ensure effective linkages and referral exist for other services that address the range of needs of HIV positive young people and orphans including those that relate to stigma and discrimination, treatment and social/community care and support.

7.2
Develop knowledge, skills, attitudes and healthy behaviours

Young people cannot protect themselves if they do not know the facts about HIV/AIDS. Ideally they should learn the facts before they become sexually active and engage in risky behaviours. Good quality sexuality and HIV education either through schools or out reach programmes have been shown to empower young people to adopt health lifestyles and habits and foster analytical thinking. 

7.2.1
HIV/AIDS education through schools

HIV prevention programmes for young people in school should be an essential component of any national HIV prevention effort. Integrating HIV/AIDS into ongoing Population and Family Life Education (POP/FLE) curricular and teachings is important to ensure young people’s long-term preparedness providing a foundation for responsible choices and actions about reproductive health and their lives.

Several important lessons have been learned about how to effectively implement HIV education programmes in schools. These include the following:

Integrating and implementing HIV/AIDS prevention education within the school curricula in a sustained manner and ideally started as early as before puberty and sexual activity (primary school curricula) and continuing throughout the young person’s school years

Preventive HIV/AIDS education should be comprehensive (covering a wide range of topics) providing an age-appropriate balance of life skills development, reproductive and sexual health information and discussion of attitudes and values

The curricula should present options for safe sexual behaviour and empower young people to make responsible decisions about their behaviour that best fits with their lifestyles – whether abstinence (delay of sexual initiation or reclaiming virginity), condoms, or monogamy for older young people in more stable relationships

Clarity and consistency of messages – successful HIV/AIDS school-based curricula should provide and reinforce clear messages about the risks of unprotected teenage sexual activity, and how to either avoid sexual activity or guard against pregnancy and STI

Messages need to take account of traditional beliefs and value systems, as well as the popular myths that circulate among young people and their wide communities and include activities that address peer pressure and other social pressures and norms that encourage risky behaviours

The curricular should go beyond just providing information and education to helping young people acquire the communication and negotiation skills needed to refuse sex and to negotiate with sex partners, safe sex options. This may require using a variety of teaching methods designed to involve the young learners that may best be implemented through school-based extra-curricula activities

To ensure effective HIV/AIDS prevention education programmes exist for in-school adolescents and youth, policies and programmes need to be in place that strengthen the capacity of relevant segments within the education sector to design and implement these programmes. This includes the sensitisation of school authorities including principals and parent teachers associations and the pre and in service training of teachers, guidance counsellors and educators on HIV/AIDS and life skills. 

Furthermore, efforts should be made to strengthen school health services and/or improve the referral linkages between schools, health and social services so as to respond to needs of students for specific HIV preventive services like STI treatment, access to condoms and VCT services.

7.2.2
HIV/AIDS education for out-of-school youth

More than 120 million children of primary school age are not in school; 53 percent of them are girls, and the gender gap widens further in secondary school. Those most likely to be out of school are young people in rural, poor or isolated areas, young people on the street, married adolescents, working and exploited youth including domestic workers, those affected by armed conflict, refugee youth and those in emergency situations, and those with disabilities.

All sectors of society including young people themselves should be mobilised to reach young people out-of-school.  Programmes that enable young people to develop a range of skills – including functional literacy, technical, livelihood and entrepreneurial skills, practical and managerial skills – can also provide HIV prevention and reproductive health education for the most excluded and hard to reach adolescents and youth.

Many times the immediate conditions of daily life that young people in particularly vulnerable settings are so adverse that they outweigh concerns about their risk of acquiring HIV.  Still others by virtue of the type of situation they are in are unable to protect themselves against infection (sexual exploitation and abuse). 

HIV prevention interventions in such situations need to be placed within a context of other actions that try to address the root causes that put them at risk. The programmes need to find these youth where they spend most of their time and on their terms. The use of peer education strategies is regarded as a key strategy for reaching such young people.

Peer education:

Most young people find trained peer educators credible because they communicate well and on the same wavelength with other youth and set believable examples of behaviour. Peers are also able to help other young people acquire such skills as sexual negotiation and assertiveness.

For peer education programmes to be effective, training of peer educators is essential – including follow-up sessions that reinforce knowledge and skills. 

Peer education programmes have been found to reduce the incidence of STIs, change risky behaviour, and improve health, including among the peer educators themselves. Many times peer education interventions rely on volunteers and as such high turnover among peer educators require that recruitment and training is continuous and sustained. Also peer programmes need professionals to provide guidance and support.

