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Annex 1. Additional information about the Global  
AA-HA! Guidance to support country implementation 
and adolescent development

A1.1.  
The Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030)

�n � �an<ar@  ���¤T s6earheaded b@ the �n-ted �ationsT the �� 
�<sta-nable �e=elo61ent Goals (��Gs) of the ���� A+enda for 
�<sta-nable �e=elo61ent oăc-all@ ca1e -nto forceW �=er the  
ne?t �� @earsT these +oals >-ll +<-de co<ntr-es as the@ 1ob-l-Ae 
eøorts to end all for1s of 6o=ert@T )+ht -ne7<al-ties and tac0le 
cl-1ate chan+eW �he Global �trate+@ for �o1enZsT �h-ldrenZs  
and AdolescentsZ Health (���¤g����) -s closel@ al-+ned to the  
��GsW �h-s -s seen -n -ts �<r=-=eT �hr-=e and �ransfor1 ob/ecti=es 
and tar+etsT -WeW to end 6re=entable deathsT ens<re health and 
>ell-be-n+ and e?6and enabl-n+ en=-ron1ents (�)W �he Global 
�trate+@ 6ro=-des a road1a6 for end-n+ all 6re=entable 1aternalT 
ne>bornT ch-ld and adolescent deaths b@ ����T and for  
-16ro=-n+ o=erall health and >ell-be-n+W 
t -s <n-=ersal and a66l-es 
to all 6eo6le (-ncl<d-n+ the 1ar+-nal-Aed and hard-to-reach)T -n all 
6laces (-ncl<d-n+ h<1an-tar-anT fra+-le and cr-s-s s-t<ations) and to 
transnational -ss<esW 
or the )rst ti1eT b<-ld-n+ on the )rst Global 
�trate+@ (����g����)T >h-ch s6ec-)call@ tar+eted >o1en and 
ch-ldrenT adolescents are at the heart of the Global �trate+@W  
�h-s ac0no>led+es not onl@ the <n-7<e health challen+es fac-n+  
adolescentsT b<t also the-r 6-=otal role alon+s-de >o1en and  
ch-ldren as 0e@ dr-=ers of chan+e -n the ne> s<sta-nable  
de=elo61ent eraW 

�he Global �trate+@ ta0es a l-fe-co<rse a66roach that a-1s  
for the h-+hest aħa-nable standards of health and >ell-be-n+ 
g 6h@s-calT 1ental and soc-al g at e=er@ a+eW A 6ersonZs health 
at each sta+e of l-fe aøects health then and at later sta+esT and 
also has c<1<lati=e eøects for the ne?t +enerationW �he Global 
�trate+@ also +<-des +reater -nte+ration a1on+ actors -n the health 
sector and across other sectorsT s<ch as -nfrastr<ct<reT n<tr-tionT 
ed<cationT >ater and san-tationW An o6erational fra1e>or0 has 
been de=elo6ed to acco16an@ the Global �trate+@ for -ts )rst  
)=e @earsT to be <6dated e=er@ )=e @ears thro<+h ���� (�)W �he 
o6erational fra1e>or0 >-ll +<-de co<ntr-es as the@ de=elo6 and 
re)ne the-r 6lans for >o1enZsT ch-ldrenZs and adolescentsZ healthT 
based on co<ntr@--denti)ed needs and 6r-or-tiesW 
n add-tionT the 
Global �trate+@ 
nd-cator and �on-tor-n+ 
ra1e>or0 >-ll s<66ort 
national ��G and health 1on-tor-n+ (�)W �hese +lobal doc<1ents 
>-ll +<-de national +o=ern1ents -n the co1-n+ @ears as the@  
de=elo6 and <6date the-r 6lans for re6rod<cti=eT 1aternalT  
ne>bornT ch-ld and adolescentW

�he Global �trate+@ -s +<-ded b@ se=eral >ell-establ-shed  
6r-nc-6les of +lobal health and s<sta-nable de=elo61entW 
t -s 
co<ntr@-ledU <n-=ersalU s<sta-nableU r-+hts-basedU e7<-t@-dr-=enU 
+ender-res6ons-=eU e=-dence--nfor1edU 6artnersh-6-dr-=enU  
6eo6le-centredU co11<n-t@-o>nedU and acco<ntable to  
>o1enT ch-ldren and adolescentsW �he Global �trate+@ -denti)es 
n-ne action areas to <6date national 6ol-c-esT strate+-esT 6lans and 
b<d+etsV co<ntr@ leadersh-6U )nanc-n+ for healthU health s@ste1 
res-l-enceU -nd-=-d<al 6otentialU co11<n-t@ en+a+e1entU  
1<ltisectoral actionU h<1an-tar-an and fra+-le seষn+sU research 
and -nno=ationU and acco<ntab-l-t@ (A66end-? 
) (�)W 
or each  
action areaT the Global �trate+@ o<tl-nes three broad actionsT and 
se=en to �� s6ec-)c -nter=entionsW �he o6erational fra1e>or0  
also -denti)es an [-n+red-ent for action\ for each of the n-ne  
Global �trate+@ action areasW 
or each -n+red-ent for actionT the 
o6erational fra1e>or0 l-sts <6 to )=e -16le1entation  
ob/ecti=es (A66end-? 
) (�)W 

�able �W� co16-les the �¤ Global �trate+@ -nter=entions for 
ch-ldren and adolescents that are d-rectl@ rele=ant to adolescent 
healthT and adds one co16os-te -nter=ention that re6resents the 
�¥ 1aternal health -nter=entionsW A66end-? 

 s<11ar-Aes broader 
Global �trate+@ health-s@ste1 and 1<ltisectoral 6ol-c-es and  
-nter=entions that are rele=ant to adolescent healthT -ncl<d-n+ 
those related to e1er+enc@ 6re6arednessW �he Global �trate+@ 
stresses that the ��Gs >-ll not be reached >-tho<t s6ec-)c  
aħention to h<1an-tar-an and fra+-le seষn+s that face soc-alT 
econo1-c and en=-ron1ental shoc0s and d-sasters (eW+W ar1ed 
con*-ctT nat<ral d-sasterT e6-de1-c or fa1-ne)T as these can res<lt 
-n a cr-tical threat to the healthT safet@T sec<r-t@ and >ell-be-n+ 
of lar+e +ro<6s of 6eo6leW �he Global �trate+@ f<rther notes 
that h<1an-tar-an e1er+enc@ res6onses ha=e h-stor-call@ +-=en 
-ns<ăc-ent aħention to 6rotectin+ adolescentsT >ho -n cr-ses 1a@ 
face -ncreased r-s0s of 6oor 6h@s-cal and 1ental health o<tco1esT 
harass1entT assa<lt and ra6eW 


n add-tionT a f<nda1ental 6r-nc-6le of the Global �trate+@ and  
th-s +<-dance doc<1ent -s that adolescents sho<ld be -n=ol=ed as 
actors and 6artners -n the 6lann-n+T -16le1entationT 1on-tor-n+ 
and e=al<ation of -nter=entions to -16ro=e and 1a-nta-n the-r 
health and de=elo61entW �h-s -s d-sc<ssed f<rther -n �o? A�W�W
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Adolescents can be a force for the-r o>n health and for  
the health of the-r fa1-l-es and co11<n-tiesW �he@ also  
ha=e the r-+ht to 6artic-6ate -n dec-s-ons that aøect the-r 
l-=esW Adolescents aro<nd the >orld alread@ contr-b<te -n 
1an@ >a@s to the-r fa1-l-es and co11<n-tiesT for e?a16leT 
b@ ta0-n+ res6ons-b-l-t@ for do1estic chores and car-n+  
for older and @o<n+er fa1-l@ 1e1bersW �h-s en+a+e1ent 
+-=es the1 both a sta0e -n the-r co11<n-ties and  
-16ortant )rst-hand 6ers6ecti=es on a ran+e of l-fe -ss<esW  

ncreas-n+l@T @o<n+ 6eo6le are de=elo6-n+ localT nationalT 
re+-onalT and -nternational net>or0sT and the-r =o-ces are 
reach-n+ -n*<ential 6laĤor1s and earn-n+ res6ect and  
a66rec-ation (eW+W Global �o<th �eet on Health ����)W 
Adolescents are a stron+ transfor1ati=e forceT >-th +reat 
6otential creati=-t@T 1at<r-t@T and roles as a+ents of 6os-ti=e 
chan+eW 
n ta0-n+ a 1ore acti=e role -n the de=elo61entT 
-16le1entation and 1on-tor-n+ of health -nter=entions that 
aøect the1T the@ not onl@ real-Ae the-r 6otential b<t  
contr-b<te to -16ro=ed 6ro+ra11-n+ and o<tco1esW 

�an@ sta0eholders a+ree that adolescents can and sho<ld 
ha=e a sa@ -n the 6ro+ra11es and 6ol-c-es that aøect the-r 
l-=esT b<t ens<r-n+ the-r 1ean-n+f<l -n=ol=e1ent -s not 
al>a@s stra-+hĤor>ardW �e=eral +lobal reso<rces ha=e been 
de=elo6ed to 6ro=-de 6ractical +<-dance on fac-l-tatin+ 
@o<th en+a+e1ent -n de=elo61ent and health 6ro+ra11-n+ 
(eW+W 	��A� 
nternational (�)U �o<th�etT 
a1-l@ Health  


nternationalT Ad=ocates for �o<th (�)U ���c�

� �o<th 
�or0-n+ Gro<6 (¤)U ��A
� (�)U �H� and ��A
�� (¥)W 
or 
e?a16leT the ���� �H� and ��A
�� Global �tandards 
for �<al-t@ Health-care �er=-ces for Adolescents -denti)es 
adolescent 6artic-6ation as one of the e-+ht +lobal standards 
of adolescent health careW �hat +<-dance doc<1ent stresses 
that adolescents ha=e -16ortant contr-b<tions to 1a0e -n 
health-care 6ol-c@-1a0-n+T 6lann-n+T -16le1entationT and 
1on-tor-n+W 
f e16o>ered and tra-nedT adolescents can also 
be eøecti=e 6eer ed<catorsT co<nsellorsT tra-nersT and ad-
=ocatesT 6artic<larl@ as the@ 1a@ ha=e the best 0no>led+e 
abo<t the-r l-=es and needsT and the@ ha=e the ca6ac-t@ to 
-dentif@ best a66roaches or sol<tions to health challen+esW 

At an -nd-=-d<al le=elT -+nor-n+ adolescent =-e>s  
re+ard-n+ the-r o>n health care can lead to d-sen+a+e1ent 
(eW+W d-scontin<ation of a treat1ent) and loss to follo>-<6W 
At a broader le=elT <6hold-n+ adolescentsZ 6artic-6ation -n 
the-r o>n care and that of the-r co11<n-t@ hel6s create 
s<sta-nableT acce6tableT locall@ a66ro6r-ate and 1ore  
eøecti=e sol<tionsT >h-le also enco<ra+-n+ 1ore adoles-
cents to see0 and re1a-n en+a+ed -n careW �o>ards that 
endT �able A�W� l-sts 1eas<reable cr-ter-a for adolescent  
6artic-6ation -n health care (¥)W

Box A1.1. Involvement of adolescents as partners in health programming

Table A1.1. Measurable criteria for adolescent participation in health care services  

�o<rceV (¥)W

INPUT PROCESS OUTPUT

1.  The governance structure of the facility includes 
adolescents.

2.  There is a policy in place to engage adolescents in 
service planning, monitoring and evaluation.

3.  Health-care providers are aware of laws and  
regulations that govern informed consent, and the 
consent process is clearly defined by facility policies 
and procedures in line with laws and regulations.

4.  The health facility carries out regular activities 
to identify adolescents’ expectations about the 
service, and to assess their experience of care, and 
it involves adolescents in the planning, monitoring 
and evaluation of health services.

5.  Health-care providers offer accurate and clear 
information on the medical condition and  
management/treatment options, and explicitly 
take into account the adolescent’s decision on the 
preferred option and follow-up actions.

6.  The health facility carries out activities to build 
adolescents’ capacity in certain aspects of  
health-service provision.

7.  Adolescents are involved in planning, monitoring 
and evaluation of health services.

8.  Adolescents are involved in decisions regarding 
their own care.

9.  Adolescents are involved in certain aspects of 
health-service provision.

A1.2.  
Development of the Global AA-HA! Guidance to support country implementation

�he �-?t@-	-+hth �orld Health Asse1bl@ endorsed a 6ro6osal b@ 
the �H� �ecretar-at to de=elo6 an adolescent health fra1e>or0 
al-+ned >-th the Global �trate+@ for �o1enZsT �h-ldrenZs and  
AdolescentsZ Health (���¤g����) and -ts o6erational fra1e>or0W 
�h-s Global AA-HA! G<-dance to s<66ort co<ntr@ -16le1entation 
doc<1ent -s the res<lt of that 6rocessW 
n-tiated b@ the �H�  
�e6art1ent of �aternalT �e>bornT �h-ld and Adolescent Health 
-n �ctober ����T th-s +<-dance doc<1ent >as de=elo6edT  
re=-e>ed and re)ned based on the -n6<t of 1an@ sta0eholders 
before )nal-Aation -n 
ebr<ar@ ����W 

�he +oal of the Global AA-HA! G<-dance -s to 6ro=-de co<ntr-es 
>-th a bas-s for de=elo6-n+ a coherent national 6lan for the health 
of adolescentsW 
t -s -ntended to hel6 al-+n the contr-b<tions of 
rele=ant sta0eholders -n 6lann-n+T -16le1entin+ and 1on-tor-n+ 
actions across sectors to>ards a+reed +oals to hel6 adolescents 
�<r=-=eT �hr-=e and �ransfor1 the en=-ron1ent -n >h-ch the@ l-=eW 
�he 6r-1ar@ tar+et a<d-ence for th-s doc<1ent -s national-le=el 
6ol-c@-1a0ers and 6ro+ra11e 1ana+ersW �econdar@ a<d-ences 
-ncl<de re6resentati=es of non+o=ern1ental or+an-Aations (�G�s) 
and f<nd-n+ a+enc-esT as >ell as researchersT ed<catorsT acti=-sts 
and co11<n-t@ and rel-+-o<s leadersW

A1.2.1.  
Assessment of adolescent health (Section 2)

�ection � descr-bes 1a/or d-sease and -n/<r@ b<rdens that  
aøect adolescent >ell-be-n+ detr-1entall@W �he 1a-n so<rces 
of -nfor1ation on adolescent d-sease and -n/<r@ b<rdens -n the 
Global AA-HA! G<-dance doc<1ent are the ���� Global Health 
	sti1ates (GH	)W �he GH	 database co16-les health statistics 
re6orted b@ co<ntr-es to �H� on an ann<al bas-s and 6ro=-des 
co16rehens-=e and co16arable esti1ates of rates of 1ortal-t@ 
and d-sab-l-t@-ad/<sted l-fe @ears (�A��s) lostW �he ���� adolescent 
GH	 data are access-ble onl-ne >-th-n the �H� Global Health 
�bser=ator@ a66V hħ6Vcca66sW>hoW-ntc+hocdatac=-e>W>ra66erW
�ortAdo=Slan+�en{1en<�h-deW 
n a fe> -nstancesT the Global 
AA-HA! G<-dance refers to d-øerent )+<res than sho>n onl-neU 
these ne>er )+<res re6resent <6dated esti1ates based on  
ne> anal@sesW 

�ased on the ���� GH	T the Global AA-HA! G<-dance to s<66ort 
co<ntr@ -16le1entation s<11ar-Aes the )=e lead-n+ ca<ses of  
adolescent 1ortal-t@ and �A��s lostT d-sa++re+ated b@ se?T a+e 
+ro<6 (��g��T ��g�� @ears) and 1od-)ed �H� re+-onW �he ���� 
GH	 database onl@ -denti)es the )=e lead-n+ ca<ses of adolescent  
rates of 1ortal-t@ and �A��s lost beca<se there -s cons-derable 
<ncerta-nt@ abo<t e16-r-cal esti1ates of 1ortal-t@ rates and �A��s 
lost for lo>er-ran0ed ca<sesW �o create the se=en +ro<6s of  
1od-)ed �H� re+-onT all h-+h--nco1e co<ntr-es (H
�s) >ere  
e?tracted fro1 the s-? �H� re+-ons -nto a se6arate H
� +ro<6T 
>-th the re1a-n-n+ lo>- and 1-ddle--nco1e co<ntr-es (��
�s) 
+ro<6ed to+ether for each of the s-? �H� re+-ons (A66end-? 


)W

�he GH	 database oøers -16ortant -ns-+hts -nto adolescent health 
+loball@T d-sa++re+ated b@ �H� re+-onT co<ntr@ -nco1e le=elT se? 
and a+e +ro<6W �onethelessT assess1ent of rates of 1ortal-t@ or 
�A��s lost onl@ +-=e a 6artial =-e> of the relati=e -16ortance of 
health cond-tionsW 
or e?a16leT these data 1a@ not ca6t<re 0e@ 
as6ects of 6os-ti=e adolescent health and de=elo61ent (eW+W  
1enstr<al h@+-ene and access to contrace6tion)W �he@ 1a@ also 
<nderesti1ate the -16ortance of d-sease b<rdens that are  
h-+hl@ sens-ti=e and challen+-n+ to 1eas<re (eW+W fe1ale +en-tal 
1<tilationT -nd<ced abortionT se?<all@ trans1-ħed -nfectionsT 
se?<al =-olenceT and self-har1)W 
n add-tionT so1e b<rdens 1a@ 
res<lt fro1 d-=erse ca<ses and o<tco1esT so the@ are d-ăc<lt to 
de)ne and assess cons-stentl@ (eW+W 1aternal cond-tions)W 
-nall@T 
so1e co<ntr-es >-th =er@ l-1-ted health s@ste1s 1a@ <nder re6ort 
cond-tions d<e to 6oor d-a+nostic ser=-cesT health care access or 
doc<1entation (eW+W road -n/<r@T and d-seases related to 6oor >ater 
and san-tation)W �o co16ensate for s<ch l-1-tationsT the Global  
AA-HA! G<-dance also dra>s on co16le1entar@ so<rces of dataW
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A1.2.2.  
Selection of evidence-based interventions (Section 3)

�ection � descr-bes e=-dence-based -nter=entions to 6ro1ote  
and 6rotect adolescent healthT de=elo61ent and >ell-be-n+W  

or th-s sectionT a l-terat<re re=-e> >as cond<cted to -dentif@ 
e?a16les of each of the �� Global �trate+@ adolescent health 
-nter=entionsT as >ell as e?a16les of -nter=entions for 6os-ti=e  
adolescent de=elo61entT and -nter=entions address-n+ the  
needs of adolescents -n h<1an-tar-an and fra+-le seষn+sW

An -n-tial search and re=-e> >as cond<cted of rele=ant  
6<bl-cations fro1 all �H� de6art1ents 6<bl-shed s-nce ����W 
�h-s re=-e> 6ro=-ded the =ast 1a/or-t@ of the -nter=ention  
e?a16les descr-bed -n �ection �W �hen there >ere +a6s -n the 
�H� l-terat<reT other �n-ted �ations 6<bl-cations related to  

the to6-c of -nterest >ere searched and re=-e>edW �hen those  
so<rces also 6ro=ed -ns<ăc-entT a th-rd tier of search and re=-e> 
too0 6lace foc<sed on other 1a/or -nternational a+enc@  
6<bl-cations andcor re=-e> articles -n acade1-c /o<rnalsW 
n totalT 
1ore than ���� doc<1ents >ere at least br-e*@ re=-e>ed for  
content rele=ant to the Global AA-HA! G<-dance to s<66ort  
co<ntr@ -16le1entationT a66ro?-1atel@ ¤�� of >h-ch are c-ted  
-n the )nal 6<bl-cationW 


-nall@T once content on e=-dence-based -nter=entions >as  
drađed for the Global AA-HA! G<-danceT rele=ant �H�  
de6art1ents re=-e>ed and 6ro=-ded feedbac0 on an@ to6-cs  
related to the-r areas of e?6ertiseU the-r reco11ended ed-ts  
>ere -ncor6orated -n the )nal drađW  

A1.2.3.  
Participation of adolescents

�>o s6ec-al st<d-es >ere co11-ss-oned to enhance the  
6artic-6ation and -n6<t of adolescents -n de=elo61ent and  
)nal-Aation of the Global AA-HA! G<-dance to s<66ort co<ntr@ 
-16le1entationW 
-rstT a ser-es of foc<s-+ro<6 >or0sho6s >ere 
cond<cted >-th @o<n+ andcor =<lnerable adolescents -n the s-? 
�H� re+-onsW 
n each locationT >or0sho6s >ere held >-th one  
or t>o +ro<6s of earl@ adolescents (+enerall@ ��g�� @ears old) 
as >ell as one or t>o +ro<6s of =<lnerable adolescentsT -WeW those 
>ho >ere ne> -11-+rants or o<t-of-school (Hon+ �on+ n�h-na 
�A�o and �lo=en-a)U lesb-anT +a@T b-se?<al or trans+ender (
ndones-a 
and �h-l-66-nes)U 6re+nant andcor r<ral (�-+er-a and �<r0e@)U  
ref<+ee andcor r<ral (�est �an0 and GaAa �tr-6)U or fro1 <rban  
seħle1ents (�olo1b-a)W 
n the >or0sho6sT adolescents >ere 
as0ed abo<t the-r 6erce6tions of health and ha66-nessU the-r 1a-n 
concerns abo<t those -ss<esU the t@6es of actions the@ bel-e=e can 
be -16le1ented -n the schools and co11<n-ties to -16ro=e the1U 
and the 1ost -16ortant th-n+ that adolescents the1sel=es can do 
to -16ro=e the-r health and ha66-nessT both no> and -n the f<t<reW

�he second st<d@ -n=ol=ed secondar@ data anal@s-s of health 
the1es -n the Global 	arl@ Adolescent �t<d@T >h-ch <sed  
narrati=e -nter=-e>s >-th ��g�� @ear olds to e?a1-ne the

  
de=elo61ent of +ender nor1s that 6red-s6ose se?<al health r-s0s 
and contr-b<te to health@ se?<al-t@W 
or the Global AA-HA! 
G<-dance to s<66ort co<ntr@ -16le1entationT @o<n+ adolescent 
6erce6tions of the follo>-n+ to6-cs >ere e?a1-nedV >hat -s health@ 
and <nhealth@U e16o>er1ent and related factorsU >hat -n*<ences 
health and -ll-healthU r-s0 and 6rotecti=e factorsT -ncl<d-n+ safet@ 
and sec<r-t@U actions the@ can ta0e to sta@ health@U and access to 
and <se of 1ed-aT -ncl<d-n+ soc-al 1ed-aW �he1es >ere anal@sed 
fro1 st<d@ s-tes -n �el+-<1T �h-naT �e1ocratic �e6<bl-c of �on+oT 
	c<adorT 	+@6tT 
nd-aT �en@aT �-+er-aT �cotlandT and the �n-ted 
�tates of A1er-caW

All of the adolescent o6-n-ons and feedbac0 abo=e -nfor1ed the 
on+o-n+ anal@s-sT -nter6retation and >r-tin+ of th-s Global AA-HA!  
G<-dance doc<1entW 
n add-tionT the AA-HA! ad=-sor@ +ro<6s 
-ncl<ded adolescents and @o<n+ ad<lt 1e1bersT >h-le adolescents 
and @o<n+ 6eo6le >ere cons<lted abo<t the de=elo61ent of the 
drađ doc<1ent -n a ser-es of 1eetin+s -n each of the �H�  
re+-ons and thro<+h t>o +lobal onl-ne s<r=e@sT as descr-bed f<rther 
belo>W �o -ll<1-nate 0e@ conce6ts and -nd-=-d<al o6-n-onsT adoles-
cent 7<otes fro1 the t>o co11-ss-oned st<d-es and the second 
+lobal onl-ne s<r=e@ are h-+hl-+hted thro<+ho<t the doc<1entW
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�he second ro<nd of +lobal cons<ltations on the de=elo61ent  
of the Global AA-HA! G<-dance doc<1ent >as an onl-ne s<r=e@ 
that too0 6lace fro1 �� �ece1ber ���¤ to �� �an<ar@ ����W  
�he s<r=e@ >as a=a-lable -n all s-? of the oăc-al �H� lan+<a+esT 
and res6ondents >ere allo>ed to >r-te narrati=e res6onses -n 
those lan+<a+esW �es6ondents >ere as0ed to co11ent on one or 
1ore sections of the 6en<lti1ate drađ of the +<-dance doc<1ent 
and -ts anne?esW �6ec-)call@T the@ >ere as0ed to -dentif@ as6ects 
that the@ l-0ed and tho<+ht sho<ld be 0e6tT and also those the@ 
d-sl-0ed and tho<+ht sho<ld be red<ced or alteredW 
n totalT there 
>ere �¥¤ res6ondents fro1 �� co<ntr-esT re6resentin+ all s-? 
�H� re+-onsW A1on+ res6ondents >ho -nd-cated the-r co<ntr@ 
(n����)T the lar+est n<1ber >ere fro1 the �e+-on of the A1er-cas 
(��¦)T follo>ed b@ the 	<ro6ean (��¦)T Afr-can (��¦)T �estern 
�ac-)c (��¦)T and 	astern �ed-terranean and �o<th-	ast As-a 
�e+-ons (¤¦ each)W �artic-6ants re6resented all 0e@ cate+or-es of 
sta0eholderW Adolescents and @o<n+ ad<lts constit<ted less than 
��¦ of res6ondentsW

�=erallT there >as stron+ satisfaction >-th the 6en<lti1ate drađ  
of the Global AA-HA! G<-dance doc<1entW �es6ondents +reatl@ 
>elco1ed the cons<ltati=e 6rocess that +<-ded -ts des-+n and  
de=elo61entW �f 6artic<lar -nterest >as the ado6tion of the  
ecolo+-cal 1odelU res6ondents sa> cons-derable 1er-t -n the  
<til-Aation of th-s 1<ltid-1ens-onal a66roach to adolescent health 
and >ell-be-n+W �he foc<s on 6os-ti=e adolescent de=elo61ent 
>as also h-+hl@ a66rec-atedW �es6ondents also -denti)ed the  
contentT *o> and la@o<t of the drađ doc<1ent as 0e@ stren+thsW 


n res6onse to 7<estions abo<t ho> the 6en<lti1ate drađ co<ld 
be -16ro=edT so1e res6ondents s<++ested restr<ct<r-n+ and 6os-
s-bl@ shorten-n+ -tT e?6ress-n+ concern that -t 1-+ht be too len+th@ 
for cons<ltati=e 6<r6osesW �here >ere also reco11endations  
to <6date reference c-tations >-th 1ore recent and a=a-lable  
-nfor1ationW 
-nall@T there >as a re7<est to -ncrease content  
related to se?<al and re6rod<cti=e health and +ender -ss<esT  
-ncl<d-n+ -ncreased d-sa++re+ation of res<lts b@ +enderW

A1.3.  
Stakeholder review of the draft Global AA-HA! Guidance to support country implementation


ro1 �ctober ���� to 
ebr<ar@ ����T the Global AA-HA!  
G<-dance doc<1ent >as de=elo6edT re=-e>ed and re)ned based 
on the -n6<t of 1an@ sta0eholdersW �ons<ltations -ncl<dedV 

j on+o-n+ drađ re=-e> and feedbac0 fro1 0e@ �H� de6art1entsU 
j  on+o-n+ drađ re=-e>T and a +lobal 1eetin+ -n=ol=-n+ an  

e?ternal ad=-sor@ +ro<6 of �� non-�H� 1e1bers  
re6resentin+ 1-n-str-es of health of selected �e1ber �tates  
-n the s-? �H� re+-onsU �n-ted �ations a+enc-es and  
6artners (eW+W the 
nternational Assoc-ation for Adolescent 
Health)U c-=-l soc-et@ (-ncl<d-n+ @o<th and @o<th-ser=-n+  
or+an-Aations)U and acade1-aU

j  cons<ltation 1eetin+s >-th national-le=el 6ro+ra11e  
1ana+ersT 6ol-c@-1a0ers and adolescents and @o<n+  
ad<lts -n each �H� re+-onU 

j  a ser-es of foc<s-+ro<6 d-sc<ss-ons cond<cted >-th @o<n+  
andcor =<lnerable adolescents -n the s-? �H� re+-onsT as  
descr-bed abo=eU 

j  secondar@ data anal@s-s of health the1es -n the Global  
	arl@ Adolescent �t<d@T as descr-bed abo=eU and 

j  t>o +lobal cons<ltations on the Global AA-HA!  
G<-dance doc<1entT as descr-bed belo>W 

�he )rst ro<nd of +lobal cons<ltation on the de=elo61ent of  
the Global AA-HA! G<-dance to s<66ort co<ntr@ -16le1entation 
doc<1ent too0 6lace bet>een �ctober ���� and �arch ���¤  
-n order to re=-e> the 6ro6osed 6r-nc-6les for the doc<1entW  

n totalT ¥¥¥ 6artic-6ants fro1 ��¤ co<ntr-es -n all s-? �H�  
re+-ons 6artic-6ated -n face-to-face or onl-ne s<r=e@s (�)W  
�artic-6ants re6resented -nd-=-d<al adolescents and @o<n+  
ad<ltsT @o<th +ro<6s and +o=ern1entT c-=-l soc-et@T 6r-=ate  
sectorT acade1-c and donor a+enc-esW A1on+ res6ondents >ho 
-nd-cated the-r co<ntr@ (n����)T 1ost >ere fro1 the �e+-on of  
the A1er-cas (��¦)T follo>ed b@ the Afr-can (��¦)T �o<th-	ast 
As-a (��¦)T 	<ro6ean (��¦)T �estern �ac-)c (�¦) and 	astern 
�ed-terranean (�¦) �e+-onsW Adolescents and @o<n+ ad<lts fro1 
�� co<ntr-es 6artic-6ated and 1ade <6 ��¦ of res6ondentsW 
�<bl-c health or national or re+-onal health 1ana+ers fro1 �� 
co<ntr-es also 6artic-6atedW

 

�=erallT th-s cons<ltation fo<nd there >as stron+ a+ree1ent >-th 
all 6r-nc-6les 6ro6osed for the Global AA-HA! G<-dance doc<1entT 
-WeW the central -n=ol=e1ent of @o<thU e7<-t@T h<1an r-+hts and 
+ender e7<al-t@U a co16rehens-=e a66roach to 6os-ti=e adolescent 
de=elo61entU re-nforce1ent of rele=ant e?-stin+ �H� +lobal and 
re+-onal strate+-es and action 6lansU ac0no>led+e1ent of d-=ers-t@ 
and ade7<ate aħention to =<lnerable adolescentsU 6ro1otion  
of -nte+rated res6onses that address 1<lti6le o<tco1esT r-s0 
factors and deter1-nantsU and *e?-b-l-t@ to acco<nt for =ar-o<s 
e6-de1-olo+-cal and soc-oecono1-c conte?tsW �-?t@ 6er cent of 
res6ondents a+reed or stron+l@ a+reed that the doc<1ent sho<ld 
ha=e the role of the health sector as -ts 6r-1ar@ foc<sW Ho>e=erT 
there >as also o=er>hel1-n+ a+ree1ent that -t sho<ld address 
soc-al deter1-nants of healthT the role of sectors other than healthT 
and 6erfor1ance tar+ets and -nd-cators to ens<re acco<ntab-l-t@W 
�here >ere no 1a/or d-øerences bet>een ans>ers +-=en b@ @o<n+ 
6eo6le and other +ro<6sW 

During this first round of consultation, participants  
were invited to suggest the one most important thing  
that the Global AA-HA! Guidance document should  
aim to achieve. 

The most frequent suggestions were:
•  give attention to and involve adolescents; and 
•  address a range of health needs related to  

comprehensive prevention and care (e.g.  
mental health, violence, nutrition and sexual  
and reproductive health).

Conversely, when participants were invited to suggest  
the single most important thing that the Global AA-HA!  
Guidance document should avoid, the most frequent  
recommendations were to avoid:

• not involving youth properly; 
• creating a general blueprint rather than accounting  

for specific contexts; and 
• not being comprehensive enough (i.e. focusing  

too much on a single issue).
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HEALTH

Right to highest attainable standard of health and to health care (that is sufficiently available, accessible and  
acceptable to all adolescents, without discrimination of any kind, and is of high quality)  
CRC1 24(1); 24(2) (b)&(f); Art. 12 of ICESCR GC 149  (10)

Right to health-related information and education, including in relation to sexual and reproductive health  
CRC1 24(2)(f); 17 (10)

Right to access to education and support in the use of basic knowledge of child health and nutrition, the advantages  
of breastfeeding, hygiene and environmental sanitation, prevention of accidents and family planning education  
CRC1 24(2)(e)&(f) (10)

NUTRITION

Right to adequate and nutritious food and basic knowledge of health and nutrition CRC1 24(2)(c) & (e) (10)

Right to material assistance and support programmes for nutrition from parents, guardians or the State to realize  
the right to a standard of living adequate for healthy development CRC1 27 (10)

EDUCATION  
& TRANSITION  
TO WORK

Right to free and available compulsory primary education CRC1 28(1)(a) (10)

Right to non-discrimination in accessing secondary and higher education and to available and accessible educational  
and vocational information CRC1 28(1)(b) & (d) (10)

CLEAN AIR Right to be free of impediments (e.g. environmental pollution) that prevent the full implementation of the right to  
health CRC1 24(2)(c) (10)

WATER,  
SANITATION  
& HYGIENE

Right to clean drinking-water and to regulate environmental pollution in combating disease to ensure full  
implementation of the right to health CRC1 24(2)(c) (10)

Right to support in the use of basic knowledge on hygiene and environmental sanitation CRC1 24(2)(e) (10)

INFRASTRUCTURE Right to a standard of living adequate for healthy development, including housing and health-care facilities  
CRC1 27(1)&(3); 24(1)

CHILD PROTECTION  
AND PROVISIONS 
FOR VULNERABLE 
GROUPS

Right to be protected from – and to recovery and reintegration when victim of – violence, abuse, neglect, maltreatment 
or exploitation, including sexual exploitation and abuse, harmful traditional practices and discipline, and to periodic  
review of treatment provided under protection*** CRC1 19;  34;  36;  39;  24(3);  28(2);  25; CRC OP (Sale of children, 
child prostitution and child pornography)10 (10)

Right to legal help and fair treatment in a justice system, including alternatives to institutional care, and right to not be 
punished in a cruel or harmful way when accused of breaking the law, for example death sentence or life imprisonment 
without possibility of release CRC1 40(1); 40(3)(b); 37 (10)

Right to be protected from harmful and exploitative work that endangers education, health or development  
CRC1 32(1); ILO C13811 & C18212 (10)

Right to be protected from using harmful drugs and being used in the drug trade CRC1 33 (10)

Right of adolescents deprived of a family environment, adopted, refugees or belonging to indigenous and minority  
groups to special protection and care and to enjoy their own culture, religion or language CRC1 20; 21; 22: 30 (10)

Right not to be forced or recruited to take part in a war or join the armed forces and be protected when affected by 
war as guaranteed under international humanitarian law, including for adolescent refugees CRC1 38; 39; 22; CRC OP 
(Involvement of children in armed conflicts)13 (10)

All adolescents have rights in relation to health and development that are protected under the Convention on the Rights of the Child and other relevant human rights 
treaties CRC1 Art. 24(1)(10); ICESCR2 Art. 12, 10 &13(17); UDHR3 Art. 25 & 26(18); CRPD4 Art.25 &24(19); CEDAW5 Art. 5(20); ICMW6 30 & 45(17)

Overarching principles that are necessary to respect, protect and fulfil enshrined entitlements and freedoms. Equality and non-discrimination, including gender  
equality: without discrimination of any kind, irrespective of the child's or his or her parent's or legal guardian's race, colour, sex, language, religion, political or other  
opinion, national, ethnic or social origin, property, disability, birth or other status CRC1 2; Disability: CRC1 23 (1), (2) & (3); Gender: Art. 43, 56 of CRC GC 157 & Art.  
27-30, 33, 34 of CRC GC 208(10); Health care services: CRC1 24(1); Education: CRC1 28(1)(b) & (d)(10)
Participation: Freedom of expression including the right to express views on all matters affecting him or her; freedom of thought, conscience and religion; freedom  
of association and assembly and right to maintain direct contacts with both parents CRC 13; 12(1); 14; 15; 10(2); 9(3)(10)
Accountability: Awareness of the principles and provisions of the Convention; right to justiciability* and non-retrogression of entitlements**; best interest of the  
adolescent to be considered in all proceedings depending on age and maturity (evolving capacity); international cooperation and exchange of information with  
particular attention given to the needs of developing countries CRC1 42; 44(6); 4; 3(1); 23(4); 28(3); 24(4) (10)

Key: �able sho>s r-+hts enshr-ned -n =ar-o<s h<1an r-+hts -nstr<1ents >-th the art-cle n<1ber and -nstr<1ent h-+hl-+hted -n boldW 
r�<st-c-ab-l-t@V ab-l-t@ to ta0e an -ss<e to co<rt (stand-n+) and for the co<rt to e?erc-se -ts /<d-c-al a<thor-t@W 
rr�on-retro+ress-on of ent-tle1entsV +<arantee not to be de6r-=ed of r-+hts that one -s <sed to en/o@-n+ b@ acts of o1-ss-on or of co11-ss-on b@ the state (-16l-c-t r-+ht  
der-=ed fro1 the ent-tle1ent of 6ro+ress-=e real-Aat-on of econo1-cT c<lt<ral and soc-al r-+hts)W
rrr�nder �rotect-onV ch-ldren >ho are loo0ed after b@ the-r local a<thor-t-esT rather than the-r 6arentsT for the 6<r6oses of careT 6rotect-on or treat1ent of h-s or her 6h@s-cal  
or 1ental healthW

A1.4.  
Adolescent rights

�he ���� A+enda for �<sta-nable �e=elo61ent and -ts  
�<sta-nable �e=elo61ent Goals (��Gs)T and the �H�  
Global �trate+@ for �o1enZsT �h-ldrenZs and AdolescentsZ Health 
(���¤g����) (Global �trate+@)T e16has-Ae the -16ortance and 
central-t@ of -nternationall@ reco+n-Aed h<1an r-+hts standards -n 
all eøorts to -16ro=e the health and de=elo61ent of adolescents 
and @o<n+ 6eo6leW

�he �on=ention on the �-+hts of the �h-ld (���) (��) and other 
rele=antT le+all@ b-nd-n+ h<1an r-+hts -nstr<1ents 6ro=-de <sef<l 
le+al and nor1ati=e fra1e>or0sW  �hese +<-de the de=elo61entT 
-16le1entationT 1on-tor-n+ and e=al<ation of national la>sT 
6ol-c-es and 6ro+ra11esT b<d+etar@ 6rocessesT strate+-esT 6lans 
of action and ser=-ces a-1ed at o6ti1-A-n+ adolescent health and 
de=elo61entT -ncl<d-n+ se?<al and re6rod<cti=e health (��)W  
�ased on reco+n-Aed le+al entitle1ents and freedo1s of all 
adolescentsT the@ re7<-re and fac-l-tate a co16rehens-=eT -ncl<s-=e 
and 6artic-6ator@ a66roachW �h-s -ncl<desT [reco+n-tion and res6ect 
for the d-+n-t@ and a+enc@ of adolescentsU the-r e16o>er1entT 
c-tiAensh-6 and acti=e 6artic-6ation -n the-r o>n l-=esU the  
6ro1otion of o6ti1<1 healthT >ell-be-n+ and de=elo61entU and  
a co11-t1ent to the 6ro1otionT 6rotection and f<l)l1ent of the-r 
h<1an r-+htsT >-tho<t d-scr-1-nation\ of an@ 0-nd (��)W 
n other 
>ordsT 6rotectin+ and -16ro=-n+ the health and de=elo61ent of 
adolescents -s not 1erel@ a 1aħer of reco+n-A-n+ the-r needs and 
acce6tin+ res6ons-b-l-t@W 
t also re7<-res reco+n-A-n+ these needs 
as le+al entitle1entsT and enforc-n+ that +o=ern1ents and other 
sta0eholders <6hold these entitle1ents b@ f<l)ll-n+ the-r le+al 
obl-+ationsW 	=en >hen res6ons-b-l-ties are dele+ated or 6ro=-ded 
b@ non-state actorsT states are held 6r-1ar-l@ res6ons-ble (��)W

�he r-+hts of adolescents are s<11ar-Aed -n �able A�W�W  
Articles fro1 rele=ant h<1an r-+hts -nstr<1ents are h-+hl-+hted 
-n bl<e te?tW �he o=erarch-n+ 6r-nc-6les relate to e7<al-t@ and 
non-d-scr-1-nationT -ncl<d-n+ +ender e7<al-t@T 6artic-6ation and 
acco<ntab-l-t@W All actions sho<ld be +<-ded b@ the best -nterest  
of the ch-ld (��) and cons-deration for the ch-ldZs =-e>s (��)  
>h-le 0ee6-n+ -n 1-nd the ch-ldZs r-+ht to 6r-=ac@ (�¤) and to  
6rotection fro1 -na66ro6r-ate -nfor1ation (��)W 
n �able A�W�  
s6ec-)c health-related r-+hts are s<11ar-Aed <nder se=en  
head-n+sV healthU n<tr-tionU ed<cation and the trans-tion to >or0U 
clean a-rU >aterT san-tation and h@+-eneU -nfrastr<ct<reU ch-ld  
6rotection and 6ro=-s-ons for =<lnerable +ro<6sW

A cr-tical -ss<e to cons-der >-th-n h<1an r-+hts -s the role of 
+ender and ho> -t -16acts on adolescent healthW [Gender\ refers 
to soc-all@ constr<cted 1ale and fe1ale character-sticsT s<ch as 
nor1sT roles and relationsh-6s of and bet>een +ro<6s of adoles-
cent +-rls and bo@s (��)W Gender nor1sT roles and relations ođen 
contr-b<te to enhanced =<lnerab-l-t@ -n adolescentsW 
or -nstanceT 
1ar+-nal-Aed adolescent +-rls aøected b@ har1f<l trad-tional 6rac-
tices bear b<rdens of d-scr-1-nation and h<1an r-+hts =-olations 
that ođen aøect the-r health and >ell-be-n+ as >ell as c<rta-l the-r 
school-n+ (��)W G-rls >ho are 1arr-ed or >ho >or0 -n do1estic ser-
=-ce are e?a16les of soc-all@ -solated +-rls >hose needs are ođen 
o=erloo0ed and >hose beha=-o<r 1a@ be d-ctated b@ othersT to 
the-r detr-1ent (eW+W access to health careT or ra6-d re6eat 6re+nan-
c@)(��)W Gender roles 1a@ also detr-1entall@ -n*<ence the health 
of adolescent bo@sU for e?a16leT soc-al nor1s of 1asc<l-n-t@ 1a@ 
contr-b<te to r-s0-ta0-n+ and res<ltant -n/<r-es (��)W 

Table A1.2.  
A summary of adolescents’ rights related to health
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A1.5.  
Digital media opportunities and challenges

Adolescents toda@ are en+a+ed >-th d-+-tal 1ed-a -n 1an@ d-=erse 
>a@sW 
n 1ost H
�sT for e?a16leT -t -s not <n<s<al for adolescents 
to ha=e access to 1<lti6le d-+-tal 6laĤor1s (eW+W la6to6sT d-+-tal 
1<s-c 6la@ers and 1ob-le 6hones)T and for the1 to s6end 1an@ 
ho<rs 6er da@ <s-n+ the1 (��)U (�¤)W Adolescents -n ��
�s are also 
ođen e?6osed to d-+-tal 1ed-a -n a =ar-et@ of for1sW �o1e ��
�sT 
for e?a16leT ha=e de=elo6ed e?tens-=e 1ob-le 6hone s@ste1s -n 
recent @earsT beca<se these are far 1ore aøordable and access-ble 
than 6re-e?-stin+ landl-ne tele6hone s@ste1sW

�oc-al 1ed-a can be an o66ort<n-t@ for adolescent ed<cationT 
self-e?6ress-onT creati=-t@T enterta-n1ent and acti=-s1 (��)W A 
co1b-nation of d-+-talT 1ed-a and soc-al l-terac@ are f<nda1ental 
to an adolescentZs ca6ac-t@ to <se d-+-tal 1ed-a co16etentl@ and 
safel@W �<ch l-terac@ 6ro=-des adolescents >-th the techn-cal and 
h-+her-order e=al<ati=e s0-lls re7<-red to accessT <nderstandT  
6rod<ce and 6artic-6ate -n d-+-tal 1ed-aW 
n add-tion to the  
o66ort<n-ties for 6os-ti=e de=elo61ent 6ro=-ded b@ d-+-tal  
1ed-a and the onl-ne en=-ron1entT se=eral -16ortant r-s0s  
e?-stT 6artic<larl@ as adolescence -s a ti1e of s-+n-)cant  
de=elo61ental chan+eT >hen adolescents e?h-b-t a l-1-ted  
ca6ac-t@ for self-re+<lation and an -ncreased s<sce6tib-l-t@ to 6eer 
6ress<re and e?6er-1entation (�¥)W �elationsh-6s 1a@ be 1ore 
-ntenseT >-th 1ore o66ort<n-ties for contact and less =-s-b-l-t@ 
or 1oderation b@ ad<ltsT and relationsh-6s and fr-endsh-6s ođen 
create 6er1anent d-+-tal content (�¤)W Access to ad<lt or e?tre1e 
1ater-al -s f<nda1entall@ d-øerent and 1<ch eas-er onl-ne  
than oĐ-neT and 7<al-t@ -nfor1ationT clear soc-al nor1s and  
o66ort<n-ties for redress are less 6resent -n d-+-tal s6aces  
than -s <s<al oĐ-neW 

�esearch on the 6otentiall@ har1f<l eøects of d-+-tal 1ed-a on 
adolescents has lar+el@ foc<sed on ne+ati=e -16acts on 1ental 
healthT 6artic<larl@ 1oderate to se=ere de6ress-=e s@16to1sT 
s<bstance <se and s<-c-de -deation and aħe16ts (eW+W Ha11 et alW 
(��))W �he 
nternational �eleco11<n-cation �n-on (
��)T the �n-ted 
�ations s6ec-al-Aed a+enc@ for -nfor1ation and co11<n-cation 
technolo+-esT has broadl@ o<tl-ned r-s0s for ch-ldren onl-ne relatin+ 
to contentT contactT cond<ctT co11erceT e?cess-=e <se and  
soc-etal -ne7<-t@ (��)W �6ec-)c r-s0s and ne+ati=e conse7<ences  
for adolescents can res<lt fro1 slee6 d-sr<6tionU c@berb<ll@-n+U 
+a1bl-n+U contact >-th stran+ersU se?<al 1essa+-n+ (0no>n as  
se?tin+)U 6orno+ra6h@ e?6os<reU and -n*<ence on alcohol <seT 
self-estee1 and bod@ -1a+e (��)U (��-�¥)W 
or e?a16leT a  
re=-e> of st<d-es of c@berb<ll@-n+ esti1ated that a s-+n-)cant  
6ro6ortion of ch-ldren and adolescents (��g��¦) ha=e been  
=-cti1s of c@berb<ll@-n+T and fo<nd that acco16an@-n+  
6s@cho6atholo+@ -s co11onT -ncl<d-n+ an -ncreas-n+l@  
>ell-establ-shed l-n0 to s<-c-dal-t@ (��)W 

�t<d-es -n H
�s and ��
�s ha=e also fo<nd that adolescent  
e?6os<re to 6orno+ra6h@ -s not <n<s<al and so1eti1es -s  
assoc-ated >-th ne+ati=e conse7<encesW 
n a �>ed-sh st<d@T for 
e?a16leT fre7<ent 6orno+ra6h@ <se >as assoc-ated >-th -ncreased 
alcohol <se and sell-n+ of se?W 
n a �Öte dZ
=o-re st<d@T -t >as  
assoc-ated >-th be-n+ se?<all@ acti=eT earl@ onset of se?<al  
-nterco<rse and 1<lti6le se?<al 6artnersW 
n a �-erra �eone st<d@T  
-t see1ed to ha=e beco1e the defa<ltT 6r-1ar@ so<rce of se?  
ed<cationW 
n a Hon+ �on+ (�h-na �A�) st<d@T fa1-l@ f<nction-n+ 
and 6os-ti=e de=elo61ent character-stics >ere fo<nd to be  
6rotecti=e factors -n red<c-n+ 6orno+ra6h@ cons<16tion (��)U (��)W
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A2.1.2.  
Violence 

�-s0 factors assoc-ated >-th @o<th =-olence -ncl<de those at the 
-nd-=-d<al le=el (eW+W 1ale se?U cond<ct d-sorderU lo> acade1-c 
ach-e=e1entU -n=ol=e1ent -n del-n7<enc@T -ll-c-t dr<+ <seU har1f<l 
alcohol <se)U the fa1-l@ and 6eer le=el (eW+W 6oor 6arental  
s<6er=-s-onU fa1-l@ h-stor@ of antisoc-al beha=-o<rT b<ll@-n+ and  
=-cti1-AationU antisoc-al 6eers)U and the co11<n-t@ and soc-et@  
le=el (eW+W 6o=ert@U >ea0 +o=ernance and 6oor r<le of la>U eas@ 
access to alcoholT -ll-c-t dr<+s and )rear1s) (�¥)W

�-s0 factors assoc-ated >-th -nti1ate 6artner andcor se?<al  
=-olence -ncl<de those at the -nd-=-d<al le=el for e-ther the  
6er6etrator (eW+W e?6er-ence of ch-ldhood se?<al ab<seU antisoc-al 
6ersonal-t@) or the =-cti1 (eW+W @o<n+ a+eU -ntra-6arental =-olence) 
or both (eW+W lo> ed<cationU har1f<l <se of alcoholU acce6tance of 
=-olence)U the co11<n-t@ le=el (eW+W >ea0 co11<n-t@ sanctionsU 
6o=ert@)U and the soc-etal le=el (eW+W trad-tional +ender nor1sU 
soc-al nor1s s<66orti=e of =-olence) (��)W 

�-s0 factors assoc-ated >-th ch-ld 1altreat1ent -ncl<de the ch-ld 
be-n+ an adolescent as o66osed to a ch-ld a+ed �g� @earsT be-n+ 
<n>anted or ha=-n+ s6ec-al needsW 
or the care+-=erT the@ -ncl<de 

ha=-n+ been 1altreated the1sel=es as a ch-ldU lac0-n+ a>areness 
of ch-ld de=elo61entT or ha=-n+ <nreal-stic e?6ectationsU 1-s<s-n+ 
alcohol or dr<+sU and e?6er-enc-n+ )nanc-al d-ăc<ltiesW 
or the 
relationsh-6T the@ -ncl<de 6h@s-calT de=elo61entalT or 1ental  
health 6roble1s of a fa1-l@ 1e1berT and be-n+ -solated -n the 
co11<n-t@W 
or the co11<n-t@T r-s0 factors -ncl<de -nade7<ate 
6ol-c-es and 6ro+ra11es to 6re=ent ch-ld 1altreat1entT ch-ld 
6orno+ra6h@T ch-ld 6rostit<tion and ch-ld labo<rW �he@ also -ncl<de 
soc-al and c<lt<ral nor1s that 6ro1ote or +lor-f@ =-olence to>ards 
othersT s<66ort the <se of cor6oral 6<n-sh1entT de1and r-+-d  
+ender rolesT or d-1-n-sh the stat<s of the ch-ld -n 6arent-ch-ld  
relationsh-6s (��)U (��)W 


-+<re A�W� 6ro=-des an o=er=-e> of ho> r-s0 factors assoc-ated 
>-th =-olence a+a-nst ch-ldren relate to each other >-th-n a soc-al 
ecolo+-cal 1odelW

Annex 2. Additional information about disease and  
injury burdens

A2.1.  
Risk factors for specific adolescent disease and injury burdens

�he follo>-n+ sections descr-be r-s0 factors that are assoc-ated >-th the 1a-n ca<ses of adolescent 1ortal-t@ and �A��s lostT as descr-bed 
-n �ection �W�W 
16ortantl@T these are e?a16les of r-s0 factors rather than e?ha<sti=e l-stsW

A2.1.1.  
Unintentional injury 

Risk factors associated with road injury can be grouped in four 
categories: those related to e?6os<re to r-s0 (eW+W -nade7<ate 
se6aration of h-+h-s6eed 1otor-Aed traăc fro1 =<lnerable road 
<sers)U acc-dent -n=ol=e1ent (eW+W -na66ro6r-ate or e?cess-=e 
s6eedU 6resence of alcoholT 1ed-c-nal or recreational dr<+sU <se 
of a 1ob-le 6hone)U acc-dent se=er-t@ (eW+W non-<se of seat-beltsT 
ch-ld restra-nts or crash hel1ets)U and se=er-t@ of 6ost-acc-dent 
-n/<r-es (eW+W those for >h-ch 1ed-cal care -s not needed or so<+htU 
those that res<lt -n a 6er1anent d-sab-l-t@) (��)U (��)W 
or @o<n+ car 
dr-=ersT 6r-nc-6al r-s0s -ncl<de be-n+ 1aleT n-+ht-ti1e dr-=-n+T and 
trans6ortin+ other @o<n+ 6eo6le as 6assen+ersW 

Risk factors associated with drowning -ncl<de a lac0 of 6h@s-cal 
barr-ers restr-ctin+ e?6os<re to >ater bod-esU 6oor s>-11-n+  
s0-llsU lo> a>areness of >ater dan+ersU h-+h-r-s0 beha=-o<r (eW+W 

cons<1-n+ alcohol near >ater)U <se of <nsafe trans6ort on >ater 
and >ater cross-n+sU lac0 of a safe dr-n0-n+->ater s<66l@U and 
*ood d-sasters (��)U (��)W Adolescents tend to be less s<6er=-sed 
than s1aller ch-ldrenT and are 1ore l-0el@ to en+a+e -n r-s0@  
beha=-o<r aro<nd >aterT -ncl<d-n+ cons<1-n+ alcoholW �hese  
factors can contr-b<te to adolescent dro>n-n+ 1ortal-t@  
and 1orb-d-t@ (�¤)W

Risk factors associated with burn injury d-øer accord-n+ to re+-onT 
b<t t@6-call@ -ncl<de alcohol and s1o0-n+U h-+h set te16erat<re  
-n hot >ater heatersU s<bstandard electr-cal >-r-n+U )re>or0s  
(6artic<larl@ for adolescent bo@s)U <se of o6en )res to heat roo1s 
and <se of 0erosene for la16sU and the <se of o6en )res for  
coo0-n+T es6ec-all@ >hen >ear-n+ lon+T loose-)ষn+ cloth-n+  
(6artic<larl@ for adolescent +-rls and >o1en) (��)U (��)W

• Sex
• Age
• Income
• Education
• Disability
•  Victim of child  

maltreatment
•  History of violent 

behaviour 
•  Alcohol/substance 

abuse 
•  Psychological  

personality disorder

• Poor parenting practices
• Marital discord
• Violent parental conflict
•  Early and forced  

marriage
•  Low socio-economic 

household status
•  Friends that engage  

in violence

• Concentrated poverty
• High crime levels
• High residential mobility
• High unemployment
• Local illicit drug trade
•  Weak institutional 

policies
•  Inadequate victim care 

services
•  Physical enviroment 

situational factors

• Rapid social change
• Economic inequality
• Gender inequality
•  Policies that  

increase inequalities
• Poverty
•  Weak economic  

safety net
•  Legal and cultural 

norms that support 
violence 

•  Inappropriate access  
to firearms

•  Fragility due  
to conflict/post- 
conflict or natural 
disaster

COMMUNITYSOCIETAL RELATIONSHIP INDIVIDUAL

Figure A2.1. Social ecological model summarizing factors contributing to violence against children
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A2.1.5.  
Noncommunicable diseases 

Risk factors associated with congenital anomalies can relate to 
+enetics (eW+W consan+<-n-t@U ethn-c-t@) andcor 1aternal factors 
(eW+W -nfectionsU 6oor n<tr-tionU en=-ron1ental e?6os<re) (��)W

Risk factors associated with leukaemia -ncl<de +enetic  
s<sce6tib-l-t@ and en=-ron1ental factorsW �he 1a/or en=-ron1ental 
r-s0 factor for le<0ae1-a -s -on-A-n+ rad-ationT b<t >ea0er  
assoc-ations ha=e also been fo<nd for non--on-A-n+ rad-ationU 
che1-cals (eW+W h@drocarbonsU 6estic-des)U and alcoholT c-+areħe 
and -ll-c-t dr<+ <se (¤�)U  ��)W

Risk factors associated with cerebrovascular disease and stroke 
-ncl<de beha=-o<rs s<ch as tobacco <seU 6h@s-cal -nacti=-t@U ha=-n+ 
an <nhealth@ d-et (r-ch -n saltT fat and calor-es)U and har1f<l <se  
of alcoholW �etabol-c r-s0 factors -ncl<de ra-sed blood 6ress<re  
(h@6ertens-on)U ra-sed blood s<+ar (d-abetes)U ra-sed blood l-6-ds 
(eW+W cholesterol)U and o=er>e-+ht and obes-t@W �ther r-s0  
factors -ncl<de a1b-ent 6artic<late 1aħer 6oll<tionU ho<sehold a-r 
6oll<tion fro1 sol-d f<elsU lead e?6os<reU 6o=ert@U lo> ed<cational

stat<sU ad=anc-n+ a+eU be-n+ 1aleU +enetic d-s6os-tionU and  
6s@cholo+-cal factors (eW+W stress or de6ress-on) (¤�)U (��)U (��)W

Risk factors associated with chronic respiratory diseases,  
including asthmaT -ncl<de tobacco <seU second-hand tobacco 
s1o0eU other -ndoor a-r 6oll<tantsU o<tdoor a-r 6oll<tantsU 
aller+ensU and occ<6ational a+ents (�¤)U (��)W

Risk factors associated with iron-deficiency anaemia 6r-1ar-l@ 
relate to d-etar@ -nade7<ac-es (eW+W d-ets based 1ostl@ on sta6le 
foods >-th l-ħle 1eat -nta0eU 6ast 1aln<tr-tionU lo> bod@  
n<tr-ent stores)W �-s0 factors also -ncl<de earl@ 6re+nanc@ and  
s6ec-)c health cond-tions (eW+W -nfections that ca<se blood lossT 
s<ch as hoo0>or1sT 1alar-a and <r-nar@ sch-stoso1-as-s) (�¥)U (��)W

Risk factors associated with skin disorders -n lo>- and  
1-ddle--nco1e co<ntr-es -ncl<de hot andcor h<1-d cl-1ateU  
6oor h@+-eneU lo> >ater <seU o=ercro>d-n+U and other s0-n  
d-sorders (¥�)W

Annex 2. Additional information about disease and  
injury burdens

A2.1.3.  
Sexual and reproductive health, including HIV

Risk factors associated with horizontal infection with HIV in  
adolescence -ncl<de l-=-n+ -n seষn+s >-th a +eneral-Aed H
�  
e6-de1-cU shar-n+ needles and s@r-n+es to -n/ect dr<+sU ha=-n+  
se?<al -nterco<rse >-tho<t <s-n+ a condo1U ha=-n+ another 
se?<all@ trans1-ħed -nfectionU ha=-n+ a h-+h n<1ber of se?<al 
6artnersU be-n+ an older adolescent rather than a @o<n+er oneU 
the bo@ or 1an be-n+ <nc-rc<1c-sedU and (fe1ales onl@) be-n+ 
d-=orcedT se6arated or >-do>ed (��-��)W H
� has also been 
assoc-ated >-th transactional se?T -WeW non-1ar-talT non-co11erc-al 
se?<al relationsh-6s 1oti=ated b@ the ass<16tion that a +-rl or 
>o1an >-ll e?chan+e se? for stat<s or 1ater-al bene)t rece-=ed 
fro1 a bo@ or 1an (�¤)W �e@ 6o6<lations s<ch as 1ales >ho ha=e 
se? >-th 1alesT trans+ender 6ersonsT se? >or0ersT or -n/ectin+ 
dr<+ <sers are also 1ore =<lnerable to H
�W �he -n=ol=e1ent of 
adolescents <nder �¥ @ears -n se? >or0 -sT b@ de)n-tionT se?<al 
e?6lo-tationW An@ adolescents >ho are se?<all@ ab<sed andcor 
e?6lo-ted are =<lnerable to H
�T as are those -n 6r-sons and other 
closed seষn+s (��)W

Risk factors associated with becoming pregnant, or making  
someone pregnant, in adolescence -ncl<de earl@ 1arr-a+eU se?<al 
coerc-onU lac0 of access to and <se of contrace6tionU alcohol <seU 
not alread@ ha=-n+ a ch-ldU lo> access and other barr-ers to  
condo1 <seU ha=-n+ a se?<al 6artner >-th lo>er ed<cation or  
ne+ati=e aষt<des abo<t condo1sU and (fe1ales onl@) earl@  
6<bertal de=elo61entU be-n+ an older rather than a @o<n+  
adolescentU @o<n+er a+e at )rst 1arr-a+eU ha=-n+ lo> f<t<re  
as6-rationsU ha=-n+ a 6re+nant fr-endU and be-n+ e16lo@ed  
(��)U (��)W 

Risk factors associated with maternal health problems among 
pregnant adolescents -ncl<de lo> ed<cational aħa-n1entU  
-nade7<ate n<tr-tion (eW+W anae1-aU -od-ne de)c-enc@)U be-n+ a 
@o<n+ adolescentU -11at<r-t@ of the 6el=-c bones and b-rth  
canalU 1alar-aU H
�U and 6re+nanc@--nd<ced h@6ertens-on (�¥)W 
n  
add-tionT 6re+nanc@ and lactation can ca<se >e-+ht lossT de6letion 
of fat and lean bod@ 1assT and a ceas-n+ of l-near +ro>th -n @o<n+ 
adolescent +-rlsW �h-s 1a@ contr-b<te to st<ntin+T 1a@ e?acerbate 
the o<tco1e of f<t<re 6re+nanc-esT and 1a@ -ncrease the r-s0 of 
1aternal 1orb-d-t@ and 1ortal-t@ (��)U (¤�)W

A2.1.4.  
Communicable diseases 

Risk factors associated with lower-respiratory infections -ncl<de 
o<tdoor a-r 6oll<tionU a1b-ent 6artic<late 1aħer 6oll<tionU -ndoor 
a-r 6oll<tion fro1 sol-d f<el <seU tobacco e?6os<reU alcohol <seU 
and A-nc de)c-enc@ (¤�-¤�) (nAnne? �o)W