7.2.3
Increase knowledge through the mass media

Mass media is a powerful weapon against HIV/AIDS. Multi-level and multi-media communication efforts can; disseminate information among young people, encourage positive and healthy lifestyles, good social norms, and tackle difficult and sensitive issues. Many adolescents received their “first” information about sexual and reproductive health from mass media (television, hotlines, videos, short films and movies, magazines, books, leaflets, posters, billboards).  Lately, increased exposure to computer technology, internet and e-mail has provided additional resources for learning about sexuality, pregnancy, HIV/AIDS, contraception and so on.  On television, MTV is gaining ground as a powerful entertainment and education medium for adolescents, and some of the shows have incorporated “responsible sexuality messages”.  Popular media can also counter common misconceptions. 

In order to be effective, media needs to include young people at all stages to ensure that what is said will be understood, disseminated in an effective format and accessible to young people. This implies the need to develop capacity of young people to significantly participate in mass communication activities, reorient and sensitise media practitioners about HIV/AIDS and adolescent and youth issues, and get the involvement of media editors, writers and publishers to positively support adolescent sexual and reproductive health and develop messages that are motivational and entertaining for young people. 

The development, production and dissemination of messages should be mindful of the heterogeneity of young people; sensitive to age, culture and gender factors; and as much as possible should be based on audience segmentation and audience research.

In many developing countries where access to these more modern media channels are still limited, other popular forms of public communication channels such as community and street theatre, the radio, songs, dances, poetry and informal local events, present viable and innovative strategies for informing and educating young people about HIV prevention. 

Positive role models including celebrities and peers are extremely useful in developing self-esteem. They can inspire, encourage and motivate young people to see the future with more confidence, to develop their own aspirations to the same heights as their role models, and to make the right decisions and choices in relation to sexual activity and lifestyle.

7.3
Expanding access to youth-friendly sexual and reproductive health services

The value of creating HIV/AIDS awareness and preventive education risks being lost if young people especially those already sexually active do not have access to further information and counselling, and reproductive health services. Young people need access to user-friendly services to prevent HIV and other STIs. Specifically for the prevention of HIV infections such services should include:

· access to affordable male and female condoms including the information and the skills to correctly and consistently use them;

· access to voluntary and confidential counselling and testing for HIV and appropriate referrals and support systems;

· access to the early diagnosis and treatment of STIs and referral to treatment and care options for HIV positive adolescents and youth.

In many high prevalence countries, such services are scarce and even if they exist, young people do not know about them. Current best practice in youth friendly health services shows they should be affordable including offering low cost or free condoms in an atmosphere that guarantees privacy and confidentiality. In many settings, flexible opening hours for young people who work or school will make a big difference to the number of young people who use them. 

The choice of the most appropriate setting to deliver youth friendly services should be context specific and could include among others, health clinics/youth corners, schools and school based clinics, community centres, multi-purpose youth centres, outreach/mobile services, and through community based distribution programmes.

In support of this it is essential that health service providers be properly trained to interact with young people and provide them with appropriate, and non-judgemental services and information. The service providers should be trained to enhance their understanding of adolescent development, including all aspects of sexuality and to improve their communication and listening skills. Efforts should be made to take advantage of the existing training programmes and expand the scope of such training.

7.3.1
Condom Use

Increasing condom use among sexually active young people is critical in controlling the spread of HIV. Condoms are the only contraceptive method that offers dual protection – that protects against infection as well as pregnancy.  Many unmarried and married young people who are sexually active do not use condoms. Better access to condoms can increase their use. Condom social marketing – the promotion of healthy reproductive behaviour and sale of condoms at subsidized prices – increases both the demand for condoms and their supply. Social marketing can make condoms better known, more affordable, and widely available through sites that young people are more comfortable with.  Young people are known to prefer private sector sources – especially retail outlets – as their source of condoms rather than health clinics or community centers.

7.3.2
Voluntary Counseling, Testing and Referral

Early testing for HIV offers many benefits, especially for young people, but in many countries many young people still do not have access to VCT services.  There are several reasons for this including the fact that: testing facilities are limited; treatment for HIV positive persons is still lacking and therefore serve as a demotivation for testing; and stigma of HIV infection is still very common.  Further barriers to VCT among young people include lack of information, perception of low risk, lack of confidentiality, cost, transportation problems, and laws that require parental consent.

The evidence as to whether taking an HIV test leads to safer behaviour is still not definite. Many studies however have shown that once individuals are aware of their HIV positive status infected people do change their behaviour to avoid infecting others particularly their partners and for those who test negative, testing provides an impetus to develop a plan for remaining uninfected.

Testing programmes need to develop strong referral networks to help youth regardless of their HIV status. VCT services also provide opportunity to refer young people for other reproductive health care, especially for pregnancy prevention and STI treatment.