Risk factors associated with diarrheal diseases -ncl<de 6oor  
6ersonal h@+-ene (eW+W -n food-handlers)U lac0 of san-tation (eW+W -n 
food 6re6aration and health-care seষn+s)U eatin+ <ndercoo0ed 
foodU conta1-nated so-lT >ater and foodU 6o=ert@U and cl-1ate 
chan+e (¤�)U (¤�)W
    
Risk factors associated with meningitis ta0e 6lace at the le=el  
of the or+an-s1 (eW+W so1e stra-ns are 1ore =-r<lent than  
others)U -nd-=-d<al (eW+W lo> soc-oecono1-c stat<sU tobacco <seU 
H
� -nfectionU 1<cosal les-onsU conco1-tant res6-rator@ -nfections)U 
6o6<lation (eW+W -11<nolo+-cal s<sce6tib-l-t@ of the 6o6<lation) 
and en=-ron1ent (eW+W cro>d-n+U tra=el to e6-de1-c areasU s6ec-al 
cl-1atic cond-tions s<ch as the dr@ season or d<st stor1s) (¤�-¤�)W

Risk factors associated with malaria can relate to be-n+ a @o<n+ 
adolescentU be-n+ fe1aleU occ<6ation (eW+W 1-+rant >or0er)U  
location (eW+W near a lar+e da1)U ecolo+@ (eW+W dee6 forests)U cl-1ate 
chan+eU <se of -nsectic-de-treated netsU and >ea0 health s@ste1sW 

or e?a16leT 1alar-a 1a@ concentrate -n 1ar+-nal-Aed 6o6<lationsT 
s<ch as those l-=-n+ -n re1ote border areasT and tr-bal 6o6<lations 
(¤�)U (¤¥)W 
16ortant 6re=enti=e factors are <s-n+ a lon+-lastin+  
-nsectic-de treated bednet (��
�) >hen slee6-n+ at n-+htW  
Ho<sehold s<r=e@s as0 abo<t n<1ber of ��
�s -n each  
ho<sehold as a 6ro?@ 1eas<re for ��
� <seW

Risk factors associated with tuberculosis -ncl<de those related to 
e?6os<re and trans1-ss-on (eW+W ho<sehold a-r 6oll<tionU 6o=ert@) 
and those related to de=elo6-n+ t<berc<los-s ađer -nfectionT  
-ncl<d-n+ a+e (-WeW adolescence)U -11<node)c-enc@ (eW+W that 
ca<sed b@ H
� -nfectionT 1easles or se=ere 1aln<tr-tion)U se=eral 
nonco11<n-cable d-seases (eW+W d-abetes 1ell-t<sU s-l-cos-s)U  
s1o0-n+U and har1f<l alcohol and dr<+ <se (¤�)U (��)W

A
nn

ex
 2

2

Anne? �

©Hanalie Albiso



Global Accelerated Action for the Health of Adolescents (AA-HA!)16 17

A2.2.  
Additional information about humanitarian and fragile settings

�an@ of toda@Zs h<1an-tar-an cr-ses -n=ol=e collecti=e =-olenceT  
-ncl<d-n+ 6ol-tical con*-cts that occ<r >-th-n or bet>een states 
(eW+W >arU terror-s1)T state-6er6etrated actions (eW+W +enoc-deU 
re6ress-onU d-sa66earancesU tort<re)T and or+an-Aed cr-1e (eW+W 
band-tr@ and +an+ >arfare) (��)W �-=-l-ans are ođen the 6r-1ar@ 
=-cti1s and 1a@ be e?6osed to h<1an r-+hts ab<sesT 6h@s-cal  
and se?<al =-olenceT arb-trar@ detention and -16r-son1entT  
-nti1-dationT and forced d-s6lace1ent (��)W �<r-n+ both nat<ral 

and h<1an-ca<sed cr-sesT health -nfrastr<ct<re can be da1a+ed 
and health s@ste1s and ser=-ce del-=er@ se=erel@ d-sr<6ted (��)W 
�<ch e=ents ha=e de=astatin+ -16acts on h<1an healthT  
6otentiall@ ca<s-n+ h<ndreds of tho<sands of deathsT and  
-llness and -n/<r@ for 1-ll-ons of othersW �able A�W� s<11ar-Aes  
the 1a-n >a@s that lar+e-scale con*-cts or nat<ral d-sasters  
d-rectl@ -16act on the health of +eneral 6o6<lationsW   

Annex 2. Additional information about disease and  
injury burdens

A2.1.6.  
Mental health, substance use, and self-harm

Risk factors associated with non-suicidal self-injury in  
adolescents -ncl<de a h-stor@ of se?<al or 6h@s-cal ab<seT  
ne+ati=e or stressf<l l-fe e=entsT and s@16to1s ođen l-n0ed  
>-th 6s@ch-atr-c 1orb-d-t@ (eW+W de6ress-onU d-ssoc-ationU an?-et@U 
hostil-t@U 6oor self-estee1U antisoc-al beha=-o<rU s1o0-n+U  
e1otional reacti=-t@U and de)c-ts -n e1otion re+<lation)W  
�tressf<l l-fe e=ents ođen -n=ol=e -nter6ersonal con*-ctU lossesU 
fa1-l@ d-scordU d-ăc<lties >-th fr-endsU 6roble1s -n ro1antic  
relationsh-6sU and school 6roble1sW �otabl@T all of these r-s0 
factors are not s6ec-)c and are also r-s0 factors for s<-c-dal  
beha=-o<r (¥�)W

Risk factors associated with suicide can f<nction at d-øerent  
ecolo+-cal le=elsT -ncl<d-n+V
•  individual g eW+W h-stor@ of self-har1 or 6re=-o<s s<-c-de  

aħe16tU 1ental d-sordersU har1f<l <se of alcohol or dr<+sU /ob 
or )nanc-al lossU ho6elessnessU chron-c 6a-nU fa1-l@ h-stor@ of 
s<-c-deU +enetic and b-olo+-cal factorsU

•  interpersonal g eW+W se?<alT 6h@s-cal or e1otional ab<se or 
ne+lect -n ch-ldhood or adolescenceU sense of -solation and lac0 
of soc-al s<66ortU relationsh-6 con*-ctT d-scord or lossU -nti1ate 
6artner =-olenceU e?6er-ence of c@berb<ll@-n+U

•  community g eW+W d-scr-1-nation a+a-nst lesb-anT +a@T b-se?<alT 
trans+ender or -nterse? 6ersonsU sti+1a assoc-ated >-th  
hel6-see0-n+U stresses of acc<lt<ration and d-slocationU

• organization g eW+W barr-ers to access-n+ health careU and
•  environment/structure/macro g eW+W access to 1eansU  

d-sasterT >ar and con*-ctW
 (��)U (¤�)U (¥�-¥�)W

Risk factors associated with depression -ncl<de those that are 
b-olo+-cal (eW+W be-n+ fe1ale for a 6ost6<bertal adolescentU fa1-l@ 
h-stor@ of a 1ood d-sorder) and e?6er-ential (eW+W harsh 6arentin+ 
or 6arental re/ectionU ch-ld ab<se and ne+lectU b<ll@-n+U stressf<l 
l-fe e=entsT s<ch as loss of a 6arent) (¤�)U (¥�)U (¥¤)W

Risk factors associated with anxiety -ncl<de ad=erse ch-ldhood 
e?6er-ences (eW+W ab<seT ne+lectT se6aration fro1 6arents and 
death of a 6arent)U +enetic and b-olo+-cal factors (eW+W fa1-l@  
h-stor@ of an?-et@U an?-o<s te16era1ent as an -nfantcch-ld)U  
learn-n+ 6rocesses d<r-n+ ch-ldhood (eW+W 1odell-n+ and  
o=er-control b@ o=eran?-o<s 6arents)U feel-n+s of lac0 of  
controlU and lo> self-eăcac@T co6-n+ strate+-es and soc-al  
s<66ort (¥�)U (¥�)W

Risk factors associated with conduct disorder -ncl<de 1aternal 
s1o0-n+ d<r-n+ 6re+nanc@U beha=-o<ral -16<ls-=-t@U 6arentin+ 
-ss<esT s<ch as harsh and -ncons-stent d-sc-6l-ne and -nade7<ate 
s<6er=-s-onU 6arental antisoc-al beha=-o<r and s<bstance <seU ch-ld 
ab<seU earl@ a++ress-=e beha=-o<r and cond<ct 6roble1sU earl@ 
s<bstance <seU de=-ant 6eer +ro<6sU lo> 6o6<lar-t@ a1on+ 6eersU 
and -16o=er-shed and soc-all@ d-sor+an-Aed ne-+hbo<rhoods >-th 
h-+h le=els of cr-1e (¥�)W 

Risk factors associated with adolescent alcohol use disorders 
-ncl<de en=-ron1ental factors (eW+W 6eer -n*<ence on r-s0-ta0-n+U 
6eer acce6tance as re>ardU h-+h 6eer alcohol <se and fa=o<rable 
aষt<des of 6eers to>ard alcohol <seU lo> le=els of 6arental  
s<6er=-s-onU e?6os<re to a close fa1-l@ 1e1ber >ho dr-n0sU  
eas@ access to alcoholU 6os-ti=e e?6ectations of alcohol)U a fa1-l@ 
h-stor@ of alcohol 6roble1sU and 1ental health (eW+W ch-ldhood 
se?<al ab<seU sensation see0-n+ and beha=-o<ral d-s-nh-b-tionU 
cond<ct d-sorderU antisoc-al beha=-o<rU de6ress-on) (¤�)U (¥¥)W

Risk factors associated with drug-use disorders -ncl<deV earl@ 
onset of dr<+ <seU <s-n+ 1<lti6le t@6es of -ll-c-t dr<+sU onset  
before a+e �� @ears of e?ternal-A-n+ (eW+W cond<ct d-sorder)  
and -nternal-A-n+ 1ental d-sorders (eW+W de6ress-on)U h-+h  
<ne16lo@1entU and 6o=ert@ (¥�)W

HEALTH IMPACT CAUSES

Increased mortality

Deaths due to external causes, mainly related to weapons

Deaths due to infectious diseases (such as measles, poliomyelitis, tetanus and malaria)

Deaths due to noncommunicable diseases, as well as deaths otherwise avoidable through medical care (including asthma, diabetes 
and emergency surgery)

Increased morbidity

Injuries from external causes, such as those from weapons, mutilation, antipersonnel landmines, burns and poisoning

Morbidity associated with other external causes, including sexual violence

Infectious diseases:
• water-related (such as cholera, typhoid and dysentery due to Shigella spp.);
• vector-borne (such as malaria and onchocerciasis); and
• other communicable diseases (such as tuberculosis, acute respiratory infections, HIV infection and other STIs).

Reproductive health:
• a greater number of stillbirths and premature births, more cases of low birth weight, and more delivery complications; and
• longer-term genetic impact of exposure to chemicals and radiation.

Nutrition:
• acute and chronic malnutrition and a variety of deficiency disorders.

Mental health:
• anxiety
• depression
• post-traumatic stress disorder
• suicidal behaviour.

Increased disability
8. Adolescents’ participation

Physical

Psychological

Social

Table A2.1. Examples of increased mortality, morbidity, and disability in humanitarian and fragile settings

�o<rceV (��)W
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Annex 3. Additional information about evidence-based  
interventions

A3.1.  
Positive development interventions

A3.1.1.  
Adolescent-friendly health services

Adolescent-fr-endl@ health ser=-ces are those that are access-bleT 
acce6table and a66ro6r-ate for adolescents (��)W �he@ are  
e7<-table beca<se the@ are -ncl<s-=e and do not d-scr-1-nate 
a+a-nst an@ +ro<6 >-th-n th-s @o<n+ cl-entele on +ro<nds of  
+enderT ethn-c-t@T rel-+-onT d-sab-l-t@T soc-al stat<s or an@ other  
reasonW 
ndeedT the@ 1a@ reach o<t to those >ho are 1ost  

=<lnerable and those >ho lac0 ser=-cesW 
n ����T �H�  
6<bl-shed �a0-n+ Health �er=-ces Adolescent 
r-endl@T a +<-dance 
doc<1ent on de=elo6-n+ national 7<al-t@ standards (��)W �able 
A�W� de)nes the e-+ht +lobal standards for health-care ser=-ces  
for adolescents (¥)W 

Adolescent-fr-endl@ health ser=-ces are co16rehens-=e -n that  
the@ del-=er an essential 6ac0a+e of ser=-ces to the >hole tar+et 
+ro<6 (eW+W �ase st<d-es A�W� and A�W�) (¥)W �he ���� �H�  
Adolescent �ob A-d -s a des0 reference tool to ass-st 6r-1ar@  
health care >or0ers to res6ond a66ro6r-atel@ to adolescents  
and to 6ro=-de -nte+rated 1ana+e1ent of co11on concernsT  

-ncl<d-n+ de=elo61ental cond-tionsU 1enstr<al cond-tionsU  
6re+nanc@-related cond-tionsU +en-tal cond-tionsU 7<estions  
related to H
�U abdo1-nal 6a-nU s<s6ected anae1-aU tirednessU 
headacheU s0-n 6roble1sU bod@ -1a+e concernsU =-s-on 6roble1sU 
and concerns abo<t assa<lt or ab<se (��)W 

Table A3.1. Global standards for quality health-care services for adolescents 

�o<rceV (¥)W

�o<rceV (¥)W�o<rcesV (�¤-�¥)W 

�o<rceV (��)W 

STANDARD DEFINITION

1. Adolescents’ health literacy The health facility implements systems to ensure that adolescents are knowledgeable about their own health, and 
they know where and when to obtain health services.

2. Community support The health facility implements systems to ensure that parents, guardians and other community members and  
community organizations recognize the value of providing health services to adolescents and support such provision 
and the utilization of services by adolescents.

3. Appropriate package of services The health facility provides a package of information, counselling, diagnostic, treatment and care services that fulfils 
the needs of all adolescents. Services are provided in the facility and through referral linkages and outreach. Service 
provision in the facility should be linked, as relevant, with service provision in referral-level health facilities, schools 
and other community settings.

4. Providers’ competencies Health-care providers demonstrate the technical competence required to provide effective health services to  
adolescents. Both health-care providers and support staff respect, protect and fulfil adolescents’ rights to  
information, privacy, confidentiality, non-discrimination, non-judgemental attitudes and respect.

5. Facility characteristics The health facility has convenient operating hours, a welcoming and clean environment and maintains privacy and 
confidentiality. It has the equipment, medicines, supplies and technology needed to ensure effective service  
provision to adolescents.

6. Equity and non-discrimination The health facility provides quality services to all adolescents irrespective of their ability to pay, age, sex, marital 
status, education level, ethnic origin, sexual orientation or other characteristics.

7. Data and quality improvement The health facility collects, analyses and uses data on service utilization and quality of care, disaggregated by age  
and sex, to support quality improvement. Health facility staff are supported to participate in continuous  
quality improvement.

8. Adolescents’ participation Adolescents are involved in the planning, monitoring, and evaluation of health services and in decisions regarding 
their own care, as well as in certain appropriate aspects of service provision.

In 2009, Zimbabwe conducted a pilot project focusing  
on behaviour change among young people and delivery  
of effective, quality health services for this age group.  
The purpose of the project was to reduce unintended 
pregnancies among nursing students at Parirenyatwa  
Nursing School. The problems identified before launching 
the project were: a high pregnancy rate; a high unsafe 
abortion rate; a high rate of unmet contraceptive need 
among students who had discontinued their studies; and  
a lack of friendly health-care services tailored to young 
people. The project was a student-run programme,  
so young people were involved in the planning,  

implementation and monitoring of all activities.  
Priority was given to treating students who attended 
health facilities with respect and protecting their privacy 
and confidentiality. After three years of implementation, 
more than 75% of students had used the services; the 
number of pregnancies per year fell from 21 to two; the 
number of unsafe abortions decreased from five to one; 
students from other institutions began to use the service; 
similar services were established in two other nursing 
schools; and planning for nationwide provision of such 
services was underway.

Zimbabwe’s youth-friendly health services to reduce unintended pregnancies

�ase �t<d@ A�W�

Studies have shown that many young Egyptians have  
sexual relations before marriage. However, Egyptian  
adolescents receive little accurate information about  
sexuality and protecting their health, leaving them  
vulnerable to coercion, abuse, unintended pregnancy  
and HIV and other STIs. Since 2003, the Egyptian Family 
Planning Association, which is the government’s  
primary partner in sexual and reproductive health 
(SRH), has attempted to address these issues through 
youth-friendly clinics and school-based health education. 
Over a decade, approximately 30 clinics in Cairo and Upper 
and Lower Egypt participated in initiatives to build their 
capacities to respond appropriately to adolescent  
SRH issues. 

Each youth-friendly clinic is staffed by a doctor and a  
nurse who has been trained in providing youth SRH  
services at subsidized prices, including pre-marital c
ounselling and examination; counselling, examination and  
treatment or referral for STIs; counselling, examination  
and treatment of pubertal disorders; counselling and  
provision of contraceptive methods for married youth;  
antenatal and postnatal care and counselling; and  
laboratory services. Limitations include that, in accordance 

with government policies, youth-friendly clinic providers 
can only provide information and counselling and are not 
allowed to give physical examinations to unmarried youth. 
In addition, despite the need for youth SRH services, the 
youth-friendly clinics are currently underutilized. Several  
factors have contributed to this situation, including 
ineffective advertising, fear of stigma and lack of female 
physicians in some clinics. 

As an extension to youth-friendly clinics, an SRH  
education project was rolled out in schools close to clinics 
in 22 governorates. The project aims to provide accurate 
and appropriate reproductive health information to  
adolescent students, correct their misconceptions, and 
respond to their questions and concerns. Two physicians 
from each governorate – one male and one female – 
were trained in communication skills and a participatory 
approach to teaching. In health education sessions, the 
physicians and/or peer educators discuss topics such as 
puberty, life skills, reproductive anatomy and physiology, 
nutrition, anaemia and smoking with the students. More 
than 2000 sessions in 667 schools were conducted  
between 2010 and 2012. These were attended by almost 
32 500 students, of whom more than 17 000 were girls.

Egypt’s youth-friendly health services and health education in schools

�ase �t<d@ A�W�
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Annex 3. Additional information about evidence-based  
interventions


16ortantl@T >hen adolescents see0 hel6 fro1 a health >or0erT 
the@ tend to =ol<nteer -nfor1ation abo<t the health 6roble1 that 
see1s 1ost -16ortant to the1 (-WeW the 6resentin+ co16la-nt)W 
�he@ 1a@ ha=e other health 6roble1s and concerns b<t 1a@ not 
sa@ an@th-n+ abo<t the1 <nless d-rectl@ as0edT es6ec-all@ -f the@ 
feel e1barrassed or scaredW 
n s<ch s-t<ationsT health >or0ers 
sho<ld cons-der cond<ctin+ a H	A���� assess1ent (an acron@1 
for ho1eT ed<cationce16lo@1entT eatin+T acti=-t@T dr<+sT  

se?<al-t@T safet@T s<-c-dal th-n0-n+cde6ress-on) to detect an@ health 
and de=elo61ent 6roble1s that the adolescent has not 6resented 
>-thT and >hether the adolescent en+a+es -nT or -s l-0el@ to en+a+e 
-nT beha=-o<rs that co<ld 6<t the1 at r-s0 of ne+ati=e health 
o<tco1es (s<ch as -n/ectin+ dr<+s or ha=-n+ <n6rotected se?) (��)W 

nfor1ation that can be obta-ned fro1 a H	A���� assess1ent -s 
deta-led -n �able A�W�W 

�elated to se?<al and re6rod<cti=e health assess1ents >-th 
adolescents -n 6r-1ar@ careT �H� reco11ends a br-ef se?<al-t@ 
related co11<n-cation for 6re=ention of ��
s a1on+ ad<lts and 
adolescents -n 6r-1ar@ health ser=-cesW Health-care 6ro=-ders 
th<s sho<ld be tra-ned -n the se?<al health 0no>led+e and s0-lls 
the@ need to carr@ o<t s<ch co11<n-cation (��)W �e?<al health 
here -s de)ned as a state of 6h@s-calT e1otionalT 1ental and soc-al 
>ell-be-n+ -n relation to se?<al-t@U -t -s not 1erel@ the absence of 
d-seaseT d@sf<nction or -n)r1-t@W �he �H� >or0-n+ de)n-tion of 
se?<al-t@ -sV [a central as6ect of be-n+ h<1an thro<+ho<t l-fe that 
enco16asses se?T +ender -dentities and rolesT se?<al or-entationT 
erotic-s1T 6leas<reT -nti1ac@ and re6rod<ction\ (��)W 

�r-ef se?<al-t@ related co11<n-cation -n=ol=es a n<rseT doctor or 
health ed<cator <s-n+ co<nsell-n+ s0-llsT >hen the o66ort<n-t@  
ar-sesT to address se?<al-t@ and to 6ro1ote se?<al >ell-be-n+ 
d<r-n+ the len+th of a t@6-cal 6r-1ar@ health care =-s-tW 
t -s rooted 
-n the <nderstand-n+ that there -s ođen a +a6 bet>een -ntention 
and beha=-o<rT and see0s to enable cl-ents to br-d+e th-s +a6 b@ 
hel6-n+ the1 to establ-sh clear 6ersonal +oalsT as >ell as to -n-tiate 
and s<sta-n the-r 1oti=ation and actions to>ards ach-e=-n+ theseW 
�eca<se th-s co11<n-cation -s 6ro=-ded b@ a health >or0erT -t has 
a +reater l-0el-hood of o=erco1-n+ c<lt<ral sens-ti=-ties that e?-st  
-n 1an@ conte?ts aro<nd +-=-n+ -nfor1ation and s<66ort to 
adolescents -n relation to se?<al-t@ g ass<1-n+ that the 6ro=-der 
has rece-=ed a66ro6r-ate tra-n-n+ and s<66ort to del-=er -t >ellW

Table A3.2. Content of a primary care HEADSSS assessment with an adolescent: home, education/employment, eating, activity, 
drugs, sexuality, safety, suicidal thinking/depression

�o<rceV (��)W

CATEGORY INFORMATION TO BE ASSESSED

1. Home • where they live
• with whom they live
• whether there have been recent changes in their home situation
• how they perceive their home situation.

2. Education/ employment • whether they study or work
• how they perceive how they are doing
• how they perceive their relation with their teachers and fellow students/employers and colleagues
• whether there have been any recent changes in their situation
• what they do during their breaks.

3. Eating • how many meals they have on a normal day
• what they eat at each meal
• what they think and feel about their bodies.

4. Activity • what activities they are involved in outside study or work
• what they do in their free time – during week days and on holidays
• whether they spend some time with family members and friends.

5. Drugs • whether they use tobacco, alcohol or other substances
• whether they inject any substances
• if they use any substances, how much do they use; when, where and with whom do they use them.

6. Sexuality • their knowledge about sexual and reproductive health
• their knowledge about their menstrual periods
• any questions and concerns that they have about their menstrual periods
• their thoughts and feelings about sexuality
• whether they are sexually active; if so, the nature and context of their sexual activity
• whether they are taking steps to avoid sexual and reproductive health problems
•  whether they have in fact encountered such problems (unintended pregnancy, infection, sexual coercion);  

if so, whether they have received any treatment for this
• their sexual orientation.

7. Safety • whether they feel safe at home, in the community, in their place of study or at work
• on the road (as drivers and as pedestrians) etc.
• if they feel unsafe, what makes them feel so.

8. Suicidal thinking/ depression • whether their sleep is adequate
• whether they feel unduly tired
• whether they eat well
• how they feel emotionally
•  whether they have had any mental health problems (especially depression); if so, whether they have received any 

treatment for this
• whether they have had suicidal thoughts
• whether they have attempted suicide.

A
nn

ex
 3

3

Anne? �

©Palash Khatri



Global Accelerated Action for the Health of Adolescents (AA-HA!)22 23

Annex 3. Additional information about evidence-based  
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Table A3.3. Resources from various organizations on planning, implementing, monitoring and evaluating school health programmesA3.1.2.  
School health, hygiene and nutrition interventions

�H�T the �n-ted �ations �h-ldrenZs 
<nd (��
�	
)T the  
�n-ted �ations 	d<cationalT �c-enti)c and �<lt<ral �r+an-Aation  
(��	���) and the �orld �an0 ha=e a+reed <6on a core +ro<6  
of cost-eøecti=e co16onents of a school healthT h@+-ene and  
n<tr-tion 6ro+ra11eT as follo>sV 

j  health-related 6ol-c-es -n schools that hel6 to ens<re a safe  
and sec<re 6h@s-cal en=-ron1ent and a 6os-ti=e 6s@chosoc-al 
en=-ron1entT and address all t@6es of school =-olenceT s<ch  
as ab<se of st<dentsT se?<al harass1ent and b<ll@-n+U

j  safe >ater and san-tation fac-l-tiesT as )rst ste6s -n creatin+  
a health@ school en=-ron1entU

j  s0-lls-based health ed<cation that foc<ses on the  
de=elo61ent of the 0no>led+eT aষt<desT =al<es and l-fe  
s0-lls needed to 1a0eT and act onT the 1ost a66ro6r-ate  
and 6os-ti=e dec-s-ons concern-n+ healthU and

j  school-based health and n<tr-tion ser=-ces that are s-16leT  
safe and fa1-l-arT and address 6roble1s that are 6re=alent  
and reco+n-Aed as -16ortant -n the co11<n-t@W

 (���)W

�H� has 6ro=-ded deta-led +<-dance to co<ntr-es on these and 
other as6ects of a health-6ro1otin+ school thro<+h a ser-es of 
6<bl-cationsW �H�Zs 
nfor1ation �er-es on �chool Health -ncl<des 
-ss<es foc<sed on local action (��)U health@ n<tr-tion (���)U  
e1otional and soc-al >ell-be-n+ (���)U s0-lls for health (���)U 
=-olence 6re=ention (���)U re6rod<cti=e health (���)U H
�cA
��c
��
 and related d-scr-1-nation (��¤)U 6h@s-cal acti=-t@ (���)U  
red<c-n+ hel1-nth -nfections (��¥)U tobacco <se 6re=ention  
(���)U s<n 6rotection (���)U oral health (���)U and the 6h@s-cal  
en=-ron1ent (���)W


or e?a16leT -n ���� �H� 6<bl-shed a +<-dance doc<1ent  
that o<tl-nes >hat -s needed for a school to 6ro=-de a health@  
6s@chosoc-al en=-ron1ent for st<dents (���)W �he doc<1ent  
e?6la-ns ho> teachers and other school staø can assess  
the 6s@chosoc-al en=-ron1ent at the-r school and 1a0e  
or+an-Aational chan+es to -16ro=e 6ro1otion of the 1ental health 
and >ell-be-n+ of st<dentsW �h-s 6rocess -ncl<des assess-n+  
>hether the school 6ro=-des a fr-endl@T re>ard-n+ and s<66orti=e 
at1os6hereU s<66orts coo6eration and acti=e learn-n+U forb-ds 
6h@s-cal 6<n-sh1ent and =-olenceU does not tolerate b<ll@-n+T  
harass1ent and d-scr-1-nationU =al<es the de=elo61ent of  
creati=e acti=-tiesU connects school and ho1e l-fe thro<+h  
-n=ol=-n+ 6arentsU and 6ro1otes e7<al o66ort<n-ties and  
6artic-6ation -n dec-s-on-1a0-n+ (eW+W �ase st<d@ A�W�)W

�able A�W� l-sts 1ore reso<rces fro1 =ar-o<s or+an-Aations  
on 6lann-n+T -16le1entin+T 1on-tor-n+ and e=al<atin+ school  
health 6ro+ra11esW

ORGANIZATION/INITIATIVE  ADVOCACY, POLICY GUIDANCE, 
CASE STUDIES FROM COUNTRIES

IMPLEMENTATION MANUALS  
AND TOOLS

MONITORING AND EVALUATION

WHO European framework for quality 
standards in school health services 
and competences for school health 
professionals

Global school-based student health 
survey (GSHS)

Global Youth Tobacco Survey (GYTS)

Health Behaviour in School-Aged 
Children (HBSC)

Case studies from countries on HBSC 
data-driven policy

School for health in Europe School health promotion: evidence for 
effective action

School for health online school manual

School action planner

SHE (online) rapid assessment tool

International Union for Health  
Promotion and Education (IUHPE)

Monitoring and assessing progress in 
health-promoting schools: issues for 
policy-makers to consider

Facilitating Dialogue between the 
Health and Education Sectors to  
advance School Health Promotion  
and Education

Promoting Health in Schools: From 
evidence to Action (the document is 
available in Arabic, Simple Chinese, 
Traditional Chinese, English, French, 
Italian, Japanese, Portuguese, Russian 
and Spanish)

Achieving Health-Promoting Schools: 
Guidelines to Promote Health in Schools 
(the document is available in Arabic, 
Chinese, English, French, Italian, Japa-
nese, Portuguese, Russian  
and Spanish)

Interagency partnership on Focusing 
Resources on Effective School Health 
(FRESH)

FRESH examples from countries and 
policy guidance on HIV 

School health in Latin America and  
the Caribbean 

FRESH implementation tools on food 
and nutrition, water, sanitation and the 
environment

Monitoring and Evaluation Guidance 
for School Health Programmes – Eight 
Core Indicators to Support FRESH

Monitoring and Evaluation Guidance  
for School Health Programmes –  
Thematic Indicators

Monitoring and Evaluation  
Guidance for School Health  
Programmes – Appendices

Frequently Asked Questions

Centers for Disease Control and  
Prevention (CDC)

CDC tools and resources on school health across topics  

Professional Development and Training

School Health Policies and Practices Study (SHPPS)  
(survey questionnaires, reports)
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The national mental health programme in the Islamic 
Republic of Iran was launched in 1988, and at that time 
focused mainly on the integration of mental health into 
primary health care for the general population. Subsequent 
student surveys highlighted psychosocial problems among 
adolescents, which led to a new focus on mental health 
promotion in schools. A pilot project for school children 

and their parents was started in Damavand, a city north of 
Tehran. An evaluation found the intervention significantly 
improved students’ and parents’ attitudes towards mental 
health, increased student self-esteem, reduced fear of 
examinations, ended corporal punishment, reduced sexual 
assaults, and reduced student smoking. The programme 
was subsequently scaled-up to the national level.

The Islamic Republic of Iran’s school mental health promotion project

�o<rceV (���)W

Nutrition services, including meal provision

�chools 6ro=-de a >ealth of o66ort<n-ties to -16ro=e adolescent 
n<tr-tion thro<+h for1al learn-n+T +arden-n+T coo0-n+ and feed-n+ 
(��)W �o -16le1ent co16rehens-=e school-based n<tr-tion  
6ro+ra11esT national +o=ern1ents sho<ldV

j  establ-sh standards for 1eals 6ro=-ded -n schoolsT or foods  
and be=era+es sold -n schoolsT that 1eet health@ n<tr-tion 
+<-del-nesU

j   el-1-nate the 6ro=-s-on or sale of <nhealth@ foodsT s<ch as  
s<+ar-s>eetened be=era+es and ener+@-denseT n<tr-ent-6oor 
foodsT -n the school en=-ron1entU

j  ens<re access to 6otable >ater -n schools and s6orts fac-l-tiesU
j   re7<-re -ncl<s-on of n<tr-tion and health ed<cation >-th-n  

the core c<rr-c<l<1 of schoolsU
j  -16ro=e the n<tr-tion l-terac@ and s0-lls of 6arents and  

care+-=ersU and
j  1a0e food 6re6aration classes a=a-lable to ch-ldrenT the-r  

6arents and care+-=ersW
 (���)

�chool feed-n+ 6ro+ra11es are es6ec-all@ -16ortant as the@  
can ens<re e7<-table food a=a-lab-l-t@ e=en for d-sad=anta+ed 
adolescentsT and 6ro1ote health@ eatin+ for all on a lar+e scale 
(eW+W �ase st<d@ A�W�) (���)W �hese 6ro+ra11es 1-+ht 6ro=-de 
brea0fastT l<nch andcor snac0s at red<ced 6r-ce or free of char+eW 

eed-n+ 6ro+ra11es ha=e been sho>n to -ncrease the >e-+ht 
of ch-ldren >ho do not other>-se ha=e access to ade7<ate foodT 
and -n so1e cases the@ ha=e -ncreased school aħendance and 
ach-e=e1entT 6artic<larl@ a1on+ +-rls (��)U (���)W 
n add-tionT 
the controlled nat<re of the school en=-ron1ent and -ts 6os-tion 
>-th-n soc-et@ 1a0es establ-sh-n+ nor1s for n<tr-tional 7<al-t@ 
a relati=el@ eas@ tas0 (���)W �chool food -s +enerall@ s<b/ect to 
str-ct 7<al-t@ and co16os-tion re+<lationT and st<d-es ha=e fo<nd 
that the n<tr-tional 7<al-t@ of school l<nches -s s-+n-)cantl@ beħer 
>hen -t -s 6ro=-ded b@ the schoolT co16ared to food bro<+ht fro1 
ho1e or 6<rchased e?ternall@W �H� has also 6rod<ced reso<rces 
to a-d +o=ern1ents -n 6ro1otin+ health@ dr-n0s -n school  
en=-ron1entsT eW+W the ���¤ ���� +<-del-nes �e �1artV �r-n0 
�aterV A G<-de for �chool �r-nc-6als -n �estr-ctin+ the �ale and 
�ar0etin+ of �<+ar@ �r-n0s -n and aro<nd �chools (��¤)W

�ase �t<d@ A�W�

Sweden has a long tradition of providing free school meals 
in primary and secondary school. This is regulated by state 
law, although state regulation is interpreted differently  
by municipalities across the country. School meals are 
funded by municipal taxes and municipalities operate the 
services in most areas; private-contract caters do so in 
some others. Head teachers, municipal dieticians or  
private-contract caterers are responsible for school-meal 
staff. The focus is on lunch, but a growing number of 
schools now also offer breakfast. School food must  
comply with Swedish Government Food Agency quality 
criteria and guidelines based on national nutrition  
recommendations that address nutrient content, menu 
planning, hygiene, eating environment and integration of 
the school food service within curricular activities. The 
main focus is on healthy food provision, but the choice of 
meals varies between municipalities and schools despite 
state regulation. The Swedish Government Food Agency 
hosts a website on which pupils, parents, school-meal 

personnel and decision-makers can rate meals. The meal 
service is mandatory, so the compliance and participation 
rate is very high. However, in many cases the school food 
is unpopular among students, teachers and parents.

The Swedish Municipality of Malmø, which has 82  
primary schools, has made considerable efforts to make  
an appealing and sustainable food service through its 
environmental protection agency, taking a particular focus 
on the climate effects of food choices. One of its flagship 
schools developed new recipes based on the local food 
supply, school-based gardening and seasonal, organic 
produce, and rebuilt the school kitchen to support such 
innovation. The school has reported increased support and 
demand for school meals since this revitalization effort 
began. School and municipal practitioners attribute their 
success to the wide participation of catering and  
educational staff, and the creation of education  
opportunities for staff to support implementation.

Sweden’s national programme to provide school meals to all students

�o<rceV (���)W

Health education, including comprehensive sexuality education

�0-lls-based health ed<cation <ses 6artic-6ator@ acti=-ties to  
hel6 st<dents ac7<-re 0no>led+e and de=elo6 the aষt<des  
and s0-lls re7<-red to ado6t health@ beha=-o<rs (�¥)W �hese  
can -ncl<de co+n-ti=e s0-lls (eW+W 6roble1-sol=-n+T creati=e  
th-n0-n+T cr-tical re*ection and dec-s-on-1a0-n+)U 6ersonal s0-lls 
(eW+W self-a>arenessT an+er 1ana+e1ent and e1otional co6-n+)U 
and -nter6ersonal s0-lls (eW+W co11<n-cationT coo6eration and 
ne+otiation)W 
or e?a16leT s0-lls-based health ed<cation see0s 
to clar-f@ st<dentsZ 6erce6tions of r-s0 and =<lnerab-l-t@T >h-ch 
can hel6 the1 a=o-d beco1-n+ -nfected >-th H
�U -ncrease the-r 
<nderstand-n+ of the -16ortance of >ash-n+ hands ađer +o-n+ to 
the to-let or before eatin+U or real-Ae the-r o>n role -n the <se of 
reso<rces and the-r -16act on the en=-ron1entW 
t has the  
6otential to e16o>er adolescents to 6rotect and -16ro=e the-r 
o>n and othersZ healthT safet@ and >ell-be-n+T lead-n+ to beħer 
health and ed<cational o<tco1es for the1 and the-r co11<n-tiesW

�-th-n broader health 6ro+ra11esT adolescents sho<ld ha=e 
access to re6rod<cti=e health ed<cationT foc<sed not onl@ on 
re6rod<ctionZs b-olo+-cal and techn-cal as6ectsT b<t also on the 
soc-al and e1otional -ss<es (�¥)W Adolescents 6artic<larl@ need to 
e?6lore feel-n+s and relationsh-6sT as >ell as fe1ale and 1enstr<al 
h@+-eneT 1ale h@+-eneT bod@ a>arenessT the 1at<ration 6rocess 
and chan+es d<r-n+ 6<bert@W �o? A�W� deta-ls the to6-cs that 
sho<ld be addressed >-th-n school-based 6<bert@ ed<cationW 

�ase �t<d@ A�W�W
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• What is puberty?
• When does puberty start? When does it end?
•  What changes take place in female and male bodies? 

Body image.
•  Hormonal and psychological changes and how to  

manage them.
•  The male and female reproductive systems, i.e. sexual 

and reproductive anatomy and physiology, and the  
maturation process.

• What emotional changes are experienced?
• Erections, ejaculation, wet dreams and male hygiene.
•  What is menstruation? What is premenstrual  

syndrome? Does menstruation hurt? How do  
you manage pain? How do you manage your  
menstruation?  

Menstrual hygiene materials, hygiene around  
menstruation, and how to dispose of menstrual  
materials. Menstrual calendar for tracking monthly  
menstrual flow, as well as identification of signs that  
a girl is going to have her period (e.g. breast sensitivity  
or changes in vaginal discharge).

•  Cultural and religious beliefs, social norms and  
myths surrounding menstruation and puberty  
(location-specific).

• Gender roles.
• Privacy and bodily integrity.
•  Adult perceptions – changing expectations and roles,  

and the way girls and boys are viewed as a result of 
reaching puberty (context-specific).

•  How puberty affects a young person’s role and  
relationship with family and friends.

In 2000 in Brazil, a curriculum-based sex education pro-
gramme endorsed by the State Departments of Education 
and Health of the State of Minas Gerais was adopted in 
five municipalities. This programme, known as PEAS Belgo, 
was based on the principle that sex education is a right and 
an essential component of adolescent development.  
At least 60% of staff in participating schools were trained 
as part of the programme, and the curriculum included 
activities both inside and outside of school designed to 

engage adolescents in a participatory learning process. 
Activities included workshops, radio programmes, research 
projects and theatrical plays as well as the distribution  
of educational materials and communication tools.  
Adolescents participating in the sex education programme 
reported positive changes in sexual behaviour, including 
increased modern contraceptive use and more consistent 
condom use with casual partners.

Box A3.1. Topics that should be included within puberty education

Brazil’s experience with curriculum-based sex education in schools

�o<rceV (�¥)W

�haracter-stics of an eøecti=e ��	 c<rr-c<l<1 relate to  
de=elo61entT content and -16le1entationT as follo>sV

j  �e=elo61ent g assess-n+ the rele=ant needs and assets  
of the 6artic<lar adolescent tar+et +ro<6U -dentif@-n+ health 
+oalsT beha=-o<rs aøectin+ those +oalsT and r-s0 and  
6rotecti=e factors aøectin+ those beha=-o<rsU and des-+n-n+ 
acti=-ties cons-stent >-th those factorsT co11<n-t@ =al<es  
and a=a-lable reso<rces (eW+W staø s0-llsT staø ti1eT s6ace  
and s<66l-es)W 

j   �ontent g creatin+ a safe soc-al en=-ron1ent for adolescent 
6artic-6antsU foc<s-n+ on 6re=ention of H
�T other ��
sT earl@ 
6re+nanc@ and <nsafe abortionU tar+etin+ s6ec-)c se?<al  
beha=-o<rs that lead to these health +oals (eW+W red<c-n+  
n<1ber of se?<al 6artnersT or <s-n+ condo1s and other  
contrace6ti=es)U clearl@ address-n+ ho> to a=o-d s-t<ations  
that 1-+ht lead to r-s0@ beha=-o<rsU 1<lti6le acti=-ties to  
chan+e each of the tar+eted r-s0 and 6rotecti=e factors aøectin+ 
these beha=-o<rs (eW+W 0no>led+eT 6erce-=ed r-s0sT aষt<desT 
6erce-=ed nor1s and self-eăcac@)U and <s-n+ teach-n+ 1ethods 
that acti=el@ -n=ol=e @o<th 6artic-6ants and hel6 the1 to  
6ersonal-Ae the -nfor1ationW 

j  
16le1entation g ed<cators >-th des-red character-stics and 
tra-n-n+ to carr@ o<t the c<rr-c<l<1U at least 1-n-1<1 s<66ort 
fro1 a66ro6r-ate a<thor-ties (eW+W �-n-str@ of HealthT �-n-str@ 
of 	d<cationT school d-str-ct and co11<n-t@ or+an-Aation)U and 
-16le1entation of c<rr-c<l<1 acti=-ties >-th 7<al-t@  
and )del-t@W

 (���)

��	 content 1<st res6ond a66ro6r-atel@ to the s6ec-)c  
conte?t and needs of @o<n+ 6eo6le -n order to be eøecti=eW  
�h-s ada6tab-l-t@ -s central to c<lt<rall@ rele=ant 6ro+ra11-n+T  
and -ncl<des <nderstand-n+ the 1essa+es that c<lt<res con=e@ 
aro<nd +enderT se? and se?<al-t@ (���)W �h-s 1a@ -ncl<de a  
concerted foc<s on to6-cs s<ch as +ender d-scr-1-nationT  
se?<al and +ender-based =-olenceT H
� and A
��T ch-ld 1arr-a+e 
and har1f<l trad-tional 6racticesW

�he ���� �n-ted �ations �o6<lation 
<nd (��
�A) �6erational 
G<-dance for �o16rehens-=e �e?<al-t@ 	d<cation 6ro=-des tools 
to s<66ort +o=ern1ents -n des-+n-n+T -16le1entin+ and e=al<atin+ 
��	 6ro+ra11es (��¥)W 
deall@ adolescents >-ll be -n=ol=ed -n the 
de=elo61entT content and -16le1entation of ��	 6ro+ra11esT 
both as a 6artic-6ator@ r-+ht and as a >a@ to 1a?-1-Ae 6ro+ra11e 
rele=anceT 7<al-t@ and eøecti=enessW

Menstrual hygiene management interventions

Adolescent +-rls need an ade7<ateT re+<lar s<66l@ of 1ater-als for 
1enstr<al h@+-ene 1ana+e1entT as >ell as access to a loc0ableT 
s-n+le-se?T 6r-=ate to-let >-th >ater and soa6 for >ash-n+T and a 
s<-table 6r-=ate s6ace to dr@ >et 1enstr<al cloths andcor a  
closed b-n or -nc-nerator for <sed 1enstr<al 6ads (���)U (���)W 
�<rrentl@ there -s an absence of +<-danceT fac-l-ties and  
1ater-als for +-rls to 1ana+e the-r 1enstr<ation -n 1an@ ��
�s 
(���)W 
ollo>-n+ 1enarcheT the soc-al eøects of -neøecti=e  
1ana+e1ent of re+<lar 1enstr<ation can res<lt -n +-rls be-n+ 
e?cl<ded fro1 e=er@da@ tas0sT -ncl<d-n+ to<ch-n+ >aterT coo0-n+T 
clean-n+T aħend-n+ schoolT 6artic-6atin+ -n rel-+-o<s cere1on-esT 
soc-al-A-n+T or slee6-n+ -n the-r o>n ho1es or beds (���)W 
n 
schoolsT +-rls 1a@ lac0 6ro=-s-ons for 1enstr<al h@+-ene  
1ana+e1entW �an@ ha=e also re6orted feel-n+s of fearT  
conf<s-on and sha1e -n class d<e to lea0a+e and dro66-n+ of  
san-tar@ 1ater-alT s1ell and sta-n-n+ of clothesT teas-n+T and  
e?6er-ence of harass1ent b@ 1ale st<dents and teachers  
(���)U (��¤)W 

�he �G� �aterA-d has 6rod<ced a <sef<lT co16rehens-=e 
reso<rce >-th n-ne 1od<les on 1enstr<al h@+-ene 1ana+e1ent 
address-n+V san-tar@ 6rotection 1ater-als and d-s6osalU -n-tiati=es 
-n co11<n-tiesT schoolsT >or06laces and e1er+enc@ seষn+sU and 
s<66ort for +-rls and >o1en -n =<lnerableT 1ar+-nal-Aed or s6ec-al 
c-rc<1stances (���)U (��¤)W 	ach 1od<le has a tool0-t >-th  
chec0l-stsT techn-cal des-+ns and s6ec-)cationsT case st<d-es  
and referencesW 

�<bert@ ed<cation sho<ld be 6ro=-ded -n the conte?t of  
co16rehens-=e se?<al-t@ ed<cation (��	)W ��	 co=ers a broad 
ran+e of to6-csT -ncl<d-n+ dec-s-on-1a0-n+ abo<t se? and  
relationsh-6sT se?<al health and >ell-be-n+T and ��
 and 6re+nanc@ 
6re=ention (eW+W �ase st<d@ A�W�)W 
t sho<ld be +ender-sens-ti=eT 
conte?t<all@ ada6tedT r-+hts-basedT sc-enti)call@ acc<rate and 
a+e-a66ro6r-ate (���)W ��	 -s c<rr-c<l<1-based ed<cation that 
a-1s to e7<-6 adolescents >-th the 0no>led+eT s0-llsT aষt<des and 

=al<es that >-ll enable the1 to de=elo6 a 6os-ti=e =-e> of the-r 
se?<al-t@T -n the conte?t of the-r e1otional and soc-al de=elo61ent 
(��¥)W �@ e1brac-n+ a hol-stic =-s-on of se?<al-t@ and se?<al  
beha=-o<rT >h-ch +oes be@ond a foc<s on 6re=ention of 6re+nanc@ 
and ��
sT ��	 enables ch-ldren and @o<n+ 6eo6le to ac7<-re  
acc<rate -nfor1ationT e?6lore and n<rt<re 6os-ti=e =al<es and 
aষt<des and de=elo6 l-fe s0-lls (��¥)W 

�ase �t<d@ A�W�W
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Annex 3. Additional information about evidence-based  
interventions

Adolescent participation initiatives

Article �� of the �n-ted �ations �on=ention on the �-+hts of 
the �h-ld s6ec-)esT [�tate 6arties shall ass<re to the ch-ld >ho -s 
ca6able of for1-n+ h-s or her o>n =-e>s the r-+ht to e?6ress those 
=-e>s freel@ -n all 1aħers aøectin+ the ch-ldT the =-e>s of the ch-ld 
be-n+ +-=en d<e >e-+ht -n accordance >-th the a+e and 1at<r-t@ 
of the ch-ld\ (��)W Adolescent 6artic-6ation has been e?6lored 
and 6ro1oted -n 1an@ d-øerent -n-tiati=esT ran+-n+ fro1 health 
6ro+ra11e -16le1entation to ad=ocac@ to broader -ss<es of 
c-tiAensh-6 (���)W 
n 1ost conte?tsT the foc<s of 6artic-6ation -s on 
-ncl<s-on of adolescents -n 1ean-n+f<l and s<bstantial >a@sT both 
as a h<1an r-+ht and as a co16onent that >-ll -16ro=e the health 
or de=elo61ent o<tco1es of a +-=en 6ro+ra11e or -nter=ention 
(���)W

��
�	
 and �a=e the �h-ldren (����) -dentif@ three broad  
a66roaches to ch-ld 6artic-6ation that are =al-d and 1ean-n+f<l 
(���)W �6ec-)ed for adolescentsT these areV

•  Consultative participation g �h-s -s a 6rocess -n >h-ch ad<lts 
see0 adolescentsZ =-e>s -n order to b<-ld 0no>led+e and  
<nderstand-n+ of the-r l-=es and e?6er-enceW 
t -s character-Aed 
b@ be-n+ ad<lt--n-tiatedT ad<lt-led and ad<lt-1ana+edW 
t does 
not allo> for shar-n+ or transferr-n+ dec-s-on-1a0-n+ to adoles-
centsW Ho>e=erT -t does reco+n-Ae that adolescents ha=e e?6er-
tise and 6ers6ecti=es that sho<ld -nfor1 ad<lt dec-s-on-1a0-n+W 

•  Collaborative participation g �h-s 6ro=-des a +reater de+ree  
of 6artnersh-6 bet>een ad<lts and adolescentsT >-th the  
o66ort<n-t@ for acti=e en+a+e1ent at an@ sta+e of a  
dec-s-onT -n-tiati=eT 6ro/ect or ser=-ceW 
t can be character-Aed  
as ad<lt--n-tiatedT -n=ol=-n+ 6artnersh-6 >-th adolescentsT  
e16o>er-n+ adolescents to -n*<ence both 6rocess and  
o<tco1esT and allo>-n+ for -ncreas-n+ le=els of self-d-rected 
action b@ adolescents o=er a 6er-od of ti1eW 

•  Adolescent-led participation g �h-s -s >here adolescents  
are aøorded or cla-1 the s6ace and o66ort<n-t@ to -n-tiate  
acti=-ties and ad=ocate for the1sel=esW 
t -s character-Aed  
b@ the -ss<es of concern be-n+ -denti)ed b@ adolescents  
the1sel=esT ad<lts ser=-n+ as fac-l-tators rather than leadersT  
and adolescents controll-n+ the 6rocessW 

�he ��
�A 
ra1e>or0 for Action on Adolescents and �o<th 
(����) -denti)es 6ractical 6ro+ra11-n+ co16onents that relate  
to adolescent 6artic-6ation (���)T -ncl<d-n+V

j  de=-se creati=e 1echan-s1s for adolescents to en+a+e -n  
6ol-c@ d-alo+<e and ad=ocac@ eøorts at the co<ntr@ le=elU

j  b<-ld strate+-c all-ances >-th @o<th net>or0s and c-=-l  
soc-et@ 6artnersU

j  -ncor6orate +ender and soc-al e7<-t@ cons-derations -n  
@o<n+ 6eo6leZs 6artic-6ationU

j  create an enabl-n+ en=-ron1ent contr-b<tin+ to the  
6erce6tion of @o<n+ 6eo6le as c-tiAens and contr-b<tors  
to de=elo61entU

j  +-=e a leadersh-6 role to @o<n+ 6eo6le -n beha=-o<r chan+e 
co11<n-cation and other for1s of co11<n-cationU

j  address -ss<es of ca6ac-t@ b<-ld-n+ for 6ro1otin+ @o<n+  
6eo6leZs 6artic-6ationU

j  ta0e @o<th 6artic-6ation be@ond 6eer ed<cation to -ncl<de  
-dentif@-n+ =<lnerab-l-ties and r-s0sT des-+n-n+ 6ro+ra11-n+T 
6artic-6ation -n +o=ernance str<ct<resT 1on-tor-n+T and  
e=al<ation of res<ltsU

j  -dentif@ -nstit<tional 1echan-s1s for -ncor6oratin+ @o<n+  
6eo6leZs -n6<t -nto 6ol-c@ and 6ro+ra11-n+ 6rocesses and  
ens<r-n+ the r-+hts of @o<n+ 6eo6le to 6artic-6ate -n  
6artnersh-6s >-th ad<ltsU

j  -n=est -n ca6ac-t@ b<-ld-n+ and leadersh-6 s0-lls of @o<n+  
6eo6le to hel6 the1 beco1e ad=ocates for the-r o>n r-+hts  
and de=elo61ent -ss<esU and

j  6ro1ote 6eer ed<cators as a+ents for transactin+ ��H  
ed<cationT l-n0-n+ 6eers >-th ser=-cesT and all@-n+ >-th  
@o<n+ 6eo6leZs net>or0s and coal-tionsW

A3.1.3.  
Multisectoral initiatives

�here are 1an@ 1<ltisectoral -nter=entions that can contr-b<te to 
the 6os-ti=e de=elo61ent of adolescentsW �he e?a16les descr-bed 
belo> foc<s on the )=e �sT adolescent 6artic-6ationT 6arentin+ 
s0-lls and d-+-tal 1ed-aW

Interventions to promote the five Cs

�erner and collea+<es (����) ha=e descr-bed 6os-ti=e adolescent 
6s@chosoc-al de=elo61ent -n ter1s of the )=e �sV co16etenceT 
con)denceT connectionT character and car-n+cco16ass-onW �hese 
lead to a s-?th �V contr-b<tionW �hese are deta-led -n �able A�W�W


nter=entions to 6ro1ote the )=e �s g ođen referred to as  
6os-ti=e @o<th de=elo61ent (���) -nter=entions g +enerall@ ta0e 
6lace -n fa1-l@T school or co11<n-t@ seষn+sT and tar+et the 
-nd-=-d<alT a s@ste1 or both (��¥)W �he@ 1a@ foc<s on -ncreas-n+ 
res-l-ence b@ -16ro=-n+ @o<n+ 6eo6leZs o=erall soc-al and e1otional 
>ell-be-n+T andcor hel6-n+ adolescents to de=elo6 the 0no>led+eT 
s0-lls and reso<rces needed to s<cceed -n school and at >or0W 

nter=entions to -ncrease res-l-ence a-1 to 6ro1ote 6s@cholo+-cal 
>ell-be-n+T red<ce 6roble1 beha=-o<rs and hel6 @o<n+ 6eo6le 
for1 stable aħach1entsW �he@ -ncl<de co+n-ti=e beha=-o<ral  
thera6@T 1<ltis@ste1-c and f<nctional fa1-l@ thera6@T and  
1entorsh-6T eW+W 6a-r-n+ adolescents >-th car-n+T s<66orti=e a
d<lts >ho ser=e as role 1odelsW 
nter=entions to de=elo6 the 
0no>led+eT s0-lls and reso<rces that adolescents need to s<cceed 
-n school and at >or0 foc<s on -ncreas-n+ the-r h<1anT soc-alT 
c<lt<ral and econo1-c ca6-talW �hese -ncl<deV ed<cational  

6ro+ra11es for at-r-s0 st<dentsU career-foc<sed tra-n-n+ -n  
ed<cational seষn+s (eW+W =ocational schools and co11<n-t@  
colle+es)U career and e16lo@1ent 6ro+ra11es (eW+W career  
1entor-n+ and -nternsh-6s)U fa1-l@-foc<sed 6ro+ra11es that 
enco<ra+e 6arental -n=ol=e1ent -n ch-ldrenZs ed<cationU and 
co11<n-t@-based 6ro+ra11es that hel6 @o<n+ 6eo6le access 
e16lo@1entT tra-n-n+T ed<cational and s<66orti=e ser=-cesW 

��� -nter=entions =ar@ -n strate+@ and for1T b<t a re=-e> b@  
�atalano and collea+<es (����) fo<nd that eøecti=e ones share 
certa-n aħr-b<tesT -ncl<d-n+ that the@V sha6e 1essa+es fro1 
fa1-l@ and co11<n-t@ abo<t clear standards for @o<th beha=-o<rU 
-ncrease health@ bond-n+ >-th ad<ltsT 6eers and @o<n+er ch-ldrenU 
e?6and o66ort<n-ties and reco+n-tion for @o<thU 6ro=-de str<ct<re 
and cons-stenc@ -n 6ro+ra11e del-=er@U and -nter=ene >-th @o<th 
for at least n-ne 1onths (���)W 

NO. ATTRIBUTE DEFINITION

1 Competence A positive view of one’s actions in social, academic, cognitive, health, vocational and other areas. 
Social competence refers to interpersonal skills (e.g. conflict resolution). Cognitive competence 
refers to school performance, as shown, in part, by school grades, attendance and test scores. Health 
competence involves using nutrition, exercise and rest to keep oneself fit. Vocational competence 
involves work habits and exploration of career choices (e.g. effective entrepreneurial skills).

2 Confidence An internal sense of overall positive self-worth and self-efficacy.

3 Connection Positive bonds with people and institutions that are reflected in exchanges between the individual 
and peers, family, school and community, in which both parties contribute to the relationship.

4 Character Respect for societal and cultural rules, possession of standards for correct behaviours, a sense of 
right and wrong (morality) and integrity.

5 Caring/ Compassion A sense of sympathy and empathy for others.

Together these five result in no. 6:

6 Contribution Contributions to self, family, community and the institutions of a civil society.

Table A3.4. The five Cs of positive youth development: competence, confidence, connection, character and caring/compassion, 
which lead to contribution

�o<rceV (���)W
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Annex 3. Additional information about evidence-based  
interventions

�here -s a +reat need for ed<cation abo<t onl-ne r-s0s >-th each 
ne> +eneration of adolescents and the-r fa1-l-esW Ho>e=erT a 
recent �H� s<r=e@ fo<nd that onl@ ��¦ of +o=ern1ents cond<ct 
-n-tiati=es to 6ro=-de -nfor1ation and ed<cation to c-tiAens abo<t 
-nternet safet@ and l-terac@T and onl@ ��¦ of the co<ntr-es >-th 
s<ch -n-tiati=es s6ec-)call@ tar+et ch-ldren (��¤)W 
ncreas-n+l@T 
safet@ tools and sec<r-t@ technolo+-es (s<ch as )ltersT bloc0s or 
1on-tors) are re7<-red b@ la> for schoolsT l-brar-es and other  
6<bl-c 6laces >-th -nternet fac-l-ties <sed b@ ch-ldrenW Ho>e=erT  
a66ro?-1atel@ half (��¦) of co<ntr-es s<r=e@ed re6orted the@ d-d 
not ha=e s<ch arran+e1entsW �ne th-rd (��¦) of co<ntr-es  
s<r=e@ed re7<-re -nternet ser=-ce 6ro=-ders to 6ro=-de onl-ne  
safet@ tools or technolo+-es to 6rotect ch-ldrenW


n add-tion to the 6ol-c@ and -nd<str@ +<-del-nes 1entioned 
abo=eT 
�� has 6rod<ced +<-del-nes on ch-ld onl-ne 6rotection for 
6arentsT ed<cators and ch-ldren (���)U (��¥)W 
or e?a16leT the 
�� 
+<-del-nes for ¥g�� @ear olds address onl-ne fr-endsT neti7<eħe 
(-WeW electron-c standards of cond<ct or 6roced<re)T 6la@-n+ onl-ne 
+a1esT b<ll@-n+T and a ch-ldZs d-+-tal foot6r-nt (���)W 
or ch-ldren 
a+ed �� and abo=eT the +<-del-nes foc<s on har1f<l and -lle+al 
contentT +roo1-n+ (-WeW >hen se?<al 6redators contactT 1an-6<late 
and +a-n the con)dence of ch-ldren for se?<al 6<r6oses)T  
c@berb<ll@-n+T defend-n+ oneZs 6r-=ac@T res6ect for co6@r-+htT  
and onl-ne co11erceW 


n add-tion to ch-ld onl-ne 6rotection -nter=entionsT there -s  
6ro1-s-n+ 6otential to 6ro1ote adolescent health thro<+h  
onl-neT e-health (electron-c health)T and 1-health (1ob-le health) 
-n-tiati=esW e-health -s the <se of -nfor1ation and co11<n-cation 
technolo+-es for healthT -ncl<d-n+ treatin+ 6atientsT ed<catin+ 
the health >or0force and 1on-tor-n+ 6<bl-c healthW �-health -s 
a t@6e of e-health -n=ol=-n+ 1ob-le 6hones and other >-reless 
technolo+@ <se -n health careT -ncl<d-n+ tele1ed-c-neT hel6l-nesT 
e1er+enc@ ser=-cesT s<r=e@sT s<r=e-llanceT a>areness-ra-s-n+T and 
dec-s-on-s<66ort s@ste1s (���)W �o11<n-cation technolo+-es 
cannot re6lace contact >-th a co16etent health-care 6ro=-derT b<t 
e-health and 1-health technolo+-es 1a@ co16le1ent eøorts to 
br-n+ ser=-ces closer to adolescentsT as the@ can ach-e=e h-+h  
co=era+e at lo> costW 
ncreas-n+l@T e-health and 1-health  
technolo+-es are be-n+ <sed to s<66ort adolescent health related 
to a =ar-et@ of cond-tionsT -ncl<d-n+ ��HT obes-t@ 6re=ention and 
treat1entT and chron-c d-sease 6re=ention and 1ana+e1ent  
(eW+W t@6e � d-abetesT asth1aT cancerT s1o0-n+ cessation and 
alcohol-related 6roble1s) (���-���)W �ethods -ncl<de >eb-based 
learn-n+T acti=e =-deo +a1esT te?t 1essa+-n+T and 1ob-le 6hone 
and tablet sođ>are 6ro+ra11e a66sW 	=al<ations of s<ch  
-nter=entions has been =er@ l-1-ted to dateT b<t the@ do 6ro=-de  
6rel-1-nar@ e=-dence -nd-catin+ that tar+eted d-+-tal 1ed-a  
-nter=entions ha=e the 6otential to -16ro=e adolescent health 
0no>led+eT aষt<des and beha=-o<rsW

Digital media interventions

�he 
nternational �eleco11<n-cation �n-on (
��) has 6rod<ced 
+<-del-nes for 6ol-c@-1a0ers and the technolo+@ -nd<str@ on ch-ld 
onl-ne 6rotection (���)U (���)W  

�he 6ol-c@-1a0er +<-del-nes enco<ra+e co<ntr-es to for1<late 
national strate+-esU 0e@ areas for cons-deration -n th-s 6rocess  
are s<11ar-Aed -n �able A�W�W

Table A3.5. Key areas for consideration when formulating a national strategy for child online protection

KEY AREAS FOR CONSIDERATION FURTHER EXPLANATION

Legal framework

Review the existing legal framework to determine that all necessary legal powers exist to enable law 
enforcement and other relevant agencies to protect persons under the age of 18 online on all  
internet-enabled platforms.

Establish that any act against a child that is illegal in the real world is illegal online and that the online  
data protection and privacy rules for legal minors are also adequate.

Law enforcement resources and reporting mechanisms
Ensure that a mechanism is established and is widely promoted to provide a readily understood means for 
reporting illegal content found on the internet; for example, a national hotline that has the capacity  
to respond rapidly and have illegal material removed or rendered inaccessible.