8 Critical Challenges

Some groups of young people are at far greater risk for HIV/AIDS. For some, HIV/AIDS is an ever-present threat because their poverty forces them to endure situations that place them at risk. Reaching out to these groups though challenging should be pursued as in some settings they represent a significant group and serve as core transmitters to the general population. 

Married Adolescents

A few studies are providing critical evidence that young girls could be at increased risk for HIV than their peers who are not in marital unions.  This is primarily because in certain communities married adolescent girls are less likely to be informed, skilled and in positions to negotiate safe sex, less likely to have access to counselling and services and are more unlikely than there informed peers to be able to refuse unprotected sex or abstain from sex.

Early marriage is most common in parts of Africa and Asia. In Niger, 76 percent of girls are married by 18 years and in India, 50 percent. In Nepal, 19 percent of girls are married before they are 15 years and 60 per cent by the time they are 18 year.

Marriage on its own offers no protection against HIV for younger women especially if their husband is older. 

Young People who Inject Drugs

Injecting drug use (IDU) is one of the many behavioural addictions that often begin during adolescence. IDU among young people, especially young men, has dramatically increased in recent years. There are more and more ‘occasional’ injectors, and experimatentation is frequent and widespread among young people. Young people who share needles and syringes are particularly at high risk of contracting HIV. In Nepal, HIV prevalence soared among people injecting drugs from 2 percent in 1995 to nearly 50 percent in 1998. Half of the country’s 50,000 people injecting drugs were 16 to 15 years old.  In countries across central Asia, the Russian Federation and central and Eastern Europe, it is estimated that 70 percent of people injecting drugs are less than 25 years. Drug dependency increases the likelihood that young people will turn to crime or prostitution to finance their drug habits and that the virus will spread from those who inject drugs to their sexual partners to the wider population.

The Young Adolescent (10 – 14 years)

Early adolescence, from the ages of 10 to 14 years, is a time when enduring patterns of healthy behaviour can be established, including postponing the onset of sexual activity. Establishing health patterns from the start is easier than changing risky behaviours already entrenched. Many programmes often address the older adolescents and young adults and those who are already sexually active with sexual attitudes and behaviours already well formed. However due to adult opposition and various cultural sensitivities there are challenges to reaching out to this younger groups. 

9 Participatory Learning Activities

9.1
Participatory Activity One:

This participatory exercise is designed to open up practical discussion amongst faith-based groups on sexual and reproductive health and rights, HIV/AIDS prevention, and related gender issues, especially pertaining to adolescents and youth.

Participants are asked to imagine a beautiful lake on a sunny day. Many young people and adults are swimming in the lake; others are at the edge wondering whether to get in, others are walking away. Occasionally, despite all the fun in the water, someone disappears under the surface, particularly in certain parts of the lake, and does not come up again. Why do some young people enter the water in the first place while others stay out? 

The group splits into two, competing for five minutes to note the most points in a brainstorming exercise. One group is to identify as many reasons why young people may decide to stay out of the water. The other group brainstorms the possible reasons they might enter the water. (With brainstorming there is no criticism or censorship of the plausibility of the reasons given. People can be as inventive as they like, citing local myths and misconceptions).

The groups write their points on separate flip charts. The winning group is the one with the most answers. Together, the whole group is asked to look at which points are gender-related, which not.

Then the group divides into the same two groups again, this time for 20-30 minutes to undertake the following. One group is to examine the ways young people can be prevented from entering the water. The other is to examine the ways young people can be encouraged not to enter the water, and to survive if they do enter it. All the responses are written on separate cards (preferably a different color for each group).

The facilitator asks both groups to mount all their cards at either ends of the wall and to read the cards from both groups. Then, in plenary, they are asked to see which cards they can all agree on, and move these to the middle of the wall. Discussion follows on why one group rejects the remaining strategies from the other group. Then the whole group is asked to reach as much consensus as possible on the best way to keep the youth safe, whatever group they started with, moving the relevant cards into the center. Throughout, the facilitator draws attention to gender and how the strategies may impact differently on males and females.

The facilitator likens the lake to sex, and asks the group how many young people will eventually enter the lake during their lives (i.e. have sex). Probe until everyone acknowledges that almost everyone eventually has sex because the great majority marry, or have sex as a single person. The facilitator leads discussion on the implications for young people’s health and welfare – if most are going to end up in the ‘lake’ anyway at some stage of their lives, then strategies must keep them safe before entering the lake and when in it. The risks are potentially there, married or unmarried.

The aim is that this discussion focusing on the lake as well as sex will allow less emotive and more objective discussion of risk behaviour and safer strategies to reduce risks than would a focus specifically on sex alone. Parallels can be drawn, for instance, between condom use and using a life jacket, or between masturbation for sexual release and playing and paddling in the edge instead of going into deep water, etc.