National Focus

Draw together all of the relevant stakeholders with an interest in online child safety, in particular:
• government agencies;
• law enforcement;
• social services organizations;
• internet service providers and other electronic service providers;
• mobile phone network providers;
• other relevant hi-tech companies;
• teacher organizations;
• parent organizations;
• children and young people;
• child protection and other relevant NGOs;
• academic and research community; and
•  owners of internet cafés and other public access providers e.g. libraries, telecentres and  

online gaming centres.

Consider the advantages that a self- or co-regulatory policy development model might present, as ex-
pressed by the formulation and publication of codes of good practice, both to help engage and sustain the 
involvement of all relevant stakeholders and to enhance the speed with which appropriate responses to 
technological change can be formulated and put into effect.

Education and awareness resources

Draw on the knowledge and experience of all stakeholders and develop internet safety messages and 
materials that reflect local cultural norms and laws and ensure that these are efficiently distributed  
and appropriately presented to all key target audiences. Consider enlisting the aid of mass media in 
promoting awareness messages. Develop materials that emphasize the positive and empowering aspects 
of the internet for children and young people and avoid fear-based messaging. Promote positive and 
responsible forms of online behaviour.

Consider the role that technical tools such as filtering programmes and child-safety software can play in 
supporting and supplementing education and awareness initiatives.

Encourage users to take responsibility for their computers through regular servicing, which includes  
updates of the operating system and the installation and upgrading of a firewall and antivirus application.

�o<rceV (���)W
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n add-tion to -nter=entions for +eneral 6o6<lationsT >h-ch -n so1e 
conte?ts 1a@ be the 1ost eøecti=e >a@ to red<ce the adolescent 
road -n/<r@ b<rdenT so1e e=-dence-based 6ro+ra11es s6ec-)call@ 
tar+et @o<thW �ne e?a16le -s -nter=entions to lo>er blood alcohol 
l-1-ts for @o<n+ and no=-ce dr-=ersT beca<se those >ho dr-n0 and 
dr-=e ha=e a +reatl@ -ncreased r-s0 of an acc-dent co16ared older 
andcor 1ore e?6er-enced dr-=ers (��)W �eষn+ a lo>er 6er1-ħed 
blood alcohol concentration l-1-t (�W�� +cdl) for @o<n+ dr-=ers than 
�H� reco11ends for older dr-=ers (�W�� +cdl) eøecti=el@ red<ces 
acc-dents related to dr-n0-dr-=-n+W �<rrentl@T �� co<ntr-es ha=e 
-16le1ented s<ch l-1-ts (��)W

Another e?a16le of a @o<th-s6ec-)c -nter=ention to red<ce road 
-n/<r@ -s the 6ro1otion of hel1et <se a1on+ @o<n+ dr-=ers and 
6assen+ers of 1otor-Aed t>o->heelers (eW+W �ase st<d@ A�W¥)W 
�otorc@cles are less safe than carsT b<t -n ��
�s ch-ldren r-d-n+ 
on a 1otorc@cle as a 6assen+er or dr-=er are a =er@ co11on s-+htT 
e=en >here th-s 1-+ht be 6roh-b-ted b@ la> for the dr-=er (���)W 

�elated to th-sT �H� reco11ends that ch-ldren <nder �� @ears 
old sho<ld not be allo>ed to dr-=e a 1otorc@cleU ch-ldren >hose 
feet cannot reach the footrest of a 1otorc@cle not be trans6orted 
on -tU ch-ldren <se all a=a-lable 6rotecti=e +ear >hen be-n+ carr-ed 
on a 1otorc@cle (-WeW a crash hel1etT co=er-n+ for the-r le+sT and 
foot>ear)U and onl@ 1otorc@cl-sts >ho ha=e 6assed a test for 
carr@-n+ a ch-ld 6assen+er be allo>ed to carr@ ch-ldren <nder �� 
@earsW 
or adolescent dr-=ersT �H� reco11endsV dr-=-n+  
ed<cation and s0-lls de=elo61ent tra-n-n+ 6ro+ra11es be  
des-+ned to -ncrease adolescent 0no>led+e of safe dr-=-n+ and 
haAard 6erce6tionU and no=-ce dr-=ers be s<6er=-sed d<r-n+ the 
)rst fe> 1onths of dr-=-n+T and l-1-ted -n the-r dr-=-n+ to red<ce 
h-+h-r-s0 s-t<ations accord-n+ to road t@6eT 6assen+ers and  
n-+ht-ti1e dr-=-n+W �<6er=-s-on and l-1-tation cr-ter-a sho<ld  
re*ect 6h@s-cal +ro>th and 1otorT co+n-ti=e and 6s@chosoc-al 
de=elo61entT so that cr-ter-a are 1ore str-n+ent for @o<n+ a+e 
+ro<6s (eW+W ��g�� @ears) than for older ones (eW+W �¥g�� @ears)W

�he �H� Global �lan for the �ecade of Action for �oad �afet@ 
(����g����) o<tl-nes 1ore s6ec-)cT 6ractical +<-dance to hel6 
+o=ern1ents and other sta0eholders de=elo6 national and local 
6lans of action to red<ce road -n/<r@W 	øecti=e -nter=entions 
-ncl<de -ncor6oratin+ road safet@ feat<res -nto land-<seT <rban 
6lann-n+ and trans6ort 6lann-n+U des-+n-n+ safer roads and  
re7<-r-n+ -nde6endent road safet@ a<d-ts for ne> constr<ction 
6ro/ectsU -16ro=-n+ the safet@ feat<res of =eh-clesU 6ro1otin+ 
6<bl-c trans6ortU eøecti=e s6eed 1ana+e1ent b@ 6ol-ce and 

thro<+h the <se of traăc-cal1-n+ 1eas<resU seষn+ and enforc-n+ 
-nternationall@ har1on-Aed la>s re7<-r-n+ the <se of seat-beltsT 
hel1ets and ch-ld restra-ntsU seষn+ and enforc-n+ blood alcohol 
concentration l-1-ts for dr-=ersU and -16ro=-n+ 6ost-acc-dent care 
for =-cti1s of road acc-dentsT -ncl<d-n+ 6re-hos6-tal careT hos6-tal 
care and rehab-l-tation (eW+W �ase st<d@ A�W�)W �<bl-c a>areness 
ca16a-+ns also 6la@ an -16ortant role -n s<66ortin+ the  
enforce1ent of le+-slati=e 1eas<resT b@ -ncreas-n+ a>areness of 
r-s0s and of the 6enalties assoc-ated >-th brea0-n+ the la> (��¤)W 

A3.2.  
Road injury interventions in-depth

Globall@T the h-+hest road traăc fatal-t@ rates occ<r -n  
1-ddle--nco1e co<ntr-es (�
�s) (��)W �ne half of all deaths occ<r 
a1on+ =<lnerable road <sersT -WeW 1otorc@cl-sts (��¦)T 6edestr-ans 
(��¦) and c@cl-sts (�¦)W �o>--nco1e co<ntr-es (�
�s) ha=e the 
h-+hest rate of s<ch deaths (��¦)T follo>ed b@ �
�s (��¦) and 
h-+h--nco1e co<ntr-es (H
�s) (��¦) g re*ectin+ the fact that a  
relati=el@ h-+h 6ro6ortion of road <sers -n �
�s and �
�s are  
=<lnerableW As noted -n �ection �T older adolescent 1ales ha=e 
=er@ h-+h rates of 1ortal-t@ and �A��s lost d<e to road -n/<r@W 

ndeedT f<ll@ three 7<arters of all road traăc deaths are a1on+ 
@o<n+ 1alesW A1on+ dr-=ersT @o<n+ 1ales <nder the a+e of �� 
@ears are al1ost three ti1es as l-0el@ to be 0-lled as the-r fe1ale 
co<nter6artsT >h-ch 1a@ re*ect the fact that 1ales are 1ore  
l-0el@ to be on the roads beca<se of soc-oc<lt<ral reasonsT as  
>ell as a +reater 6ro6ens-t@ to ta0e r-s0s co16ared to fe1ales 
(���)W �-stracted dr-=-n+ -s also a ser-o<s and +ro>-n+ threat  
to road safet@W 
or e?a16leT dr-=ers <s-n+ a 1ob-le 6hone are 
abo<t fo<r ti1es 1ore l-0el@ to be -n=ol=ed -n a acc-dent than 
those not <s-n+ a 6honeW �h-s r-s0 -s s-1-lar for both hand-held  
and hands-free 6hones (��)W

�an@ 0e@ -nter=entions to red<ce adolescent road -n/<r@ are also 
0e@ 1<ltisectoral -nter=entions for +eneral 6o6<lations (eW+W �ase 
st<d@ A�W¤)W At the co<ntr@ le=elT an ade7<atel@ f<nded lead  
a+enc@ and a national 6lan or strate+@ >-th 1eas<reable tar+ets 
are cr<c-al co16onents of a s<sta-nable res6onse to road safet@ 
(��¤)W �elated to th-sT the ���� �H� Global �tat<s �e6ort  
on �oad �afet@ stated three 1a/or reco11endations for  
+o=ern1entsV (�) 6ass co16rehens-=e le+-slation that 1eets best 
6ractice on all 0e@ r-s0 factors to address 6re=entable road deathT 
-n/<r@ and d-sab-l-t@U (�) -n=est s<ăc-ent )nanc-al and h<1an  
reso<rces -n the enforce1ent of these la>sT as an essential  
co16onent for the-r s<ccessU and (�) 1a0e a concerted eøort to 
1a0e road -nfrastr<ct<re safer for 6edestr-ans and c@cl-sts (��)W 

Between 1991 and 1997, the Ministry of Health of Brazil 
recorded a dramatic increase in mortality from road 
traffic accidents. In response, legislators introduced a new 
traffic code in 1998 to toughen the punishment for driver 
infractions and transfer administrative duties to local 
government. Between 1998 and 2001, mortality rates 
from road traffic injuries fell markedly. Subsequent analysis 

estimated that the new code had saved some 5000 lives 
nationally during that period. In 2001, a National Policy on 
Morbidity and Mortality Reduction due to Accidents and 
Violence was approved, allowing the Ministry of Health to 
build on the groundwork laid by the new traffic code and 
implement further violence and traffic accident prevention 
measures.

In post-conflict, rural Iraq there were no formal  
emergency medical services. An innovative programme 
created a two-tier network of village first responders, 
i.e. villagers who had completed a two-day basic first aid 
course, and paramedics who had been trained in a  
450-hour course. Mortality among injured people declined 

dramatically, from 40% to 9%. This programme supplied 
training and basic equipment, but no ambulances or other 
vehicles. Over time, the system grew and adapted to a 
changing epidemiological pattern, including caring for  
increasing numbers of road traffic accident victims and 
other medical emergencies. 

Since 1999, the Asia Injury Prevention Foundation in 
Hanoi has promoted motorcycle helmet use through public 
awareness campaigns; lobbying of the government; helping 
develop helmet standards for both adults and children; 
distributing child helmets along with information on their 
use; and pushing to increase the production of helmets. 

At the end of 2007, the Vietnamese government passed 
a law that made helmet wearing compulsory for drivers 
and passengers on motorcycles. Following its introduction, 
rates of helmet use increased to more than 90%. Hospitals 
began reporting reductions in the number of deaths and 
brain injuries resulting from motorcycle accidents.

Brazil’s improvement of road safety legislation

Iraq’s post-conflict innovative emergency medical services

Viet Nam’s promotion of child motorcycle helmet use
�o<rceV (���)W 

�o<rceV (��¥)W 

�o<rceV (��)W 

�ase �t<d@ A�W¤W

�ase �t<d@ A�W�W
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A3.3.  
Youth violence interventions in-depth


or �
�s and �
�sT the h-+hest esti1ated rates of ho1-c-de -n 
+eneral 6o6<lations are -n the �H� �e+-on of the A1er-casT >-th 
an ann<al rate of �� deaths 6er ��� ��� 6o6<lationT follo>ed b@ 
the Afr-can �e+-on >-th a rate of �� 6er ��� ��� (���)W �ales 
acco<nt for ¥�¦ of all ho1-c-de =-cti1s and are assoc-ated >-th 
esti1ated rates of ho1-c-de that are 1ore than fo<r ti1es those 
of fe1ales (�� and � 6er ��� ��� res6ecti=el@)W �he h-+hest 
esti1ated rates of ho1-c-de -n the >orld are fo<nd a1on+ 1ales 
a+ed ��g�� @ears (�¥ 6er ��� ���)U -n contrastT rates of ho1-c-de 
a1on+ fe1ales ran+e fro1 � 6er ��� ��� -n the a+e ran+e �g�� 
@earsT to � 6er ��� ��� for ��g�� @earsW �hen >o1en are 0-lledT 
-t -s ođen the-r 6artners >ho are res6ons-bleW 
n ����T �H� and 
others esti1ated that as 1an@ as �¥¦ of fe1ale ho1-c-des  
+loball@ >ere co11-ħed b@ 1ale 6artnersT >h-le ¤¦ of 1ales  
>ere 0-lled b@ the-r fe1ale 6artner (���)W


n the a+e ran+e �g�� @earsT ho1-c-de rates -ncrease  
6ro+ress-=el@ fro1 h-+h- to lo>--nco1e co<ntr-esW �@ contrastT 
ho1-c-de rates -n the ��g�� a+e ran+e are h-+hest -n  
<66er-1-ddle--nco1e co<ntr-esT follo>ed b@ lo>--nco1e  
co<ntr-esW �h-s 1a@ re*ect the -n*<ence of factors other than 
 -nco1eT 6artic<larl@ -n <66er 1-ddle--nco1e co<ntr-es -n the  
�e+-on of the A1er-casW 
or e?a16leT )rear1s are h-+hl@ 6re=alent 
-n the �e+-on of the A1er-cas and are the 6redo1-nant >ea6on 
<sed -n =-olent enco<ntersT -ncl<d-n+ -nti1ate 6artner ho1-c-desW 

n other re+-onsT >ea6ons s<ch as 0n-=es and beatin+s >-th )stsT 
feet or ob/ects are 1ore co11onW 
-rear1 ho1-c-des acco<nt for 
��¦ of all ho1-c-des -n the �e+-on of the A1er-casT co16ared to 
�¥¦T ��¦T �¤¦ and ��¦ of ho1-c-des -n the Afr-canT �o<th-	ast 
As-aT 	astern �ed-terranean and 	<ro6ean �e+-ons res6ecti=el@ 
(���)W

As noted -n �ection �T @o<th =-olence has a +reat -16act on �A��s 
lost as >ell as 1ortal-t@W Globall@T an esti1ated fo<r o<t of �� 
@o<n+ 6eo6le are -n a 6h@s-cal )+ht ann<all@U one o<t of fo<r  
teena+ers are b<ll-ed each 1onthU and t>o o<t of three =-cti1s  
of school =-olence e=er tell an@one abo<t -t (���)W

�an@ e=-dence-based -n-tiati=es to red<ce and res6ond to  
=-olence -n +eneral 6o6<lations also 6os-ti=el@ red<ce @o<th  
=-olence (eW+W �ase st<d@ A�W�)W �he ���� �H� Global �tat<s 
�e6ort on �-olence �re=ention 1ade se=eral reco11endations  
to national +o=ern1ents to red<ce =-olence -n +eneral 
6o6<lationsT na1el@V 

j  stren+then data collection to re=eal the tr<e e?tent of  
the 6roble1U

j  de=elo6 co16rehens-=e and data-dr-=en national action 6lansU
j  -nte+rate =-olence 6re=ention -nto other health 6laĤor1sU
j  stren+then 1echan-s1s for leadersh-6 and coord-nationU
j   ens<re 6re=ention 6ro+ra11es are co16rehens-=eT  

-nte+rated and -nfor1ed b@ e=-denceU
j  ens<re that ser=-ces for =-cti1s are co16rehens-=e and -nfor1ed 

b@ e=-denceU
j  stren+then s<66ort for o<tco1e-e=al<ation st<d-esU
j  enforce e?-stin+ la>s and re=-e> the-r 7<al-t@U
j  -16le1ent and enact 6ol-c-es and la>s rele=ant to 1<lti6le t@6es 

of =-olenceU and
j  b<-ld ca6ac-t@ for =-olence 6re=entionW
 (���)

Globall@T there has been >-de enact1ent of la>s rele=ant to 
=-olenceT b<t enforce1ent of those la>s -s <s<all@ 1<ch lo>er 
than >o<ld be e?6ected based on the le+-slation (���)W �-1-ted 
6ro+ress has also been 1ade -n the area of national action 6lansV 
��¦ of ��� co<ntr-es s<r=e@ed had a national action 6lan that 
addressed all for1s of =-olenceW �o<ntr-es -n the �e+-on of the 
A1er-cas re6orted a 1<ch h-+her fre7<enc@ of s<ch 6lans (�¤¦)T 
as >ell as a h-+her fre7<enc@ of all t@6es of s<b6lans related to 
s6ec-)c t@6es of =-olenceT eW+W ��¦ of A1er-can co<ntr-es had 
national action 6lans s6ec-)call@ address-n+ ch-ld 1altreat1entT 
co16ared to ¥¤¦ address-n+ -nti1ate 6artner =-olence and se?<al 
=-olenceT and ��¦ address-n+ @o<th =-olenceW


n the ���� Global �tat<s �e6ort on �-olence �re=entionT  
�H� and -ts 6artners -denti)ed se=en [best-b<@\ anti-=-olence 
strate+-es g s-? foc<sed on 6re=entin+ =-olence and one foc<sed 

on res6onse eøortsW �hese strate+-es can 6otentiall@ red<ce  
1<lti6le t@6es of =-olence and hel6 decrease the l-0el-hood  
of -nd-=-d<als 6er6etratin+ =-olence or beco1-n+ a =-cti1W 

�he strate+-es areV 

1.    de=elo6 safeT stableT and n<rt<r-n+ relationsh-6s bet>een  
ch-ldren and the-r 6arents and care+-=ers (eW+W case  
st<d@ A�W��)U

2.  de=elo6 l-fe s0-lls -n ch-ldren and adolescentsU
3.    red<ce the a=a-lab-l-t@ and har1f<l <se of alcohol  

(eW+W �ase st<d@ A�W��)U
4.  red<ce access to +<ns and 0n-=esU
5.  6ro1ote +ender e7<al-t@ to 6re=ent =-olence a+a-nst >o1enU
6.  chan+e c<lt<ral and soc-al nor1s that s<66ort =-olenceU and 
7.   -16le1ent =-cti1 -denti)cationT care and s<66ort 6ro+ra11es
 (���)

The Big Brothers, Big Sisters mentoring programme is  
currently implemented in the Russian Federation and 11 
other countries. The programme matches a volunteer  
adult mentor to a child, with the expectation that a caring 
and supportive relationship will develop. Once matches  
are made, they are monitored and supervized by a  
professional. Relationships between mentor and child are 
one-to-one, and involve meeting for three to five hours 
per week over the course of a year or longer. Goals are set 
jointly with the child and parents at the beginning of the 

mentoring relationship and may relate to problem  
behaviours, school attendance, academic performance, 
relationships with other children or learning new skills. The 
case manager maintains regular contact with the mentor 
and the child to determine how the relationship is  
developing. Internationally, this programme has been 
shown to reduce alcohol and drug use, physical violence 
and absenteeism from school, and to improve the quality 
of relationships between children and their parents.

The Russian Federation’s mentoring programme

In 2004, municipal authorities in Medellín, Colombia, built 
a public transport system to connect isolated low-income 
neighbourhoods to the city’s urban centre. Transit-oriented 
development was accompanied by municipal investment in 
the improvement of neighbourhood infrastructure. Rates 
of violence were assessed in intervention neighbourhoods 
and comparable control neighbourhoods before (in 2003) 

and after (in 2008) completion of the project, using a 
longitudinal sample of 466 residents and homicide records 
from the Office of the Public Prosecutor. When compared 
to control communities, intervention communities had a 
66% greater decline in homicide rates, and a 75% greater 
decline in resident reports of violence.

Colombia’s upgrading of low-income urban neighbourhoods

�o<rceV (�¥)W 

�o<rceV (�¥)W 

�o<rceV (���)W 

A strict anti-alcohol campaign was implemented in the 
former USSR in 1985 to address growing levels of alcohol 
consumption and related harm. Facilitated by a state  
monopoly on legal alcohol production and sales, the  
campaign included:

• reduced state alcohol production;
• reduced numbers of alcohol outlets;
• increased alcohol prices;
•  a ban preventing alcohol use in public places and at 

official functions;
• increased age of alcohol purchase (to age 21); and
•  increased penalties for, and the enforcement of a ban  

on, the production and sale of homemade alcohol.

The campaign initially had significant impact. In Moscow, 
state alcohol sales fell by 61% (1984–1987), alcohol 
consumption by 29%, total violent deaths by 33% and 
alcohol-related violent deaths by 51% (1984–1985/6). 
However, the campaign became unpopular, and by 1988 
the consumption of illegal alcohol had increased while 
government finances suffered due to reduced alcohol  
taxes. Late that year, alcohol production, outlets and 
trading hours were expanded, effectively ending the 
campaign. By 1992, market reforms had been introduced 
that liberalized prices and trade, and the number of violent 
deaths rose dramatically to exceed previous levels. Given 
the additional social and political changes in the Russian 
Federation over this period, the increase in violent deaths 
was unlikely to be due to alcohol alone. However, temporal 
relationships between the changes in alcohol regulations 
and subsequent variation in violence suggest that they are 
at least closely related.

The former USSR’s strict alcohol regulation

�ase �t<d@ A�W�W
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�he ���� �H� �re=entin+ �o<th �-olence re6ort -denti)es s-? 
acti=-t@ areas for +o=ern1ents -n-tiatin+ a 6<bl-c health a66roach 
to @o<th =-olenceW 
or each of the s-?T the re6ort o<tl-nes core 
res6onses that can be <nderta0en >-tho<t add-tional reso<rcesU 

e?6anded res6onses that re7<-re e?tra reso<rcesU and des-rable 
res6onses for >h-ch cons-derable add-tional reso<rces 1a@ be 
re7<-redW �hese are descr-bed -n �able A�W¤ belo>W 

Altho<+h the b<rden of @o<th =-olence -s h-+her -n ��
�sT <ntil 
recentl@ al1ost all st<d-es of 6re=ention eøecti=eness co1e fro1 
H
�s (�¥)U (��)W �-th-n the 6ool of e?-stin+ st<d-esT the e=-dence  
-s <ne=enl@ d-str-b<ted o=er d-øerent ecolo+-cal le=elsW �he  
lar+est 6ro6ortion of @o<th =-olence -nter=entions and o<tco1e 
e=al<ation st<d-es concerns strate+-es that address r-s0 factors  
at the -nd-=-d<al and close relationsh-6 le=elsW 
ar fe>er  
co11<n-t@- and soc-et@-le=el -nter=entions ha=e been  
e=al<atedW 
n add-tionT des6-te the -16ortance of 6re=ention  
eøorts that tar+et ch-ldren at an earl@ sta+eT fe> lon+-t<d-nal 
st<d-es 1eas<re the eøects of -nter=entions del-=ered -n earl@ 
ch-ldhood on s<bse7<ent @o<th =-olence o<tco1esW

Globall@T a half of ��� re6ortin+ co<ntr-es c<rrentl@  
-16le1ent l-fe-s0-lls and soc-al-de=elo61ent 6ro+ra11es (��¦) 
and b<ll@-n+-6re=ention 6ro+ra11es (��¦) to address @o<th  

=-olence on a lar+e scaleW A66ro?-1atel@ one th-rd -16le1ent 
lar+e-scale 6ro+ra11es foc<sed on 6arent-ch-ld relationsh-6sT 
6re-school enr-ch1entT and ađer-school acti=-tiesT and one  
7<arter re6ort the sa1e for 1entor-n+ 6ro+ra11es (���)W 

�he last t>o sections ha=e foc<sed on -nter=entions to 6re=ent 
and res6ond to @o<th -n/<r@ and =-olenceT b<t add-tional reso<rces 
e?-st to hel6 co<ntr-es beħer res6ond to other for1s of =-olenceT 
eW+W the ���¤ Global �lan of Action to �tren+then the �ole of 
the Health �@ste1 >-th-n a �ational �<ltisectoral �es6onse to 
Address 
nter6ersonal �-olenceT -n �artic<lar a+a-nst �o1en  
and G-rlsT and a+a-nst �h-ldren (���)W Also a=a-lable are reso<rces  
to hel6 co<ntr-es beħer res6ond to adolescent -n/<r@ and  
=-olence ađer -t occ<rsT -ncl<d-n+ +<-del-nes related to 6re-hos6-tal 
res6onseT hos6-tal-based tra<1a 6ro+ra11esT and lon+-ter1 care 
(���-��¤)W

�o<rceV (�¥)W 

CORE OPTIONS ENHANCED OPTIONS DESIRABLE OPTIONS

1. Raise awareness about prevention

• Consult with key persons from government, 
including ministries of justice, education and 
social services.

• Develop/adapt and disseminate a policy  
brief describing the scale of victimization, 
consequences of youth violence, and effective 
interventions to prevent it.

• Organize a national policy discussion around 
youth violence prevention with representatives 
from various sectors.

• Develop an awareness-raising campaign and 
distribute printed and electronic documents.

• Organize a study tour for policy-makers and 
planners to visit emergency wards, the police 
and youth violence prevention programmes.

• Produce educational materials, brochures, 
pamphlets, posters, videos, slides, multimedia, 
websites and electronic bulletins.

• Organize conferences, workshops and group 
discussions on youth violence.

• Work with the media to organize news  
conferences, television and radio shows and 
training to advise journalists how to report on 
youth violence in newspapers and the media.

• Document adverse long-term consequences of 
youth violence.

2. Develop partnerships across sectors

• Identify focal points for youth violence  
prevention from other sectors and organize an 
informal meeting with at least two  
other sectors.

• Share information about your current work and 
goals, identify common interests, and establish a 
mechanism to exchange information regularly.

• Develop a stakeholder map for youth  
violence prevention.

• Establish a formal partnership with key sectors.
• Establish a coordination platform and terms  

of reference.
• Explore joint initiatives and projects that do not 

require substantial additional resources (e.g. 
joint mechanisms for data exchange).

• Develop a partnership workplan, which is 
reflected in the annual workplans and budgets 
of the individual organizations that are members 
of the partnership.

3. Strengthen knowledge about the importance of data collection on fatal and non-fatal youth violence, and on related risk and protective factors

• Identify existing data sources that contain 
information on the prevalence, consequences 
and risk factors for youth violence.

• Compile existing data on youth violence.
• Draft a policy brief informed by existing data.

• Conduct and regularly repeat a nationwide 
population-based survey on prevalence and risk  
factors for youth violence.

• Ensure that existing health information systems, 
emergency department trauma registries, and  
vital registration systems for causes of death 
capture age- and sex-disaggregated data on 
violence using International Classification of 
Disease codes.

4. Enhance the capacity to evaluate existing prevention programmes

• Conduct developmental and process  
evaluations of your country’s violence  
prevention programmes.

• Identify data sources that can provide  
information about the effectiveness of your 
programme, project or policy from existing data 
sources, e.g. emergency department records.

• Collect implementation data (e.g. information on 
dropouts); conduct focus groups and in-depth 
interviews with various stakeholders to identify 
strengths and weaknesses of the programme.

• Conduct a simple outcome evaluation by 
collecting data before and after an intervention, 
ideally comparing findings for the group that 
received the intervention with a comparison 
group that has the same characteristics but did 
not receive the intervention.

• Conduct quasi-experimental outcome  
evaluations or randomized, controlled trials  
with an experimental and a control group,  
which is similar to the group that receives the 
intervention but is not exposed to  
the programme.

• Publish your evaluation results in scientific 
journals.

5. Establish a policy framework

• All steps of the policy development process are key to youth violence prevention efforts and can be pursued with almost no or very few additional resources.
• Review existing laws on youth violence prevention.

6. Build capacity for youth violence prevention

• Integrate youth violence prevention into  
existing curricula and training for health and 
social workers.

• Establish a focal point or unit in charge of youth 
violence prevention.

• Develop jointly with other sectors and NGOs a 
strategy on how to increase human capacity for 
youth violence prevention.

• Establish a career path for violence-prevention 
professionals.

• Establish university courses or  studies in the 
area of violence prevention.

Table A3.6. Activity areas for governments initiating a public health approach to youth violence
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A3.4.  
Sexual and reproductive health interventions in-depth


n ����T the �n-ted �ations �on=ention on the �-+hts of the 
�h-ld foc<sed -ts General �o11ent �oW � on Adolescent Health 
and �e=elo61ent -n the �onte?t of the �on=ention on the �-+hts 
of the �h-ldW 
n that doc<1entT the �o11-ħee statedT [
n l-+ht of 
Articles �T ��T and �� of the �on=ention n-WeWT best -nterest of  
the ch-ldT access to -nfor1ationT and healthchealth ser=-cesT  
res6ecti=el@oT �tates �arties sho<ld 6ro=-de adolescents >-th 
access to se?<al and re6rod<cti=e -nfor1ationT -ncl<d-n+ on fa1-l@ 
6lann-n+ and contrace6ti=esT the dan+ers of earl@ 6re+nanc@T the 
6re=ention of H
�cA
�� and the 6re=ention and treat1ent of  
se?<all@ trans1-ħed d-seasesW 
n add-tionT �tates �arties sho<ld  
ens<re that the@ ha=e access to a66ro6r-ate -nfor1ationT  
re+ardless of the-r 1ar-tal stat<s and >hether the-r 6arents or 

+<ard-ans consentW 
t -s essential to )nd 6ro6er 1eans and  
1ethods of 6ro=-d-n+ -nfor1ation that -s ade7<ate and sens-ti=e to 
the 6artic<lar-ties and s6ec-)c r-+hts of adolescent +-rls and bo@sW 
�-th re+ard to 6r-=ac@ and con)dential-t@T and the related -ss<e 
of -nfor1ed consent to treat1entT �tates �arties sho<ld (a) enact 
la>s or re+<lations to ens<re that con)dential ad=-ce concern-n+ 
treat1ent -s 6ro=-ded to adolescents so that the@ can +-=e the-r  
-nfor1ed consentW �<ch la>s or re+<lations sho<ld sti6<late an 
a+e for th-s 6rocessT or refer to the e=ol=-n+ ca6ac-t@ of the ch-ldU  
and (b) 6ro=-de tra-n-n+ for health 6ersonnel on the r-+hts of 
adolescents to 6r-=ac@ and con)dential-t@T to be -nfor1ed abo<t 
6lanned treat1ent and to +-=e the-r -nfor1ed consent to  
treat1ent\ (�¤)W

�o? A�W� 6ro=-des +<-dance on ho> health-care 6ro=-ders can en+a+e >-th adolescents -n @o<th-fr-endl@ >a@s d<r-n+  
cl-n-cal -nteractionsW

A3.4.1.  
Early and/or unintended pregnancy interventions in-depth

�ecent research s<++ests that adolescents ha=e so1e>hat 
ele=ated rates of 1aternal 1ortal-t@ co16ared to older a+e 
+ro<6sT altho<+h th-s r-s0 -s lo>er than that esti1ated b@ 6re=-o<s 
research (��¥)U (���)W 
t -s e=-dentT ho>e=erT that adolescents ha=e 
h-+h rates of <n-ntended 6re+nanc@T >h-ch can lead to a ran+e 
of ad=erse 6h@s-calT soc-al and econo1-c o<tco1esW �he clearest 
>a@ to 6re=ent these ad=erse o<tco1es -s b@ ens<r-n+ access to 
contrace6tion to 6re=ent <n-ntended 6re+nanc-esW 

Adolescents -n 1an@ co<ntr-es lac0 ade7<ate access to  
contrace6ti=e -nfor1ation and ser=-ces that are necessar@ to  
6rotect the-r ��HW Anal@s-s of -ne7<al-ties -n s<r=e@ data fro1  
�¥ ��
�s fo<nd thatT -n =-rt<all@ all co<ntr-esT se?<all@ acti=e 
adolescents had lo>er co=era+e of fa1-l@ 6lann-n+ needs than 
se?<all@ acti=e >o1en a+ed �� @ears or olderW 
n se=eral  
co<ntr-esT the d-øerences are s<bstantialW 
n add-tionT adolescents 
a+ed ��g�� @ears tend to ha=e lo>er co=era+e than those a+ed 
�¥g�� @ears (�¤�)W 

�tr<ct<ral -nter=entions to red<ce <n-ntended 6re+nanc-es a1on+ 
adolescents -ncl<de le+-slatin+ adolescent access to contrace6ti=e 
ser=-cesT red<c-n+ the cost of contrace6ti=es to adolescentsT  
and le+all@ 6roh-b-tin+ ch-ld 1arr-a+e and coerced se? (��)W  
AdolescentsZ best -nterests and the-r e=ol=-n+ ca6ac-ties need to 
be s@ste1aticall@ cons-deredW H<1an r-+hts bod-es ha=e called  
on states str-ctl@ to res6ect adolescentsZ r-+hts to 6r-=ac@ and 
con)dential-t@T -ncl<d-n+ >hen 6ro=-d-n+ ad=-ce on health 1aħersT 
and to ens<re the a=a-lab-l-t@ of @o<th-fr-endl@T con)dential  
contrace6ti=e and other re6rod<cti=e health-care ser=-ces for 
adolescents fro1 all soc-oecono1-c bac0+ro<nds (�¤�-�¤�)W

Adolescents are el-+-ble to <se all the sa1e 1ethods of  
contrace6tion as ad<ltsT and 1<st ha=e access to a =ar-et@  
of contrace6ti=e cho-cesW A+e alone does not constit<te a  
1ed-cal reason for den@-n+ an@ 1ethod to adolescentsW  
�eco11ended 6ol-c@ actions to e?6and adolescent access to 
h-+h-7<al-t@ contrace6ti=e ser=-ces -ncl<de el-1-natin+ soc-al  
and non1ed-cal restr-ctions on the 6ro=-s-on of contrace6ti=es  
to adolescents (eW+W 6roh-b-ti=e soc-al or +ender nor1s) and  
enactin+ 6ol-c-es enabl-n+ adolescents to obta-n a f<ll ran+e  
of contrace6ti=e 1ethods and ser=-cesT thro<+h del-=er@  
1echan-s1s that are a66ro6r-ate and acce6table to the1 
(�¤�)W 

�eco11ended 6ro+ra11e actions -ncl<deV
j  en+a+e adolescents as f<ll 6artners -n des-+n-n+T -16le1entin+ 

and 1on-tor-n+ contrace6ti=e -nfor1ation and ser=-ce 6ro=-s-onU
j  dra> <6on the s<66ort of 6arents and other -n*<ential ad<lts  

-n 6ro=-d-n+ contrace6ti=e ser=-cesU
•  1a0e a=a-lable a f<ll ran+e of contrace6ti=e 1ethods thro<+h 

o<tlets that d-øerent +ro<6s of adolescents are l-0el@ to  
fre7<entT -ncl<d-n+ soc-al 1ar0etin+ o<tletsT ed<cational and 
soc-al fac-l-tiesT and the health s@ste1U

•  <se trad-tional and -nno=ati=e >a@s of 6ro=-d-n+ contrace6ti=e 
-nfor1ation and ser=-ces to both +-rls and bo@sU

•   l-n0 the 6ro=-s-on of contrace6ti=e ser=-ces to the 6ro=-s-on of 
>-der ��H ser=-ce for adolescentsT -ncl<d-n+ -nfor1ation and 
cl-n-cal ser=-ces related to H
� and other ��
sT and as an -nte+ral 
co16onent of a co16rehens-=e res6onse to se?<al =-olenceU and 

•  re7<-re and s<66ort contrace6ti=e ser=-ce 6ro=-ders to be  
res6ecĤ<l of adolescentsT re+ardless of >hether or not the@  
are -n for1al <n-onsW

 (�¤�)

All adolescents deserve high-quality and respectful care. 
Criticism or unwelcoming attitudes will keep them away 
from the care they need. Counselling and services do not 
encourage adolescents to have sex. Instead, they help 
young people protect their health.

To make services friendly to adolescents, health-care 
providers can:

• Show adolescents that they enjoy working with them.
•  Counsel in private areas where they cannot be seen or 

overheard, ensuring confidentiality and assuring the 
client of confidentiality.

•  Listen carefully and ask open-ended questions such as, 
“How can I help you?” and “What questions do  
you have?”

• Use simple language and avoid medical terms. 
•  Use terms that suit young people, avoiding terms such  

as family planning, which may seem irrelevant to those 
who are not married.

•  Welcome partners and include them in counselling,  
if the client desires.

•  Try to make sure that a young woman’s choices are her 
own and that she is not pressured by her partner or her 
family. In particular, if she is being pressured to have sex 
or to not use condoms, providers should help a young 
woman think about, and practise, what she can say and 
do to resist and reduce that pressure. 

•  Speak without expressing judgment (say, for example, 
“You can” rather than “You should”), and avoid criticizing 
the adolescent even if the provider does not approve 
of what the adolescent is saying or doing. The provider 
should help adolescents make decisions that are in their 
best interest.

•  Take time to address fully questions, fears and  
misinformation about sex, STIs and contraceptives.  
Many adolescents want reassurance that the changes 
in their bodies and their feelings are normal. Providers 
should be prepared to answer common questions  
about puberty, monthly bleeding, masturbation,  
night-time ejaculation and genital hygiene.

Box A3.2. Examples of how health workers can provide youth-friendly sexual and reproductive health services

�o<rceV (��¤)W 
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Annex 3. Additional information about evidence-based  
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�o? A�W� e?6la-ns the safet@ and a66ro6r-ateness of each 1ethod of contrace6tion for @o<n+ 6eo6leW

Young people can safely use any contraceptive method.

•  Young women are often less tolerant of contraceptive 
side effects than older women. With counselling, they 
will know what to expect and may be less likely to stop 
using their methods.

•  Unmarried young people may have more sex partners 
than older people and so may face a greater risk of  
STIs. Considering STI risk, and how to reduce it, is an 
important part of counselling.

For some contraceptive methods, there are specific  
considerations for young people:

•  Hormonal contraceptives (oral contraceptives,  
injectables, combined patch, combined vaginal ring,  
and implants)
–  Injectables and the combined ring can be used  

without others knowing.
–  Pills must be taken every day, so this method  

requires the user’s conscientious action.
• Emergency contraceptive pills 

–  Young women may have less control than  
older women over having sex and using  
contraception. They may need emergency  
contraceptive pills more often.

–  Provide young women with emergency contraceptive 
pills in advance, for use when needed. Emergency  
contraceptive pills can be used whenever a young 
woman has any unprotected sex, including if she has 
sex against her will, or if a contraceptive mistake has 
occurred (e.g. condom was used incorrectly, slipped 
or broke; or she missed three or more combined oral 
contraceptive pills).

• Female sterilization and vasectomy
–  Provide with great caution. Young people and people 

with few or no children are among those most likely to 
regret sterilization.

• Male and female condoms
– These protect against both STIs and pregnancy.
–  They also are readily available in many settings  

(particularly male condoms), and they are  
affordable and convenient for occasional sex.

–  It may help to practise putting condoms on alone,  
before using them with a partner for the first time.

•  Intrauterine device (copper-bearing and hormonal  
intrauterine devices)
–  Intrauterine devices are more likely to come out  

among women who have not given birth because  
their uteruses are small.

• Diaphragms, spermicides and cervical caps
–  Although among the least effective methods, young 

women can control use of these methods, and they  
can be used as needed.

• Fertility awareness methods
 –  Until a young woman has regular menstrual  

cycles, fertility awareness methods should be  
used with caution.

–  Users need to have a backup method or emergency 
contraceptive pills on hand.

• Withdrawal
–  Requires the man to know when he is about to  

ejaculate so he can withdraw in time. This may be  
difficult for some young men.

–  This is one of the least effective methods of pregnancy 
prevention, but it may be the only method available – 
and always available – for some young people.

Box A3.3. The safety and appropriateness of different contraceptive methods for young people

�o<rceV (��¤)W 

As for other contrace6ti=e 1ethodsT for lon+-actin+ 6re=ention 
1ethods s<ch as the -ntra<ter-ne de=-ce and the 6ro+esto+en 
-16lantT �H� reco11ends the el-1-nation of 1ed-cal and 
non-1ed-cal barr-ers to <seT -ncl<d-n+ the re7<-re1ent of 6arent 
or 6artner consentT or l-1-tin+ the <se of 1ethods based on an 
adolescentZs a+e or 6ar-t@ (�¤�)W

�hen the@ do beco1e 6re+nantT adolescents 1a@ be 1ore 
l-0el@ than older >o1en to dela@ see0-n+ 1aternal health care 
beca<se the@ do not 0no> the@ are 6re+nant or that the@ are 

ha=-n+ co16l-cationsT the@ are e?6er-enc-n+ sha1e or sti+1a -f 
the@ are 6re+nant o<ts-de of 1arr-a+eT or the@ are constra-ned -n 
1a0-n+ dec-s-ons abo<t the-r <se of 1ed-cal care (eW+W b@ -n-la>s) 
(�¤¤)W �renatal care -s -16ortant to 6re=entT -dentif@ and treat -ron 
de)c-enc@ and anae1-a -n adolescentsT and also to -dentif@ and 
treat 6re+nanc@--nd<ced h@6ertens-onT >h-ch -s a lead-n+ health 
r-s0 a1on+ adolescents ha=-n+ a )rst bab@W �re+nant adolescents 
also ha=e a h-+her r-s0 of 1alar-a-related 1ortal-t@T s6ontaneo<s 
abortions and 6reter1 del-=er@ (���)W 

�0-lled aħendance -s 6artic<larl@ -16ortant d<r-n+ )rst b-rths  
beca<se of the lac0 of b-rth h-stor@T -ncreased l-0el-hood of  
co16l-cations a1on+ )rst b-rthsT and 6otential lac0 of a>areness 
of dan+er s-+ns (�¤¤)W �he 6el=-c bones and b-rth canals of  
adolescentsT es6ec-all@ =er@ @o<n+ onesT are still +ro>-n+T >h-ch 
-ncreases the-r r-s0 of co16l-cations d<r-n+ =a+-nal b-rthW �hereforeT 
@o<n+ adolescents are 1ore at r-s0 of 6rolon+ed or obstr<cted  
labo<r and -deall@ sho<ld ha=e s0-lled care -n a seষn+ >here 
labo<r a<+1entationT caesarean sectionT and o6erati=e =a+-nal 
del-=er@ >-th =ac<<1 or force6s e?traction can be 6erfor1edW 
�bstr<cted or 6rolon+ed labo<r -s one of the 1ore ser-o<s  
co16l-cations that can ca<se 1ortal-t@ or 6otentiall@ lon+-ter1  
-n/<r-esT -ncl<d-n+ obstetr-c )st<laeW 
n the laħer caseT a +-rl 1a@ 
not onl@ s<øer the 1ed-cal conse7<ences of the )st<laT b<t -n 
1an@ cases 1a@ also be sh<nned b@ her 6artnerT fa1-l@ and 
co11<n-t@T lead-n+ to soc-al -solation and 6roble1s >-th 1ental 
healthW �are d<r-n+ 6re+nanc@ and soon ađer ch-ldb-rth -s also 
cr-tical for red<c-n+ le=els of 1aternal 1ortal-t@W 
or e?a16leT  
beca<se adolescents ha=e a h-+her r-s0 of d-ăc<lt labo<r than 
older >o1enT the@ 1a@ be at -ncreased r-s0 for 6ost6art<1  
-nfectionsW


-nal -ss<es -n cons-der-n+ the ��H -nter=ention needs of  
adolescents are the 6artic<lar health r-s0s 6osed b@ earl@ andcor 
forced 1arr-a+eT and <nsafe abortionW �arr-ed adolescent +-rls  

are =<lnerable to se?<al and re6rod<cti=e -ll-healthT >-th  
6otentiall@ l-fe-threaten-n+ conse7<encesW �he a+e of 1arr-a+e  
-s r-s-n+ -n 1ost 6arts of the >orldT b<t the n<1ber of earl@  
1arr-a+es -s still s<bstantialW �he �� co<ntr-es >-th the h-+hest 
rates of ch-ld 1arr-a+e g 1eas<red as rates a1on+ >o1en >ho 
are no> a+ed ��g�� @ears g are all -n Afr-ca and �o<th-	ast As-a 
(�¤�)W 
n Afr-ca these -ncl<de �-+er (��¦)T �had (¤�¦)T �al- (¤�¦)T 
the �entral Afr-can �e6<bl-c (¤�¦)T G<-nea (�¥¦)T 	th-o6-a (�¥¦) 
and �<r0-na 
aso (��¦)T >h-le -n �o<th-	ast As-a the@ are  
�an+ladesh (��¦)T 
nd-a (�¥¦) and �e6al (��¦)W �-+er has the 
h-+hest o=erall 6re=alence of ch-ld 1arr-a+e -n the >orldT b<t 
�an+ladesh has the h-+hest rate of 1arr-a+e -n=ol=-n+ +-rls <nder 
�� @earsW 
n absol<te n<1bersT �o<th As-a -s ho1e to ��¦ of all 
ch-ld br-des >orld>-deU 
nd-a alone acco<nts for one th-rd of the 
+lobal totalW

�nce adolescent +-rls are 1arr-edT the@ t@6-call@ are not reached 
b@ school-based or 6eer-led adolescent health 6ro+ra11esW 
�he@ 1a@ also not 1a0e <se of 6ro+ra11es for 1arr-ed >o1enT 
beca<se the@ do not 0no> >hat ser=-ces are a=a-lable or ho> to 
access the1T es6ec-all@ -f the@ ha=e not @et had a ch-ld (�¤�)W 
n 
so1e seষn+sT s6ec-al-Aed o<treach ser=-ces 1a@ be eøecti=e -n 
6ro1otin+ ser=-ces >-th s<ch +-rls (eW+W �ase st<d@ A�W��)W

�o16l-cations fro1 <nsafe abortion are also an -16ortant ca<se 
of adolescent 1aternal d-sordersT so co<ntr-es sho<ld str-=e to 
red<ce <nsafe abortions a1on+ adolescentsW �h-s 1a@ -ncl<de  
enabl-n+ access to safe abortion and 6ostabortion ser=-cesT  
acti=el@ -nfor1-n+ adolescents abo<t the1T and -ncreas-n+  
co11<n-t@ a>areness of the dan+ers of <nsafe abortion (���)W 
Accord-n+ to the G<ħ1acher 
nstit<teT -n de=elo6-n+ re+-ons -n 
���¥T �W� 1-ll-on adolescent +-rls and >o1en a+ed ��g�� @ears 
are esti1ated to ha=e <nder+one <nsafe abortionsT >h-ch -s an  
ann<al rate of abo<t �¤ <nsafe abortions 6er ���� ��- to 

��-@ear-old fe1ales (���)W �hese o=erall )+<res 1as0 s<bstantial 
=ar-ation -n the <nsafe abortion rate bet>een +eo+ra6h-c re+-onsW 
Afr-caT and �atin A1er-ca and the �ar-bbeanT >here 1ost  
co<ntr-es ha=e =er@ restr-cti=e abortion la>sT had =er@ h-+h  
<nsafe abortion ratesT -WeW �¤ 6er ���� ��g�� @ear old fe1ales  
-n Afr-caT and �� 6er ���� -n �atin A1er-ca and the �ar-bbeanW 

n As-aT >h-ch conta-ns 1an@ co<ntr-es >-th 1ore l-beral abortion 
la>sT the <nsafe abortion rate -n ���¥ >as onl@ n-ne 6er  
���� adolescentsW

Rapid repeat pregnancy, which is usually defined as  
pregnancy onset within 12–24 months of a previous  
pregnancy, is common among adolescent mothers.  
A randomized controlled intervention trial conducted  
in Baltimore recruited adolescent mothers following  
delivery and assigned them either to receive a  

theory-based home-mentoring curriculum for up to  
19 visits, or to receive the usual care. Compared with  
controls, adolescents who received multiple home visits 
were significantly less likely to have a repeat birth, while 
those who participated in more than eight of the 19  
sessions had no births in the two-year follow-up period.

The USA’s home visits to prevent rapid repeat adolescent pregnancies

�o<rcesV (�¤�)U (���)  

�ase �t<d@ A�W��W
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A3.4.2.  
HIV interventions in-depth

Access to and <6ta0e of H
� testin+ and co<nsell-n+ (H��) b@ 
adolescents -s lo>er than for 1an@ other a+e +ro<6sT >h-ch 
detr-1entall@ aøects adolescent H
� 6re=entionT treat1ent and 
care ser=-ces (���)W �h-s -s es6ec-all@ tr<e of adolescents -n 0e@ 
6o6<lations >ho are at h-+her r-s0 of hor-Aontal (-WeW se?<al or 
-ntra=eno<s) H
� -nfection -n all re+-ons and e6-de1-c t@6esW �hese 
-ncl<de se? >or0ersT 1ales >ho ha=e se? >-th 1alesT trans+ender 
6eo6leT @o<thT andcor -n/ectin+ dr<+ <sers (��)U (���)W Another 
-16ortant cons-deration -s the role of co<nsell-n+ 6r-or to H
� 
testin+ and ho> -t enco<ra+es or d-sco<ra+es access a1on+ 
adolescentsW �h-le s6ec-)c 6ro+ra11es 1a@ be de=elo6ed to test 
adolescents (eW+W thro<+h schools)T all strate+-es d-rected to ad<lts 
g -ncl<d-n+ co11<n-t@-based testin+ and co<nsell-n+T 6re=ention 
of 1other-to-ch-ld trans1-ss-onT and 6h@s-c-an--n-tiated testin+ 
and co<nsell-n+ g sho<ld ta0e the needs of adolescents -nto e7<al 
cons-deration (��)W

All adolescents sho<ld ha=e access to H
� testin+T and str<ct<ral 
-nter=entions 1a@ be necessar@ to ens<re th-s (eW+W �ase st<d@ 
A�W��)W 
t -s es6ec-all@ -16ortant to ens<re that those >ho are 
1ost =<lnerableT and those >-th h-+h-r-s0 beha=-o<rsT are  
s<66orted to access testin+ that -s l-n0ed >-th ade7<ate  
6ost-test co<nsell-n+ and 6re=ention andcor treat1ent and careW 
�ate d-a+nos-s of H
� -nfection res<ltin+ -n dela@ed an-tretro=-ral 
thera6@ (A��) -n-tiation -s a s-+n-)cant 6roble1 a1on+ =erticall@ 
(-WeW 6er-natall@) -nfected adolescents -n Afr-caW Access to treat1ent 
and care also re1a-ns -nade7<ateW 
ollo>-n+ H��T there are 6oor 
l-n0a+es to and retention -n H
� care for 1ost 6o6<lationsT and 
A�� co=era+e rates for adolescents are e=en lo>er than for  
other a+e +ro<6sW 
nter=entions and s<66ort for s<sta-ned A�� 
adherence and retention -n care are -nade7<ate -n 1an@ seষn+sT 
>h-ch has led to h-+h le=els of adolescent treat1ent fa-l<re and 
H
�-related 1orb-d-t@ and 1ortal-t@ (��)W 

�o<ntr-es sho<ld 6ro1ote e7<-tableT access-bleT acce6tableT 
a66ro6r-ate and eøecti=e adolescent-fr-endl@ health ser=-ces to 
ens<re that adolescents are d-a+nosed and rece-=e A�� -n a ti1el@ 
1annerT and are s<66orted to re1a-n -n H
� care and to sta@ on 

treat1entW �he -16le1entation of adolescent-fr-endl@ health  
ser=-ces has been 6ro=en to -16ro=e health o<tco1esT <til-Aation 
and acce6tab-l-t@ of ser=-ces for adolescentsT -ncl<d-n+ those l-=-n+ 
>-th H
� (eW+W �ase st<d@ A�W��) (���)W

H
� care and treat1ent has sh-đed ra6-dl@ -n recent decadesW  

or e?a16leT A�� dr<+s ha=e beco1e safer and 1ore eăcac-o<sU 
ne> classes of dr<+s ha=e beco1e a=a-lableU and a 6<bl-c health 
a66roach has led to consol-dation and s-16l-)cation of A�� dr<+s 
for H
� treat1ent and 6re=ention across all a+e +ro<6s and  
6o6<lationsT based on the H
� ser=-ce contin<<1 (���)W �he  
���� �H� �onsol-dated G<-del-nes on the �se of Antiretro=-ral 
(A��) �r<+s for �reatin+ and �re=entin+ H
� 
nfection 6ro=-de 
co16rehens-=e cl-n-cal reco11endations on the 6ro=-s-on of A�� 
for all 6o6<lationsT -ncl<d-n+ )rstT second and th-rd l-ne A�� for 
adolescents (���)W

As noted -n �ection �T c<rrentl@ A�� sho<ld be -n-tiated -nT and 
6ro=-ded l-felon+ toT all adolescents l-=-n+ >-th H
�T re+ardless of 
�H� cl-n-cal sta+e and at an@ ��� cell co<nt (consol-dated  
+<-del-nes)W As a 6r-or-t@T A�� sho<ld be -n-tiated -n all adolescents 
>-th se=ere or ad=anced H
� cl-n-cal d-sease (�H� cl-n-cal  
sta+e � or �) and adolescents >-th ��� co<nt ���� cellsc11�W  
Antiretro=-ral (A��) re+-1ens for adolescents sho<ld be +<-ded  
b@ the con=en-ence of once-da-l@ dos-n+ and the <se of  

)?ed-dose co1b-nations >hene=er 6oss-bleU and the des-rab-l-t@ 
of al-+n-n+ reco11ended re+-1ens for adolescents >-th those for 
ad<lts (���)W �o<ntr-es are at d-øerent sta+es of A�� co=era+e 
and -16le1entation of the consol-dated +<-del-nesT b<t there -s a 
cons-stent trend to>ards -n-tiatin+ treat1ent earl-er and  
e?6and-n+ the <se of A�� dr<+s for H
� 6re=ention to ach-e=e 
+reater -16actW 
or e?a16leT s-nce ���� �+anda has 6ro=-ded A�� 
to all ch-ldren @o<n+er than �� @earsT re+ardless of -11<ne or  
cl-n-cal stat<sW 
n ���� th-s res<lted -n a ��¦ -ncrease -n the  
n<1ber of ch-ldren startin+ A��T and ��¦ of ch-ldren and  
adolescents >ere re6orted to ha=e started A�� >-th-n t>o  
da@s ađer enrol1ent -nto care (���)W 


n all seষn+sT s@16to1 screen-n+ for t<berc<los-s (��) sho<ld be 
cond<cted at e=er@ health =-s-t >-th adolescents l-=-n+ >-th H
�W 

n add-tionT ��-6re=enti=e thera6@ sho<ld be carr-ed o<t for those 
l-=-n+ >-th H
� -n >ho1 acti=e �� has been r<led o<tW Access to 
�� d-a+nostic ser=-ces and l-n0a+e to treat1ent sho<ld also be 
6ro=-ded as necessar@ (���)W

In 1997, the South African Law Commission reviewed  
the existing Child Care Act, which allowed children above 
the age of 14 to consent to medical treatment. The  
Commission held public consultations and actively sought 
input from children themselves. The outcome of the 
process was a new Children’s Act that reduced age-related 
barriers to children’s access to health care. Review of the 
age of consent for medical interventions, including HTC, 
was at least partly informed by research on the age of 
sexual debut, rates of STIs in adolescents, and the  
realization that the age threshold needed to be lowered 

to allow children younger than 14 years to access needed 
sexual and reproductive health services. Since July 2007, 
any adolescent aged 12 years and older in South Africa has 
had the right to consent to an HIV test, if it is considered 
to be in his or her best interest, and so long as he or she is 
of sufficient maturity to understand the benefits, risks and 
social implications of the test. According to South African 
HIV counselling and testing guidelines, an HIV test is in the 
best interests of a child if the test will result in access to 
the continuum of care and support for their physical and 
emotional welfare. 

South Africa’s reduced age of consent for HIV testing

�o<rcesV (��)  

Namibia has implemented a programme in the Caprivi  
and Khomas regions to strengthen the design,  
development and implementation of HTC for adolescents, 
including post-test support services and improved service  
provision for adolescents living with HIV. The programme 
was developed with input from government,  
non-government and other stakeholders, and was  
supported by the Ministry of Health’s adoption of a 
training curriculum on adolescent-friendly health services 
specifically focused on adolescents living with HIV. The 
programme was initiated in a hospital where there was 
already a functional teen club, with the support of hospital 

management and ART site staff. Activities include training 
of adolescent facilitators who are living with HIV, and also 
their parents, caregivers and health-care providers;  
establishment of peer support groups and spaces for them 
to meet; and use of a disclosure tool with all adolescents 
with HIV attending the paediatric ART target site. In  
addition, HTC is emphasized as an entry point to other HIV 
services through strengthened referral linkages between 
HTC and prevention, care and treatment, and support 
services, and through community-based mobilization, 
including interpersonal and mass-media communication  
to reach out to adolescents.

Namibia’s strengthened linkage of HIV testing and support services for adolescents living with HIV

�o<rcesV (��)  

�ase �t<d@ A�W��W
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Annex 3. Additional information about evidence-based  
interventions


t -s also cr-tical to address the needs and =<lnerab-l-ties of  
adolescents fro1 0e@ 6o6<lationsW 
or e?a16leT to 1a0e H
�  
ser=-ces 1ore access-bleT acce6table and aøordable for @o<n+ 
6eo6le >ho sell se?T co11<n-t@-basedT decentral-Aed ser=-ces  
are reco11endedT both thro<+h 1ob-le o<treach and at )?ed 

locations >here se? -s sold (eW+W �ase st<d@ A�W��)W �e6end-n+ on 
the needs of the 6artic<lar seষn+T d-øerentiated a66roaches are 
also reco11ended to reach those >ho do not sell se? re+<larl@T 
those >ho are traăc0ed or ha=e restr-ctions on 1o=e1entT and 
those 1a@ <se the -nternet to 1a0e contact >-th cl-ents (��¤)W


t -s -16ortant to cons-der that adolescents l-=-n+ >-th H
� need 
access to a f<ll ran+e of contrace6ti=e o6tions (���)W �<al  
1ethods g condo1sT both 1ale and fe1aleT and l<br-cants -n  
con/<nction >-th hor1onal 1ethodsT -ncl<d-n+ e1er+enc@  
contrace6tion g are essential to 6rotect a+a-nst <n>anted 
6re+nanc@T ��
s and H
� trans1-ss-onW �e?<al and re6rod<cti=e 
health ser=-ces 1<st also be able to address <n>anted 6re+nanc@ 
for H
�-6os-ti=e adolescent >o1enT >here the la> allo>sT e-ther 
6ro=-d-n+ or referr-n+ cl-ents for ter1-nation of 6re+nanc@ ser=-ces 
-f re7<estedW


-nall@T -t -s -16ortant to note that ra6-d +ro>th -n the n<1bers 
of adolescents -n the co1-n+ @ears -s l-0el@ to challen+e 6ro+ress 
-n co1batin+ H
�T 6artic<larl@ -n co<ntr-es >-th +eneral-Aed H
� 
e6-de1-cs (��¥)W 
ndeedT 1an@ of the co<ntr-es 6resentl@  
str<++l-n+ to re=erse +eneral-Aed H
� e6-de1-cs are e?6er-enc-n+ 
ra6-d +ro>th -n the-r n<1bers of adolescents and @o<thT 1ean-n+ 
that an -ncreas-n+ a1o<nt of reso<rces are needed to 1a-nta-n 
and e?6and co=era+e of H
� 6re=ention and treat1ent ser=-ces to 
@o<n+ 6eo6leW �h-s -s es6ec-all@ tr<e for the co<ntr-es >-th �g��¦ 
of the ad<lt 6o6<lation l-=-n+ >-th H
� -n ����T as the@ are l-0el@ 
to be challen+ed to 6ro=-de ser=-ces to ��g��¦ 1ore adolescents 
and @o<th -n ���� than the@ needed to ser=e -n ����W

Kimara Peer Educators and Health Promoters Trust Fund 
– a community-based NGO in a low-income area of Dar es 
Salaam in the United Republic of Tanzania – has a drop-in 
centre to provide outreach and services to young people 
aged 16 and above who inject or otherwise use drugs.  It 
also serves young people who sell sex, since there is an 
overlap between the two populations. Services include 
individual and group psychosocial therapy and support;  
referrals to methadone-assisted therapy; and basic  
information on harm reduction, HIV and AIDS, viral 

hepatitis, other STIs, sexual and reproductive health, and 
condom use. Referrals to government hospitals are made 
only with the young person’s consent, and confidentiality 
is maintained unless the young person gives permission 
for their parents or other family members to be informed. 
Government approval is being sought for provision of clean 
needles and syringes upon request at the drop-in centre 
and by outreach workers. Services are offered by a  
professional social worker and community outreach  
workers from the local area.