Participants discuss how this exercise could best be utilised or developed to meet their needs with faith-based organisations

9.2
Participatory Activity Two: Preventing HIV Infections among Young People

The following case study is simulated and not based on real information. This participatory exercise is designed as a group exercise to facilitate discussions on possible programme strategies for addressing HIV prevention among different youth sub-populations.

One of the outputs defined in the new UNFPA Country Programme in Sierra Leone is to have increased the political and community level responses to prevent HIV infections among young people within the context of improved sexual and reproductive health of young people.  The government has requested UNFPA to focus on four particular youth sub populations: (a) in-school adolescents between the ages of 10 to 14 years; (b) young married youth between the ages of 15 and 19 years; (c) young migrant men between the ages of 15 and 24 years; and (d) young female sex workers 15 to 19 years.

For the four sub-populations develop appropriate HIV prevention interventions. Work through the following steps in developing your interventions:

1. Define the rationale for UNFPA’s support – i.e. what would be UNFPA’s comparative advantage in addressing these particular groups in the context of its mandate

2. List the issues and potential challenges that these groups pose and that would put them at risk of HIV infection

3. Develop a checklist of the gender issues and dimensions that one would need to consider when programming  

4. Define a set of behavioural outcomes/constructs you would like to address/promote to ensure the prevention of HIV infections among the target groups

5. For each of the behavioural outcomes, propose 1-2 cost effective strategies that could be used to reach the desired behavioural outcome

6. List the potential challenges and constraints one may face in implementing the chosen interventions and similarly the opportunities one may build on in implementing the interventions

Propose how one would monitor the progress towards the desired outcome including defining the indicators one may use to measure progress.

9.3.
 Participatory Activity 3:

The Republic of Vanuatu has an estimated population of 180,500 (1999 Census) spread across more than 83 islands.  The majority of the population lives in settlements of about 300 people.  Vanuatu, like other Pacific nations, has a high annual population growth rate (3.2%: 1999 Census).  There is a known history of rural drift to the two major cities of Port Vila and Luganville, particularly among young adults.  Approximately 50% of the population is aged less than 18 years.

Fertility rates are high at 6.0, contraceptive use rates low at 15% for all methods and the crude birth rate is 40/1000 population.  Sexually transmitted infections are a major public health concern with high rates especially in the two urban towns.  Condom use is low (10% ever used and 6% use at last sexual encounter: national survey, 2001) and continues to be largely predetermined by males.

Almost all (93%) pregnant women receive some formal antenatal care, with an average of four visits per woman.  Teenage pregnancy is high with a 3-year average of 42% of all deliveries recorded in the age group 15 – 24 years.

There is a marked gender division of roles and expectations in Vanuatu.  The practice of arranged marriage and bride price, in which the young woman is bound economically, socially and religiously to her young husband and his family, is still common in Vanuatu.  Marriage is universal and pregnancy outside wedlock is considered both religiously and socially taboo.  As such there are high levels of married adolescents with an age differential between the adolescent girl and boy of on average 5 years.  Males still determine when sexual activity occur both in and outside of marriage, and typically culturally and socially young and older men are not restricted from having casual partners.  There appears to be no recognized established sex industry in Vanuatu.  While there is no government policy on whether young girls who get pregnant should leave school, in many schools once a girl is discovered to be pregnant the family is asked to remove the girl from school.  As such secondary school dropout rates for young girls are high.

The prevalence of HIV infection among antenatal clinic attendance (of which 36% are young girls between 15 and 19 years and 42% between 15 and 24 years) in the 2 urban district hospitals was estimated at 3.3% and 5.2% respectively, in 2001.  In 1999, the rates among the same cohort had been 1.0% and 1.8% respectively.  These rising figures have spurred the government to take some interest and address the situation before the rates increase further. 

While a draft national STI/HIV strategic plan has been developed by the national Ministry of Health, Department of STI and Disease Prevention, this has not been finalized or operationalised in any way.  The aspect of HIV infections among married adolescents and youth had not been considered in any detail in the plan.

Based on the previous support the UN agencies and bilateral donors have provided to Vanuatu and particularly UNFPA in strengthening national capacity for the delivery of quality RH services including safe motherhood and adolescent reproductive health the Minister of Health has requested the UNFPA Representative to arrange for a meeting between key government officials and the major UN partners and donors to assist the government to articulate a specific strategy to address the rising HIV infections among young married pregnant adolescents.
Discuss and agree on a set of actions and interventions you would propose to the government and role-play a possible meeting of the government and the UN agencies and relevant donors around the issue.
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