The United Republic of Tanzania’s drop-in centre to reach young people who sell sex or inject drugs

�o<rcesV (��)  

A3.5.  
Water, sanitation and hygiene (WASH) interventions in-depth

�-arrhoeal d-seases are 1a/or adolescent health b<rdensT as >as 
sho>n -n �ection �W �here are 1an@ >a@s that adolescents can 
be e?6osed to d-arrhoeal -nfectionsT so 6re=ention eøorts 1<st 
-dentif@ and eøecti=el@ tar+et all 6oss-ble 1odes of trans1-ss-on 
-n a 6artic<lar co<ntr@ or seষn+W �-arrhoeal d-seases are t@6-call@ 
ca<sed b@ faecal-oral 6atho+ens that are trans1-ħed thro<+h 6oor 
san-tation and h@+-eneW 
or -nstanceT >hen faeces are d-s6osed 
of -16ro6erl@T and hand >ash-n+ fac-l-ties and 6ractices are 
-nade7<ateT then h<1an e?creta 1a@ conta1-nate hands and be 
-n+ested b@ hand-to-1o<th contactT or thro<+h food 6re6arationW 
�<rrent hand>ash-n+ 6re=alence -s lo> -n ��
�s >here the le=els 
of d-arrhoeal d-seases are h-+h (���)W

Globall@ -n ����T an esti1ated �W� b-ll-on 6eo6le still <se  
<n-16ro=ed san-tation fac-l-tiesW �he =ast 1a/or-t@ of the1 l-=e -n 
the �o<th-	ast As-aT Afr-canT and �estern �ac-)c �e+-ons (�¥�)W 
n 
the last decadesT <se of -16ro=ed san-tation fac-l-ties -ncreased -n 
1ost 6arts of the >orldT e?ce6t �cean-aW �ates of -16ro=e1ent 

>ere 1<ch lo>er -n s<b-�aharan Afr-ca (¤ 6ercenta+e 6o-nts) than 
-n 	ast As-a (�¥ 6ercenta+e 6o-nts)T �o<thern As-a (�� 6ercenta+e 
6o-nts)T and �o<th-	ast As-a (�� 6ercenta+e 6o-nts)T b<t t>o th-rds 
(¤�¦) of those >-tho<t access to -16ro=ed san-tation -n �o<th 
As-a still 6ractise o6en defecationT co16ared >-th one th-rd (��¦) 
-n s<b-�aharan Afr-ca (�¥�)W 
n add-tion to d-rect conta1-nation  
of the en=-ron1ent thro<+h o6en defecation and <n-16ro=ed  
latr-nesT faecal 6atho+ens 1a@ be transferred to >aterborne 
se>a+e s@ste1s thro<+h *<sh to-lets or latr-nesT and these 1a@ 
s<bse7<entl@ conta1-nate s<rface >aters and +ro<nd>aterW 

�hro<+h s<ch 6ath>a@sT dr-n0-n+ >aterT recreational >ater or  
food 1a@ be conta1-nated and ca<se d-arrhoeal d-sease  
follo>-n+ -n+estionW Globall@T recent research esti1ates that �¤¦ 
of 6eo6le dr-n0 >ater that -s at least occas-onall@ conta1-nated 
>-th faecal--nd-cator bacter-aT >-th rates ran+-n+ fro1 ��¦ -n 
	<ro6e ��
�s to 1ore than ��¦ -n Afr-can ��
�s (���)W 
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Annex 3. Additional information about evidence-based  
interventions

A3.5.1. 
WASH interventions for general populations

�an@ �A�H -nter=entions for +eneral 6o6<lations are 0no>n 
to be eøecti=e -n red<c-n+ d-arrhoeal d-sease trans1-ss-onT and 
these >o<ld also red<ce the s<bstantial rates of adolescent 
1ortal-t@ and �A��s lost d<e to d-arrhoeal d-seases -n ��
�sW 

or e?a16leT lar+e 6otential health +a-ns co<ld be ach-e=ed 
fro1 the >-des6read ado6tion of a66ro6r-ate hand>ash-n+ 
6racticesT and related 6ol-c-es and 6ro+ra11es to 6ro1ote th-s 

beha=-o<rW 	sti1ates s<++est that s-16le -nter=entions to -16ro=e 
hand>ash-n+ ađer to-let or latr-ne <seT or before food 6re6arationT 
red<ce the r-s0 of d-arrhoeal d-sease b@ ��¦ (���)W �ro1otion of 
other food-h@+-ene beha=-o<rs co<ld also be eøecti=eT s<ch as 
ro<tine clean-n+ of 0-tchen s<rfaces and <tens-ls >-th sol<tions 
of soa6 or bleach -n >aterT or re-heatin+ food before eatin+ to 
red<ce bacter-al +ro>th (eW+W �ase st<d@ A�W�¤) (�¥�)W

�ther eøecti=e a66roaches are to -ncrease access to bas-c 
san-tation at the ho<sehold le=elT and to 6ro=-de -16ro=ed 
san-tation -n ho<seholds (eW+W *<sh-n+ to a 6-t or se6tic tan0T 
dr@ 6-t latr-ne >-th slabT or co16ostin+ to-let)W �-1-ted e=-dence 
also s<++ests that connection to a se>era+e s@ste1 that safel@ 
re1o=es e?creta fro1 both the ho<sehold and co11<n-t@ 
@-elds +reat health bene)ts (���)W 
n add-tionT -n seষn+s >here 
o6en defecation -s >-del@ 6ractisedT co11<n-t@ ca16a-+ns to 
d-sco<ra+e the 6ractice 1a@ be =er@ eøecti=eW

�he cons-stent a66l-cation of ho<sehold >ater treat1ent and 
safe stora+e has also been fo<nd to red<ce d-arrhoeal d-sease -n 
+eneral 6o6<lations b@ bet>een �¥¦ and ��¦T de6end-n+ on 
the t@6e of >ater s<66l@W �h-đ-n+ fro1 an <n6rotected so<rce of 
dr-n0-n+ >ater (eW+W d<+ >ell or s6r-n+U r-=erT 6ond or other s<rface 
>aterU >ater 6ro=-ded b@ a =endor >-th a cart or tan0er tr<c0) to 
-16ro=ed 6o-nt so<rces of dr-n0-n+ >ater (eW+W boreholeU 6rotected 
d<+ >ell or s6r-n+U ra-n>ater collection) onl@ 6ro=-des 1odest 
health +a-nsT beca<se the so<rces 1a@ be conta1-natedT or >ater 

1a@ beco1e conta1-nated before cons<16tion (eW+W d<r-n+ 
trans6ortT handl-n+ or ho<sehold stora+e) (���)W �-1-ted e=-dence 
s<++ests that 1a/or d-arrhoeal d-sease red<ctions (eW+W ��¦) can 
be ach-e=ed b@ trans-tion-n+ to >ater ser=-ces that confer a safe 
and contin<o<s s<66l@ of 6-6ed >aterW 


16le1entation of >ater-safet@ 6lans and +<-del-nes for dr-n0-n+-
>ater 7<al-t@ are the 1ost eøecti=e >a@ of cons-stentl@ ens<r-n+ 
the safet@ of a dr-n0-n+->ater s<66l@ at the co<ntr@ le=elW �hese 
6lans re7<-re a r-s0 assess1ent that cons-ders all ste6s -n >ater 
s<66l@ fro1 catch1ent to cons<1erT follo>ed b@ -16le1entation 
and 1on-tor-n+ of control 1eas<resW �H� 6ro=-des +<-dance and 
s<66ort to re+<latorsT >ater s<66l-ers and san-tation 6lanners on 
ho> to -16le1ent and scale-<6 6re=enti=e r-s0 1ana+e1ent (eW+W 
�H� (�¥�)U �H� (�¥�)U �H� (�¥�))W �H� standards of �A�H 
-n health fac-l-ties are also deta-led accord-n+ to h@+-eneU >ater 
7<antit@T access and 7<al-t@U and san-tation 7<antit@T access and 
7<al-t@ (�¥�)W 

�o<rceV (�¥�)W �o<rceV (�¥¤)W 

A3.5.2. 
Adolescent-specific WASH interventions

�he heath sector 1<st >or0 closel@ >-th the ed<cation sector 
to red<ce >ater- and san-tation-related health 6roble1s a1on+ 
adolescentsT both -n ens<r-n+ that schools 6ro=-de safe >ater and 
san-tation fac-l-tiesT and -n -16le1entin+ �A�H -nter=entions to 
6ro1ote health@T l-felon+ 6ractices at scale (eW+W �ase st<d@ A�W��)W 

n a recent s<r=e@T 1ore than three 7<arters of �� co<ntr-es 
had nationall@ a66ro=ed 6ol-c-es for san-tation and dr-n0-n+ 

>ater -n schoolsT b<t onl@ ��¦ of those 1eas<res >ere f<ll@ 
-16le1entedT f<nded and re+<larl@ re=-e>edW �f the 1eas<res 
to s<sta-n and -16ro=e ser=-cesT san-tation had the lo>est le=el 
of -16le1entationV ¥�¦ of co<ntr-es re6orted that 1eas<res are 
-n 6lace to rehab-l-tate bro0en or d-s<sed latr-nes at schools and 
other 6<bl-c fac-l-tiesT b<t onl@ ��¦ of those co<ntr-es re6orted a 
h-+h le=el of -16le1entation of those 1eas<res (�¥�)W

�he Global Health 	sti1ates de)n-tion of d-arrhoeal d-seases 
does not -ncl<de hel1-nths (eW+W ta6e>or1sT ro<nd>or1s 
and sch-stoso1es)T b<t so1e of those d-seases -n=ol=e s-1-lar 
trans1-ss-on ro<tes and -nter=ention a66roachesW H-stor-call@T 
health and h@+-ene ed<cation 6ro+ra11es -n schools ha=e been 
-16ortant entr@ 6o-nts for de>or1-n+ acti=-tiesW 
n ����T 1ore 
than ��� 1-ll-on 6reschool-a+ed and school-a+ed ch-ldren >ere 
treated >-th anti-hel1-nth-c 1ed-c-nes -n ende1-c co<ntr-esT 
corres6ond-n+ to ��¦ of the ch-ldren at r-s0W �H� and 6artners 
ha=e 6rod<ced +<-del-nes on school-based �A�H -nter=entionsT 
-ncl<d-n+ teacher 1an<als on ho> to cond<ct a school de>or1-n+ 
da@ (�¥�)T and related school health 1od<les foc<sed on health@ 
n<tr-tion (���)T the 6h@s-cal school en=-ron1ent (�¥¥)T and local 
action to create health-6ro1otin+ schools (�¥�)W


n half of all ho<seholds >orld>-deT >ater -s carr-ed to the ho1e 
for ho<sehold <seT and >o1en and +-rls are the 6r-1ar@ >ater 
collectors (���)W �h-s -s a ti1e-cons<1-n+ acti=-t@ that can red<ce 
+-rlsZ school aħendance and foc<s on ho1e>or0T and can also 
contr-b<te to 1<sc<los0eletal 6roble1sW �al0-n+ +reat d-stances 
to collect >aterT or not ha=-n+ access to a to-let or latr-neT can 

both be <nsafe cond-tions that 1a0e adolescent +-rls -solated and 
=<lnerableW 
ndeedT not ha=-n+ ade7<ate �A�H fac-l-ties has been 
assoc-ated >-th se?<al assa<lt and +ender-based =-olence (��¤)W 


n add-tionT 1an@ +-rls 1-ss school >hen the@ are 1enstr<atin+ 
-f schools do not ha=e ade7<ate >ater and san-tation fac-l-tiesW 
�enstr<atin+ +-rlsT d<e to lac0 of 0no>led+eT c<lt<ral bel-efsT 
and -nade7<ate h@+-ene fac-l-ties and s<66l-esT 1a@ feel sha1e 
and soc-al -solation res<ltin+ -n 6oor self-estee1 and decreased 
school aħendance (�¥�)W �he �A�H �atra 6ro/ect -n 
nd-a fo<nd 
that 1ore than ��¦ of +-rls d-d not 0no> >hat >as ha66en-n+ 
to the-r bod-es >hen the@ be+an 1enstr<ation and re+arded the 
6rocess as d-rt@T lead-n+ to an -ncreased sense of sha1e (��¤)W 

nter=entions that 6ro1ote 1enstr<al h@+-ene 1ana+e1ent 
-n co11<n-tiesT schools and e1er+enc-es can -16ro=e these 
cond-tions b@ creatin+ a66ro6r-ate reso<rces and -nfor1ation 
(eW+W �ase st<d@ A�W�¥)W �<ltisectoral a66roaches l-n0-n+ �A�H 
>-th healthT ed<cation and the 6r-=ate sector are essential to 
ens<re that +-rls ha=e access to s<66l-es for 1enstr<al h@+-ene 
1ana+e1entT 0no>led+eT and the a<tono1@ to -16ro=e 6ersonal 
h@+-ene 6racticesW

A recent study in Nepal developed and tested innovative, 
evidence-based behaviour-change approaches to improve 
food-hygiene practices. The intervention was implemented 
by conducting group sessions and household visits. Each 
session focused on a specific motivational theme, including 
nurture, disgust and social respect. Activities consisted 
of storytelling and motivational games introducing an 
Ideal Mother figure; providing reminder materials in 
kitchens related to five key food-hygiene behaviours; 
video screenings; a jingle installed on mobile phone 
ringtones; contamination demonstrations; public pledges 

of commitment to the campaign; competitions; and public 
reward ceremonies. One of the targeted behaviours 
was for mothers to keep food adequately hot to reduce 
bacterial growth. The nurture message communicated 
to mothers was that hot food is tastier food, so children 
will eat it more readily than food that is cold or at room 
temperature. Preliminary results of this campaign indicate 
that mothers practised the behaviours, in particular 
reheating food, because they found that children indeed 
liked it more.

Nepal’s approach to improved food hygiene

�ase �t<d@ A�W�¤W

In Mauritania, sewage systems often contaminate the 
groundwater supply, and water for household and school 
use frequently is collected and transported in plastic 
containers. Many children suffer from diarrhoea and other 
diseases related to such environmental conditions. In 
recent years, the government has worked to improve the 
quality of drinking water, sanitation and hygiene in schools. 
In the El Baraka School in the capital city of Nouakchott, 
for example, water basins have been installed and advice 
provided on handwashing and hygiene in classrooms 

and toilets. The entire school community – students, 
teachers and administrative staff –actively participates in 
creating a more hygienic school. Street vendors who sell 
food to the school community have also been provided 
with recommendations to improve the quality and safety 
of their food. More than 6500 people have benefited 
from the project to improve hygiene in schools, and 
the improved conditions have led to reduced student 
absenteeism.

Mauritania’s improvement of water quality, sanitation and hygiene in vulnerable schools

�ase �t<d@ A�W��W A
nn

ex
 3

3

Anne? �



Global Accelerated Action for the Health of Adolescents (AA-HA!)48 49

Annex 3. Additional information about evidence-based  
interventions

A3.6. 
Noncommunicable disease interventions

�o dateT 1ost -nternational eøorts to 6re=ent and treat 
nonco11<n-cable d-seases (���s) ha=e foc<sed on ad<ltsT b<t 
-ncreas-n+l@ aħention -s also be-n+ +-=en to ���s e?6er-enced b@ 
ch-ldren and adolescents (���)W �hese ���s 1a@ be tr-++ered b@ 
a co16le? -nteraction bet>een the ch-ldZs bod@T the s<rro<nd-n+ 
en=-ron1entT l-=-n+ cond-tionsT -nfectio<s a+entsT and n<tr-tional 
andcor other factorsW 

Another -16ortant cons-deration -s that 1a/or ���s can -n*<ence 
and be -n*<enced b@ other cond-tions (���)W 
or e?a16leT 
ch-ldhood 1altreat1ent -s ass<1ed to be a r-s0 factor for the 
s<bse7<ent ado6tion of h-+h-r-s0 beha=-o<rs s<ch as s1o0-n+T 
har1f<l <se of alcoholT dr<+ ab<se and eatin+ d-sordersT >h-ch 
-n t<rn 6red-s6ose -nd-=-d<als to ���sT s<ch as card-o=asc<lar 

d-seasesT cancer and chron-c res6-rator@ d-seasesW 
n another 
e?a16leT 1an@ ���sT -ncl<d-n+ card-o=asc<lar d-seases and 
chron-c res6-rator@ d-seasesT are d-rectl@ or -nd-rectl@ l-n0ed 
to -nfectio<s d-seasesW 
n ��
�sT for -nstanceT -nfections are 
esti1ated to ca<se one )đh of cancersW �tron+ 6o6<lation-le=el 
-nfectio<s d-sease ser=-ces >-ll th<s red<ce the b<rdens of both 
co11<n-cable and nonco11<n-cable d-seasesW


16ortantl@T -n ��
�s so1e ���s are 1a/or ca<ses of 6re=entable 
1ortal-t@T 1orb-d-t@ and d-sab-l-t@ a1on+ adolescentsT beca<se 
of late d-a+nos-s or lac0 of access to a66ro6r-ate treat1entW 
�hose adolescents >ho are fort<nate to s<r=-=e ođen e?6er-ence 
s-+n-)cant hardsh-6 and d-sab-l-t@ as a res<lt of l-=-n+ >-th a chron-c 
health cond-tion that -s not o6ti1all@ 1ana+edW 

A3.6.1. 
Overweight, physical inactivity and tobacco interventions in-depth

�eha=-o<ral r-s0 factors for ���s ođen be+-n -n earl@ ch-ldhood 
or adolescence and contin<e -nto ad<lthood (��)W 
or e?a16leT 
-f adolescents s6end a s<bstantial 6ortion of the-r ti1e >atch-n+ 
tele=-s-on or co16<ter screensT the-r 6h@s-cal acti=-t@ -s l-0el@ 
to be red<cedT >h-le the eøect of ad=ertis-n+ >-ll contr-b<te to 
an -ncrease -n the-r calor-e cons<16tionW �esearch has fo<nd 
that food 1ar0etin+ to ch-ldren and adolescents -s e?tens-=eT 
lar+el@ 6ro1otes foods h-+h -n saltT s<+ar or fatT and -n*<ences 
food 6references and cons<16tion 6aħern at @o<n+ a+es (���)W 
�h-ldren and adolescents also ha=e l-ħle control o=er e?6os<re to 
6ass-=e c-+areħe s1o0eT and adolescents 1a@ beco1e s1o0ers 
the1sel=esW �he nat<re and 6re=alence of s<ch r-s0 factors and 
o<tco1es can d-øer b@ co<ntr@T ethn-c-t@T soc-oecono1-c +ro<6 
and se?W 
or -nstanceT �ho and collea+<es (����) h@6othes-Aed 
that h-+her rates of b-n+e dr-n0-n+ and s1o0-n+ a1on+ ��-to 
��-@ear-old -n the �e6<bl-c of �orea -n lo>er soc-oecono1-c 
+ro<6s contr-b<ted to the-r h-+her rates of card-o=asc<lar death 
>h-le still adolescentsT relati=e to the-r co<nter6arts -n h-+her 
soc-oecono1-c +ro<6s (���)W

�<ltisectoralT 6o6<lation-based a66roaches are needed to red<ce 
the 6re=alence of 1od-)able ��� r-s0 factors a1on+ adolescents 
and -n the +eneral 6o6<lationW A co1b-nation of )scal 6ol-c-esT 
le+-slationT chan+es to the en=-ron1entT and ra-sed a>areness of 
health r-s0s >or0s best for 6ro1otin+ health-er d-ets and 6h@s-cal 
acti=-t@ and d-sco<ra+-n+ tobacco <se (���)W �hese eøorts a-1 
not onl@ to red<ce r-s0 factors for ���sT b<t also to sha6e the 
broader en=-ron1ents -n >h-ch 6eo6le l-=eT eatT st<d@T >or0 and 
6la@T so that health@ cho-ces are access-ble and eas@ to 1a0e 
(eW+W �ase st<d@ A�W��)W �chools 6ro=-de a 6artic<larl@ -16ortant 
o66ort<n-t@ to address adolescent ��� r-s0 factors >-th 7<al-t@ 
and on a lar+e scaleW �e=eral �H� doc<1ents 6ro=-de +<-dance 
on ho> +o=ern1ents can best <til-Ae th-s o66ort<n-t@T -ncl<d-n+ 
�chool �ol-c@ 
ra1e>or0V 
16le1entation of the �H� Global 
�trate+@ on �-etT �h@s-cal Acti=-t@ and Health (��¤)T and -ss<es of 
the �H� 
nfor1ation �er-es on �chool HealthT >h-ch foc<sed on 
6ro1otin+ n<tr-tion and 6h@s-cal acti=-t@ and red<c-n+ tobacco <se 
(���)U (���)U (���)W

�o<rceV (��¤)W

Historically, girls in Papua New Guinea have sometimes 
missed school due to their monthly menstruation, or 
attended school but experienced teasing by classmates 
and had to dispose of their used materials in long grasses. 
Most schools provided no education on menstruation, 
and teachers and school board members were mainly 
men. In order to raise awareness, female staff discussed 
menstruation with their male colleagues, which led to 
the construction of showers and incinerators for use 
by the girls. However, when external facilitators led a 
knowledge-sharing workshop with girl students they said 

that they would prefer a simple facility that allowed them 
to sit down, and which also had a washing line positioned 
outside. Technicians helped them develop a prototype.  
A simple building was designed with woven grass matting 
lined with a waterproof shower liner to prevent the grass 
rotting, and for an increased level of privacy. A teacher and 
a student took part in a local radio programme and spoke 
about the challenges girls face and the knowledge-sharing 
workshop. A recording of this programme was broadcast 
on local radio several times for a month.

Papua New Guinea’s school WASH facilities designed by adolescent girls

�ase �t<d@ A�W�¥W

A
nn

ex
 3

3

Anne? �

©Camila Eugenia Vargas



Global Accelerated Action for the Health of Adolescents (AA-HA!)50 51

Annex 3. Additional information about evidence-based  
interventions

Overweight

�he 6re=alence of adolescent obes-t@ -s r-s-n+ alar1-n+l@ -n 1an@ 
co<ntr-es aro<nd the >orldT altho<+h rates 1a@ be 6latea<-n+ -n 
so1e seষn+s (���)W �H� de)nes adolescent o=er>e-+ht and 
obes-t@ -n ter1s of bod@ 1ass -nde? (��
) for a+e relati=e to the 
�H� +ro>th reference for adolescentsW �6ec-)call@T [o=er>e-+ht\ 
-s one or 1ore standard de=-ations abo=e the reference 
(e7<-=alent to ��
 �� 0+c1� at �� @ears)T and [obes-t@\ -s t>o or 
1ore standard de=-ations abo=e the reference (e7<-=alent to ��
 
�� 0+c1� at �� @ears) (��¥)U (���)W 
n absol<te n<1bersT there 
are 1ore ch-ldren >ho are o=er>e-+ht and obese -n ��
�s than -n 
H
�sW 
n 1an@ ��
�sT ho>e=erT 1aln<tr-tion d<e to both <nder- 
and o=er>e-+ht are +reat b<rdens -n adolescent 6o6<lationsW 

n the �o<th-	ast As-a �e+-onT for e?a16leT th-nness -n ��- to 
��-@ear-old fe1ales -s esti1ated to ran+e fro1 ��¦ to ��¦T >h-le 
o=er>e-+ht -n the sa1e 6o6<lation ran+es fro1 �¦ to ��¦ (���)W

Physical Inactivity

�h@s-cal acti=-t@ has 1an@ 6os-ti=e health bene)ts for adolescentsW 
A66ro6r-ate le=els of 6h@s-cal acti=-t@ contr-b<te to the 
de=elo61ent of health@ 1<sc<los0eletal tiss<es (-WeW bonesT 
1<scles and /o-nts) and card-o=asc<lar s@ste1s (-WeW heart and 
l<n+s)U ne<ro1<sc<lar a>areness (-WeW coord-nation and 1o=e1ent 
control)U and 1a-ntenance of a health@ bod@ >e-+ht (��)W  

�h@s-cal acti=-t@ can -ncl<de 6la@U +a1esU s6ortsU trans6ortation 
(eW+W c@cl-n+)U choresU recreationU 6h@s-cal ed<cation or 6lanned 
e?erc-se -n the conte?t of broader fa1-l@U and school and 
co11<n-t@ acti=-tiesW 
or older adolescents -t can also -ncl<de 
a66ro6r-ate occ<6ational acti=-t@W �h@s-cal acti=-t@ can also 
6s@cholo+-call@ bene)t adolescents b@ -16ro=-n+ the-r control 
o=er an?-et@ and de6ress-on s@16to1sT and 6ro=-d-n+ the1 >-th 
o66ort<n-ties for self-e?6ress-onU con)dence-b<-ld-n+U leadersh-6U 
co11<n-t@ contr-b<tionU and soc-al -nteraction and -nte+rationW

�es6-te the bene)ts of 6h@s-cal acti=-t@T -nacti=-t@ -s alar1-n+l@ 
co11on a1on+ adolescentsV ¥�¦ of adolescent +-rls and 
�¥¦ of adolescent bo@s do not 1eet reco11ended 1-n-1<1 
re7<-re1ents for 6h@s-cal acti=-t@ (���)W �he 6re=alence of 6h@s-cal 
-nacti=-t@ -s h-+hest -n H
�sT >here -t -s al1ost do<ble that of �
�sW 
A1on+ �H� re+-onsT the 	astern �ed-terranean �e+-on has the 
h-+hest 6re=alence of -nacti=-t@ -n both ad<lts and adolescentsW 

n 1an@ c<lt<resT bo@s ha=e far 1ore o66ort<n-t@ than +-rls to 
en+a+e -n s6orts or 6la@ o<ts-deT and the@ 1a@ also be far 1ore 
1ob-le a>a@ fro1 the-r ho1e for schoolT >or0 and other acti=-tiesW 
�on=ersel@T +-rls 1a@ be e?6ected to sta@ -ns-de the-r ho1es 
and ha=e 1-n-1al 6h@s-cal acti=-t@T -n accordance >-th 1odest@ 
nor1sW �h-s 1a@ be e=en 1ore 6rono<nced as +-rls reach the-r 
older adolescent @earsT s<++estin+ that tar+eted -nter=entions to 
6ro1ote 6h@s-cal acti=-t@ >-th adolescent +-rlsT and 6artic<larl@ 
older adolescent +-rlsT 1a@ be bene)c-al (eW+W �ase st<d@ A�W��)W

�o<rceV (���)W

�o<rceV (��¤)W 

�ore -n-de6th +<-dance on adolescent 6h@s-cal acti=-t@ 
can be fo<nd -n se=eral reso<rces 6<bl-shed b@ �H� or 
��	���T -ncl<d-n+ �ro1otin+ �h@s-cal Acti=-t@ -n �choolsV An 

16ortant 	le1ent of a Health-�ro1otin+ �chool (���)T Global 
�eco11endations on �h@s-cal Acti=-t@ for Health (���)T and 
�<al-t@ �h@s-cal 	d<cation (��	)V G<-del-nes for �ol-c@ �a0ers 
(���)W

Tobacco use

	?6os<re to tobacco s1o0e can be both a beha=-o<ral and an 
en=-ron1ental r-s0 factor for cerebro=asc<lar d-sease and 1an@ 
other ���sT de6end-n+ on the e?tent to >h-ch an -nd-=-d<al 
s1o0es or -s e?6osed to second-hand s1o0eW 
n ����T the 
+lobal Health �eha=-o<r -n �chool-A+ed �h-ldren s<r=e@ fo<nd 
thatT a1on+ �� @ear oldsT ��¦ of bo@s and ��¦ of +-rls s1o0ed 
tobacco da-l@W 
n contrastT -n ���� the +lobal Adolescent Health 
and �-fest@le �<r=e@ fo<nd 1<ch lo>er re6orts of an@ tobacco 
<se a1on+ ��-@ear-old bo@s (�¦) and +-rls (¤¦) (���)W 
1a+er@ 
-n 1otion 6-ct<res contin<es to +-=e 1-slead-n+l@ 6os-ti=e 
-16ress-ons of tobacco <seW �<ch -1a+es ha=e been -denti)ed  
as a ca<se of s1o0-n+ -n-tiation a1on+ adolescents (���)W

�chool-based tobacco-6re=ention 6ro+ra11es that -dentif@ the 
soc-al -n*<ences 6ro16tin+ @o<th to s1o0e and teach the1 
s0-lls to res-st those -n*<ences ha=e de1onstrated cons-stentT 
s-+n-)cant red<ctions or dela@s -n adolescent s1o0-n+ (���)W 
�hese 6ro+ra11es <s<all@ tar+et @o<n+ adolescentsT >hen 
s1o0-n+ e?6er-1entation and -n-tiation -s 1ost co11on (eW+W 
�ase st<d@ A�W��)W 	øecti=eness of school-based 6ro+ra11es -s 
stren+thened b@ school 6ol-c-es and co11<n-t@->-de 6ro+ra11es 
that -n=ol=e co11<n-t@ or+an-AationsT 6arentsT 1ass 1ed-a 
and @o<thW �o1e of the �H� re+-ons ha=e de=elo6ed @o<th 
tobacco -nter=ention +<-del-nes and reco11endations for the-r 
6o6<lations that address s<ch broad -nter=entionsW 
or e?a16leT 
the �an A1er-can Health �r+an-Aation 6rod<ced a tobacco-free 
@o<th l-fe-s0-lls 6r-1er that o<tl-nes co16rehens-=e 6ol-c@ eøortsT 
6re=ention 6ro+ra11-n+T school-based 6ro+ra11esT l-fe-s0-lls 
tra-n-n+ and the �H� l-fe-s0-lls -n-tiati=e (���)W 

Half of all adults in Samoa are at high risk of developing 
major NCDs, including heart disease, diabetes and cancer. 
In response to this public health threat, PEN (package of 
essential NCD interventions) Fa’a Samoa was initiated in 
November 2014 in several demonstration sites. PEN Fa’a 
Samoa (literally meaning PEN the Samoan way) has three 
main pillars: early detection of NCDs, NCD management, 
and increased community awareness. The model takes 
advantage of existing community structures in which 
extended families play a significant role in daily life and 
culture. Each village in Samoa has a women’s committee 
representative whose role is to liaise with government 
agencies to facilitate early NCD detection. 

In communities where the pilot has been implemented, 
more than 92% of the target population has been reached. 
Members of the community with abnormal results for 
blood glucose are referred to a district health facility  
where they are seen by a physician who discusses a 
management and treatment plan with them, and prescribes 
medication and behaviour changes. Trained women in the 
community then help patients carry out their treatment 
plans. The Ministry of Health and the National Health 
Service aim to replicate PEN Fa’a Samoa and to achieve  
full implementation nationally by the end of 2016.

In 2003, through the collaborative efforts of the NGOs 
Insan Foundation-Pakistan and Right to Play, a physical 
activity programme promoting inclusion of girls in play and 
sport activities was implemented in 14 Afghan schools and 
in two schools of Afghan and Pakistani children in Pakistan.  
The programme focuses on the inclusion of girls who had 
previously been culturally restricted from participating in 
sports and physical activity.  
 

Through consultation with community elders, play sites 
were modified and girls-only events were organized. The 
project was well received by teachers and students, and 
girls’ physical activity is now an integral part of these 
schools. This programme is an example of how NGOs 
can support the implementation of policies that promote 
physical activity in culturally sensitive ways. 

Samoa’s family programme to improve health and combat noncommunicable diseases Pakistan’s promotion of physical activity for girls
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nter=entions to red<ce adolescent tobacco <se or e?6os<re sho<ld be -16le1ented b@ the +o=ern1ent thro<+h rele=ant le+-slation and 
re+<lationsW �hese are -ncl<ded -n the �H� 
ra1e>or0 �on=ention on �obacco �ontrolT an -nternational treat@ >-th �¥� �arties (��� 
co<ntr-es and the 	<ro6ean �n-on) and 6ro1oted b@ �H� as =er@ cost-eøecti=e de1and red<ction 1eas<res (���)U (�¤¥)W 

Stroke

Altho<+h stro0e -s a lead-n+ ca<se of adolescent 1ortal-t@ -n so1e 
co<ntr-esT there are contro=ers-es -n screen-n+ adolescents for 
card-o=asc<lar r-s0 factorsT beca<se bod@ fat d-str-b<tionT blood 
6ress<re and l-6-ds are all aøected b@ 6<bert@ and nor1al +ro>th 
(��)W 	arl@ d-a+nos-s of stro0e -n adolescents -s also challen+-n+ 
beca<se of l-1-ted a>areness and -ts relati=e -nfre7<enc@ 
co16ared >-th other health 6roble1s that ha=e s-1-lar s-+ns and 
s@16to1s as stro0e (���)W Adolescents are less l-0el@ to see0 
e1er+enc@ ass-stance -n a ti1el@ >a@T and e1er+enc@ ser=-ces 
ođen dela@ or 1-sd-a+nos-s adolescent stro0e =-cti1s beca<se the@ 
do not reco+n-Ae the r-s0 of stro0e -n @o<n+ 6eo6leW �ana+e1ent 
can also be d-ăc<lt beca<se of the d-=ers-t@ of <nderl@-n+ r-s0 
factors and the absence of a <n-for1 treat1ent a66roach (���)U 
(��¥)W 

Adolescents >-th stro0e ha=e re1ar0able d-øerences -n 
6resentation co16ared >-th older 6atientsT l-1-tin+ the 
a66l-cab-l-t@ of reco11endations de=elo6ed for ad<ltsW 
�onethelessT research on adolescent stro0e has been =er@  
l-1-ted and has 1a-nl@ ta0en 6lace -n H
�s g e=en tho<+h rates  
of adolescent 1ortal-t@ d<e to stro0e are h-+hest -n Afr-canT 
	<ro6ean and 	astern �ed-terranean ��
�s (��¥)U (���)W 
�ro+nos-s -s also an -16ortant -ss<e -n adolescent stro0e  
beca<se of the lon+er e?6ected s<r=-=al co16ared >-th older 
6eo6le >-th stro0e (���)W

A3.6.2. 
Interventions to prevent and treat adolescent undernutrition

Undernutrition in low-resource settings

�ost 6ro+ra11es address-n+ <ndern<tr-tion foc<s on ch-ldren 
<nder the a+e of � @earsT beca<se that -s the a+e >hen 
<ndern<tr-tion has the +reatest -16act on a ch-ldZs healthT +ro>th 
and bra-n de=elo61ent (���)W 
ncreas-n+l@T ho>e=erT adolescents 
are reco+n-Aed as a ne+lected +ro<6 at r-s0 of chron-c 1aln<tr-tion 
and de)c-enc@ of 1-cron<tr-ents (eW+W -ronT =-ta1-n A and -od-ne) -n 
�
�sT and also at r-s0 of ac<te 1aln<tr-tion and de)c-enc@ of other 
1-cron<tr-ents (th-a1-neT n-ac-n and =-ta1-n �) -n e1er+enc-es (eW+W 
fa1-ne) or >hen l-=-n+ >-th 6artic<lar 1ed-cal cond-tions (eW+W A
�� 
or ��) (��)U (���)W 

G-rls are 6artic<larl@ =<lnerable to 1aln<tr-tionT beca<se 
6referential treat1ent based on +ender can res<lt -n d-øer-n+ 
feed-n+ 6ractices and food -nta0eT and the-r 1aln<tr-tion can be 
>orsened b@ h-+h rates of adolescent 6re+nanc@ (���)W �6 to half 
of all adolescent +-rls are st<nted -n so1e co<ntr-es (���)W �here -s 
so1e e=-dence that earl@ +ro>th de)c-ts can be treated (-WeW that 
catch-<6 +ro>th for he-+ht can occ<r) -n adolescentsT 6ro=-ded 
that a h-+h-7<al-t@ d-et -s s<sta-nedT altho<+h there -s no e=-dence 
of s-1-lar reco=er@ of other de)c-ts assoc-ated >-th st<ntin+T s<ch 
as co+n-ti=e de)c-ts (���)U (���)W 
n add-tion to s<ch 6otential 
catch-<6T d-=erse n<tr-tion -s needed for the ra6-d +ro>th that 
ta0es 6lace d<r-n+ adolescence -tselfT >hen <6 to ��¦ of s0eletal 
+ro>th occ<rsT and bet>een ��¦ and ��¦ of ad<lt he-+ht -s 
ach-e=ed (��)W 

�es6-te concerns abo<t adolescent <ndern<tr-tionT a recent 
l-terat<re search -denti)ed onl@ a handf<l of s-n+le-n<tr-ent 
s<66le1entation -nter=entions -n adolescenceT and no 
co16rehens-=e s<66le1entation st<d-es (���)W 
nternational 
+<-dance on 1aln<tr-tion 6ro+ra11-n+ s6ec-)c to adolescents -s 
also =er@ l-1-tedT so so1e co<ntr-es ha=e de=elo6ed the-r o>n 
+<-del-nes for -t (���)U (��¤)W 
n ����T �H� 6<bl-shed +<-del-nes 
on 1ana+e1ent of se=ere 1aln<tr-tion -n ch-ldrenT adolescents 
and ad<ltsT b<t l-ħle -nfor1ation -s 6ro=-ded s6ec-)c to adolescents 
(���)W �he 1a-n cr-ter-a of se=ere 1aln<tr-tion -n adolescents -s a 
��
 belo> the )đh 6ercentile of the reference 6o6<lation for a+eT 
or the 6resence of n<tr-tional oede1aU <nl-0e for s1all ch-ldrenT 
anthro6o1etr-c thresholds (eW+W 1-d-<66er ar1 c-rc<1ference 
to 1on-tor +ro>th) ha=e not been establ-shed for adolescents 
(��¥)W 
n the ���� +<-del-nesT treat1ent of se=ere 1aln<tr-tion 
-n adolescents -s not cons-dered to be =er@ d-øerent fro1 that -n 
@o<n+er ch-ldrenT -n=ol=-n+ an -n-tial (or ac<te) treat1ent 6hase of 
l-7<-d feeds and a rehab-l-tation 6hase of 6ro+ress-=e -nte+ration 
of trad-tional sol-d foods once a66etite ret<rnsW 
n contrast to 
@o<n+er ch-ldrenT ho>e=erT the +<-del-nes note that adolescents 
1a@ be rel<ctant to ta0e the l-7<-d for1<la feeds -n the -n-tial 
6hase of treat1entT <nless the@ 6erce-=e these as 1ed-c-neW 

�ore +enerall@T 6ol-c-es to address the <nderl@-n+ ca<ses of 
1aln<tr-tion -ncl<de those foc<sed on +enderT food -nsec<r-t@T 
6o=ert@ (eW+W cond-tional cash transfers)T h@+-ene (eW+W hand-
>ash-n+ 6ro1otion) and 6oor health (eW+W de>or1-n+ and 
1alar-a-6re=ention or treat1ent) (���)W �he ���� �H� 
�<tr-tion -n Adolescence re6ort o<tl-nes an o=erall strate+@ for 
n<tr-tion -nter=ention -n adolescenceT -ncl<d-n+ school-based and 
co11<n-t@-based n<tr-tion 6ro+ra11es -n +eneral adolescent 
6o6<lationsU case 1ana+e1ent of adolescent n<tr-tional 6roble1s 
-n ro<tine health careU and 6re=ention and 1ana+e1ent of se=ere 
1aln<tr-tion of adolescents -n e1er+enc@ s-t<ations (��)W �chools 
oøer 1an@ o66ort<n-ties to 6ro1ote health@ d-etar@ 6aħerns for 
ch-ldrenT -ncl<d-n+ thro<+h health ed<cationU feed-n+ 6ro+ra11esU 
the 6h@s-cal en=-ron1entU school health ser=-cesU and co11<n-t@ 
and fa1-l@ o<treach (���)W Ho>e=erT a recent �H� s<r=e@ of ��� 
co<ntr-es fo<nd thatT altho<+h 1ost co<ntr-es re6orted n<tr-tion 
acti=-ties -n 6r-1ar@ and secondar@ schoolsT schools are not 
s<ăc-entl@ <sed to del-=er n<tr-tion -nter=entions (���)W �ra-n-n+ 
of staø -n n<tr-tion and health >as the 1ost co11onl@ re6orted 
acti=-t@W �ro=-s-on of safe >ater and h@+-ene 6ro1otion >ere also 
fre7<entl@ re6ortedT e?ce6t -n the co<ntr-es of the Afr-can �e+-onW 
�ro=-s-on of 1-l0 or fr<-t and =e+etables -n schools >as re6orted 
b@ half of the co<ntr-es -n 1ost re+-onsT >-th the e?ce6tions be-n+ 
the Afr-can �e+-on and the �o<th-	ast As-a �e+-onT >here th-s >as 
less co11onW

�oth forti)cation and s<66le1entation can be -16le1ented on 
a lar+e scale to address -ron-de)c-enc@ anae1-aW 
or -nstanceT -n 
���� �ordan be+an a national 6ro+ra11e to fortif@ >heat *o<r 
>-th -ron and fol-c ac-d (���)W 
n ���¤T the forti)cation 6ro+ra11e 
>as e?6anded to -ncl<de n-ac-nT A-nc and =-ta1-ns AT ��T ��T �¤ 
and ���W 
n ����T the +o=ern1ent added =-ta1-n �W �<rrentl@T the 
onl@ s<bs-d-Aed brand of *o<r -n �ordan -s forti)ed -n these >a@sT 
constit<tin+ ��¦ of all >heat *o<r 6rod<ction -n the co<ntr@W A 
recent s<r=e@ of �ordan-an school ch-ldren sho>ed -16ro=e1ents 
-n ser<1 ferr-tin le=elsT -nd-catin+ a red<ction -n -ron-de)c-enc@ 
anae1-aW 
n another e?a16leT a 6ro+ra11e of >ee0l@ -ron and 
fol-c ac-d s<66le1entation for adolescent +-rls >as 6-loted -n �� 
d-str-cts -n �� 
nd-an statesT reach-n+ both school-aħend-n+ and 
non-aħend-n+ adolescent +-rlsW 	=al<ation of the 6-lot 6ro+ra11e 
-nd-cated a ��¦ red<ction -n the 6re=alence of anae1-a ađer one 
@ear of -16le1entationW 
n ����T 
nd-a then -ntrod<ced national 
-16le1entation of >ee0l@ -ron and fol-c ac-d s<66le1entation for 
a66ro?-1atel@ ��� 1-ll-on adolescent +-rls (���)W

�o<rceV  (���)W

In 1995, a study conducted with the in-school adolescent 
population in Costa Rica found that, in the previous 
year, 51% of the students had consumed alcohol, 15% 
had smoked and fewer than 1% had consumed illegal 
substances. The age of substance use initiation averaged 
around 13 years old. In response, the government’s 
National Center on Drug Abuse and the Ministry of 
Education developed a national substance-use prevention 
programme based on a life-skills teaching approach. 
The first version involved weekly sessions for seventh 
graders, and included cognitive, decision-making, stress-
management, communication and self-directed behaviour-
change components. 

Process evaluation found there was generally a high 
acceptance of the programme by both participants and 
facilitators, but implementation was limited by several 
factors, including some facilitators having insufficient time, 
training or materials. The evaluation identified several 
ways to improve future implementation of the scaled-up 
national programme, including working more with school 
directors to increase their understanding and commitment 
to the programme; having teachers volunteer rather than 
be appointed to teach it; and ensuring they have adequate 
and sufficient training and resources to implement it fully, 
particularly in resource-poor schools. 

Costa Rica’s life-skills programme to prevent adolescent alcohol and tobacco use

�ase �t<d@ A�W��W
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Eating disorders

	atin+ d-sorders ođen ha=e an onset -n adolescenceT 6artic<larl@ 
a1on+ +-rlsT altho<+h bo@s can also e?6er-ence the1 (�H� 
����a(��))W 	atin+ d-sorders -ncl<de abnor1al eatin+ beha=-o<rT as 
>ell as 6reocc<6ation >-th foodT bod@ >e-+ht and sha6e concernsW 
�>o -16ortant e?a16les are anore?-a ner=osa (an obsess-=e des-re 
to lose >e-+ht b@ restr-ctin+ food -nta0e) and b<l-1-a (an obsess-=e 
des-re to lose >e-+htT -n >h-ch bo<ts of o<t-of-control o=ereatin+ 
are follo>ed b@ -na66ro6r-ate co16ensator@ beha=-o<rs a-1ed 
at 6re=entin+ >e-+ht +a-n (eW+W self--nd<ced =o1-tin+T 1-s<se of 
la?ati=es or ene1asT or stren<o<s e?erc-se)W

�he onset of anore?-a ner=osa <s<all@ occ<rs bet>een �� and �¥ 
@earsT >h-le the onset of b<l-1-a onset <s<all@ occ<rs so1e>hat 
laterT aro<nd the ti1e of trans-tion fro1 adolescence to earl@ 
ad<lthood (-WeW late teens or earl@ t>enties)W �t<d-es -n H
�s ha=e 
fo<nd thatT a1on+ adolescent +-rls and @o<n+ >o1enT anore?-a 
ner=osa has a 6re=alence of �¦ and b<l-1-a has a 6re=alence of 
�g�¦W An add-tional �g��¦ of th-s +ro<6 s<øers fro1 6artial 
s@ndro1e eatin+ d-sorders (���)W Altho<+h the 6re=alence of 
these cond-tions -s relati=el@ lo>T the 6h@s-cal and 1ental health 
o<tco1es can be =er@ ser-o<sW 	atin+ d-sorders sho> h-+h le=els 
of co1orb-d-t@ >-th de6ress-=eT s<bstance ab<se and an?-et@ 
d-sordersT and the@ 1a@ contr-b<te to co+n-ti=e de)c-tsT dental 
da1a+e and card-ac abnor1al-tiesW

�o dateT 1ost eatin+-d-sorder 6re=ention -nter=entions ha=e 
been tar+eted at ele1entar@T 1-ddle and h-+h-school st<dentsU 
6rofess-onal schools >-th at-r-s0 6o6<lations (eW+W ballet dancersT 
athletesT fash-on 1odels and coo0er@ st<dents)U or adolescent +-rls 
>ho are sho>-n+ <nhealth@ d-etin+ beha=-o<r at s<bcl-n-cal le=els 
(���)W �he )rst +eneration of trad-tional ed<cational 6ro+ra11es 
>as foc<sed on -16ro=-n+ 0no>led+e abo<t eatin+ 6roble1s 
and d-etin+ beha=-o<rT and chan+-n+ related aষt<desW 
n +eneralT 
the@ sho>ed an -ncrease -n 0no>led+e b<t >ere not s<ccessf<l -n 
chan+-n+ d-st<rbed aষt<des and beha=-o<rsW 

A 1ore recent +eneration of 1<ltid-1ens-onal 6ro+ra11es 
has -nte+rated trad-tional health ed<cation a66roaches >-th-n 
broader 1ental health 6ro1otion strate+-esT >-th 1ore 6ro1-s-n+ 
o<tco1esW 
n so1e st<d-esT 6re=enti=e eøects ha=e been fo<nd 
for eatin+-related aষt<desT -nternal-Aation or acce6tance of 
soc-etal -deals of a66earanceT feel-n+s of -neøecti=enessT bod@ 
d-ssatisfaction and d-etin+ beha=-o<rW 
or -nstanceT an A<stral-an 
st<d@ of an -nteracti=e 6ro+ra11e tar+etin+ self estee1T eatin+ 
aষt<des and eatin+ beha=-o<r -n @o<n+ adolescents fo<nd thatT 
�� 1onths ađer the 6ro+ra11eT 6artic-6ants sho>ed -16ro=ed 
bod@ satisfactionT 1ore 6os-ti=e self estee1 and soc-al acce6tanceT 
and a lo>er dr-=e for th-nness (���)W 
n add-tionT adolescents at 
h-+h r-s0 sho>ed an -ncrease -n bod@ >e-+htT >h-le control at-r-s0 
st<dents sho>ed a decreaseW

A3.7. 
Additional information about mental health interventions

�he �H� �ental Health Ga6 Action �ro+ra11e (1hGA�) has 
de=elo6ed an -nter=ention +<-de for tra-n-n+ non-s6ec-al-Aed 
health >or0ers (���)W �he adolescent 1od<le descr-bes three 
broad cond-tions of 6artic<lar concern to adolescent 1ental 
healthT as follo>sV

j  �e=elo61ental d-sorder -s an <1brella ter1 co=er-n+ d-sorders 
s<ch as -ntellect<al d-sab-l-t@ and a<tis1 s6ectr<1 d-sordersW 
�hese cond-tions <s<all@ ha=e a ch-ldhood onsetU -16a-r�1ent 
or dela@ -n f<nctions related to central ner=o<s s@ste1 
1at<�rationU and a stead@ co<rse rather than the re1-ss-ons and 
rela6ses that tend to character-Ae 1an@ other 1ental d-sordersW 

j  �eha=-o<ral d-sorder -s an <1brella ter1 that -ncl<des s6ec-)c 
d-sordersT s<ch as aħention de)c-t h@6eracti=-t@ d-sorder and 
cond<ct d-sordersW �eha=-o<ral s@16to1s of =ar@-n+ se=er-t@  
are =er@ co11on -n the +eneral 6o6<lationT b<t onl@ adolescents 
>-th a 1oderate to se=ere de+ree of 6s@cholo+-calT soc-alT 
ed<cational or occ<6ational -16a-r1ent sho<ld be d-a+nosed  
as ha=-n+ beha=-o<ral d-sordersW

j  	1otional d-sorders are 1an-fested as 6rolon+edT d-sabl-n+ 
d-stress -n=ol=-n+ sadnessT fearf<lnessT an?-et@ andcor -rr-tab-l-t@W 
�he@ res<lt -n cons-derable d-ăc<lt@ >-th da-l@ f<nction-n+ -n 
6ersonalT fa1-l@T soc-alT ed<cationalT occ<6ational or other areasW 
Adolescents ođen 6resent >-th s@16to1s of 1ore than one 
cond-tionT and so1eti1es the s@16to1s o=erla6W

�ore broadl@T co11on 6resentations of e1otional d-sorders 
-n adolescence -ncl<de e?cess-=e fearT an?-et@ or a=o-dance of 
s6ec-)c s-t<ations or ob/ects (eW+W se6aration fro1 care+-=ersU 
soc-al s-t<ationsU certa-n an-1als or -nsectsU he-+htsU closed s6acesU 
s-+ht of blood or -n/<r@)U chan+es -n slee6-n+ and eatin+ hab-tsU 
d-1-n-shed -nterest or 6artic-6ation -n acti=-tiesU and o66os-tional 
or aħention-see0-n+ beha=-o<r (���)W 	arl@ adolescents (��g�� 
@ears) 1a@ also e?6er-ence rec<rrentT <ne?6la-ned 6h@s-cal 
s@16to1s (eW+W sto1ach acheT headache or na<sea)U rel<ctance 
or ref<sal to +o to schoolU and e?tre1e sh@ness or chan+es -n 
f<nction-n+ (eW+W ne> >eষn+ or so-l-n+ beha=-o<r or th<1b 
s<c0-n+)W Adolescents of �� @ears and older 1a@ e?6er-ence 
6roble1s >-th 1oodT an?-et@ or >orr@ (eW+W -rr-tableT eas-l@ 
anno@edT fr<strated or de6ressed 1oodU e?tre1e or ra6-d and 
<ne?6ected chan+es -n 1oodU e1otional o<tb<rsts)T e?cess-=e 
d-stressT and chan+es -n f<nction-n+ (eW+W d-ăc<lt@ concentratin+U 
6oor school 6erfor1anceU ođen >antin+ to be alone or sta@ 
ho1e)W 

An o=er=-e> of adolescent 1ental health ser=-ces at d-øerent 
le=els of a health s@ste1 are sho>n -n �able A�W�W
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A3.7.1. 
Guidance for health workers in non-specialized health settings

�he ���¤ �H� 1hGA� -nter=ention +<-de o<tl-nes ho> non-s6ec-al-Aed health >or0ers sho<ld assessT co11<n-cate and ad=-se 
adolescents and the-r 6arents on d-øerent 1ental health -ss<esT -ncl<d-n+ +eneral >ell-be-n+U the ho1e en=-ron1entU de=elo61ental 
d-sordersU de6ress-onU beha=-o<ral -16ro=e1entU and s<bstance <se d-sordersW 	ach of these -s s<11ar-Aed belo>W 

A3.7.1.1. 
Psychoeducation to promote adolescent well-being  
and functioning

�he health-care 6ro=-der sho<ld enco<ra+e the 6arent toV
j  �6end ti1e >-th the adolescent -n en/o@able acti=-tiesW  

�ro=-de o66ort<n-ties for the adolescent to tal0 to @o<W 
j �-sten to the adolescent and sho> <nderstand-n+ and res6ectW 
j  �rotect the1 fro1 an@ for1 of 1altreat1entT -ncl<d-n+  

b<ll@-n+ and e?6os<re to =-olence -n the ho1eT at school  
and -n the co11<n-t@W 

j  Antic-6ate 1a/or l-fe chan+es (s<ch as 6<bert@T startin+ a  
ne> schoolT or b-rth of a s-bl-n+) and 6ro=-de s<66ortW 

�he health-care 6ro=-der sho<ld enco<ra+e and hel6 the 
adolescent toV
j  Get eno<+h slee6W �ro1ote re+<lar bed ro<tines and  

re1o=e an@ �� or other electron-c de=-ces >-th screens  
fro1 the slee6-n+ area or bedroo1W 

j  	at re+<larl@W All adolescents need three 1eals (brea0fastT 
1-dda@ and e=en-n+) and so1e snac0s each da@W 

j  �e 6h@s-call@ acti=eW 
f the@ are ableT adolescents a+ed  
��g�� @ears sho<ld do ¤� 1-n<tes or 1ore of 6h@s-cal  
acti=-t@ each da@ thro<+h da-l@ acti=-tiesT 6la@ or s6ortsW

j  �artic-6ate -n schoolT co11<n-t@ and other soc-al acti=-ties  
as 1<ch as 6oss-bleW 

j �6end ti1e >-th tr<sted fr-ends and fa1-l@W 
j A=o-d the <se of dr<+sT alcohol and n-cotineW

A3.7.1.2. 
Clinical assessment of an adolescent’s home environment

Adolescents sho<ld al>a@s be oøered the o66ort<n-t@ to be seen 
on the-r o>n d<r-n+ a cl-n-cal assess1entT >-tho<t carers 6resentT 
altho<+h -n 1ost cases -t -s -16ortant to ha=e the carerZs consentW 
�hen assess-n+ an adolescentZs ho1e en=-ron1entT cl-n-c-ans 
sho<ld as0 the adolescent 7<estions d-rectl@ -f de=elo61entall@ 
a66ro6r-ate and safe to do so (eW+W not -n the 6resence of a carer 
>ho 1a@ be s<s6ected of ha=-n+ co11-ħed 1altreat1ent)W  
�ed *a+s for adolescent 1altreat1ent -ncl<de both cl-n-cal 
feat<res and as6ects of carer -nteraction >-th the adolescentT  
as o<tl-ned belo>V

Clinical features:

Physical abuse 
j  -n/<r-es (eW+W br<-sesT b<rnsT stran+<lation 1ar0s or 1ar0s fro1  

a beltT >h-6T s>-tch or other ob/ect) 
j  an@ ser-o<s or <n<s<al -n/<r@ >-tho<t an e?6lanation or >-th  

an <ns<-table e?6lanationW

Sexual abuse 
j  +en-tal or anal -n/<r-es or s@16to1s that are 1ed-call@ 

<ne?6la-ned 
j ��
s or 6re+nanc@ 
j  se?<al-sed beha=-o<rs (eW+W -nd-cation of a+e--na66ro6r-ate  

se?<al 0no>led+e)W

Neglect 
j be-n+ e?cess-=el@ d-rt@T or >ear-n+ <ns<-table cloth-n+ 
j s-+ns of 1aln<tr-tion or =er@ 6oor dental healthW 

Emotional abuse and all other forms of maltreatment.
j  an@ s<dden or s-+n-)cant chan+e -n the beha=-o<r or  

e1otional state of the adolescent that -s not beħer e?6la-ned  
b@ another ca<seT s<ch asV 

j <n<s<al fearf<lness or se=ere d-stress (eW+W -nconsolable cr@-n+) 
j self-har1 or soc-al >-thdra>al 
j a++ress-on or r<nn-n+ a>a@ fro1 ho1e 
j -nd-scr-1-nate aøection see0-n+ fro1 ad<ltsW 

Aspects of carer interaction with the adolescent: 
j 6ers-stentl@ <nres6ons-=e beha=-o<r (eW+W not oøer-n+  

co1fort or care >hen the adolescent -s scaredT h<rt or s-c0) 
j hostile or re/ectin+ beha=-o<r 

�o<rceV (���)W

Table A3.7. Examples of an optimal mix of adolescent mental health services across different levels of a health system

TRIER SITE PERSONNEL SERVICES

Informal community care • Family
• Schools
• Prisons
• Children's homes
• NGOs

• Non-health workers
• Volunteers

•  Focus of services at this level to 
be on promotion of mental health 
and primary prevention of mental 
disorders

Primary health care • Clinics
• District hospital
• Maternity services
• Family services

• Health workers
• Doctors
• Nurses

•  Parental and youth education about 
general health and mental health 
issues

•  Screening for mental health problems 
(including suicidal tendencies)

•  Identification of young people at risk 
of mental health problems

•  Short-term counselling services for 
young people and their families

•  Basic management of behavioural 
disorders; follow-up and support for 
young people with chronic conditions

Community mental health care • Community mental health teams
• Child guidance clinics
• Child abuse units
• Educational support services

•  General mental health specialists, 
e.g. psychiatrists, psychologists, 
nurses, social workers

•  Multidisciplinary teams with 
additional training in child and 
adolescent mental health

•  Investigation and treatment of severe 
problems referred from primary 
health care services

•  Consultation, supervision and training 
of staff at primary health care level

•  Link with other local and provincial 
sectors and NGOs in cross-sectoral 
prevention and promotion initiatives

General or paediatric hospitals • Academic health complexes
• Regional hospitals

•  General mental health specialists,  
e.g. psychiatrists, psychologists, 
nurses, social workers

•  Child and adolescent mental health 
specialists

•  Mulidiscipliniary teams with 
additional training in child and 
adolescent mental health

•  Investigation and treatment of severe 
problems referred from community 
mental health services

•  Consultaiton, supervision and training 
to community mental health service 
personnel

•  Links with other local and provincial 
sectors and NGOs in cross-sectoral 
prevention and promotion initiatives

Long-stay facilities and specialist 
services

• Chronic care institutions
• Child and family units
• Eating disaorder units
• Adolescent units
• Abuse units
• Private sector

•  Child and adolescent mental health 
specialists

•  Highly specialized diagnostic and 
treatment services

•  Support consultation and training to 
all levels of service

•  Rehabilitation services for subgroups 
such as autistic children and youth 
and those with psychotic disorders
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A3.7.1.3. 
Parental psychoeducation for an adolescent with  
developmental delay or disorder

�he health-care 6ro=-der sho<ld <nderstand that 6ersons >-th 
de=elo61ental d-sorders 1a@ ha=e assoc-ated beha=-o<ral 
6roble1s that are d-ăc<lt for the carer to 1ana+eW  

�he 6ro=-der sho<ld enco<ra+e the 6arent or +<ard-an toV

j  �earn >hat the adolescentZs stren+ths and >ea0nesses are 
and ho> the@ learn bestU >hat -s stressf<l to the adolescent 
and >hat 1a0es h-1 or her ha66@U and >hat ca<ses 6roble1 
beha=-o<rs and >hat 6re=ents the1W 

j  �earn ho> the adolescent co11<n-cates and res6onds (<s-n+ 
>ordsT +est<res and non=erbal e?6ress-on and beha=-o<rs)W 

j  Hel6 the adolescent de=elo6 b@ en+a+-n+ >-th her or h-1 -n 
e=er@da@ acti=-ties and 6la@W �h-ldren and adolescents learn  
best d<r-n+ acti=-ties that are f<n and 6os-ti=eW 

j  
n=ol=e the adolescent -n e=er@da@ l-feT startin+ >-th s-16le 
tas0sT one at a ti1eW �rea0 co16le? acti=-ties do>n -nto s-16le 
ste6s so that the adolescent can learn and be re>arded one  
ste6 at a ti1eW 

j  �a0e 6red-ctable da-l@ ro<tines b@ sched<l-n+ re+<lar ti1es for 
eatin+T 6la@-n+T learn-n+ and slee6-n+W 

j  �ee6 the en=-ron1ent sti1<latin+ g a=o-d lea=-n+ the 
adolescent alone for ho<rs >-tho<t so1eone to tal0 toT ens<re 
the adolescent s6ends ti1e o<tdoorsT and l-1-t ti1e s6ent 
>atch-n+ �� and 6la@-n+ electron-c +a1esW 

j  �ee6 the adolescent -n the school seষn+ for as lon+ as 6oss-bleT 
aħend-n+ 1a-nstrea1 schools e=en -f onl@ 6art-ti1eW 

j  �se balanced d-sc-6l-ne and 6os-ti=e 6arentin+ strate+-esW  
�hen the adolescent does so1eth-n+ +oodT oøer a re>ardW 

j  �e=er resort to threats or 6h@s-cal 6<n-sh1ents >hen the 
beha=-o<r -s 6roble1aticW �h@s-cal 6<n-sh1ent can har1 the 
adolescent-carer relationsh-6U -t does not >or0 as >ell as other 
1ethods and can 1a0e beha=-o<r 6roble1s >orseW

j  A=o-d -nstit<tional-Aation of the adolescentW �ro1ote adolescent 
access to health -nfor1ation and ser=-cesT school-n+ and other 
for1s of ed<cationT occ<6ations and 6artic-6ation -n fa1-l@ and 
co11<n-t@ l-feW

A3.7.1.4. 
Psychoeducation for adolescent depression and other  
emotional disorders


or the adolescent andcor carerT as a66ro6r-ateV

j  Address an@ stressf<l s-t<ation -n the fa1-l@ en=-ron1entT s<ch 
as 6arental d-scord or a 6arentZs 1ental d-sorderW �-th the hel6 
of teachersT e?6lore 6oss-ble ad=erse c-rc<1stances -n the 
school en=-ron1entW 

j  �ro=-de o66ort<n-ties for 7<al-t@ ti1e >-th the carer and the 
fa1-l@W 

j  	nco<ra+e and hel6 the adolescent to contin<e (or restart) 
6leas<rable and soc-al acti=-tiesW 

j  	nco<ra+e the adolescent to 6ractise re+<lar 6h@s-cal acti=-t@T 
+rad<all@ -ncreas-n+ the d<ration of sess-onsW 

j  �ons-der tra-n-n+ the adolescent and carer -n breath-n+ 
e?erc-sesT 6ro+ress-=e 1<scle rela?ation and other c<lt<ral 
e7<-=alentsW 

j  �a0e 6red-ctable ro<tines -n the 1orn-n+ and at bedti1eW 
�ro1ote re+<lar slee6 hab-tsW �ched<le the da@ >-th re+<lar 
ti1es for eatin+T 6la@-n+T learn-n+ and slee6-n+W 

j  
or e?cess-=e and <nreal-stic fearsV 
g  6ra-se the adolescent or +-=e s1all re>ards >hen the@ tr@ ne> 

th-n+s or act bra=el@U 
g  hel6 the adolescent 6ractise fac-n+ the d-ăc<lt s-t<ation 

one s1all ste6 at a ti1e (eW+W -f the adolescent -s afra-d of 
do-n+ oral 6resentations at schoolT s<66ort the adolescent to 
6ractise +-=-n+ 6resentations o=er ti1eT )rst for one 6ersonT 
then a s1all +ro<6T then the teacherT then the teacher and a 
fe> st<dentsT and )nall@ the >hole class)U

g  ac0no>led+e the adolescentZs feel-n+s and >orr-es and +entl@ 
enco<ra+e the1 to confront the-r fearsU and

g  hel6 the adolescent create a 6lan to enable the1 to co6e -n 
case a feared s-t<ation occ<rsW 

j  	?6la-n that e1otional d-sorders are co11on and can ha66en to 
an@bod@W �he occ<rrence of e1otional d-sorders does not 1ean 
that the 6erson -s >ea0 or laA@W 

j  	1otional d-sorders can ca<se <n/<sti)ed tho<+hts of 
ho6elessness and >orthlessnessW 	?6la-n that these =-e>s are 
l-0el@ to -16ro=e once the e1otional d-sorders -16ro=eW 

j  �a0e the 6erson a>are thatT -f the@ notice tho<+hts of self-
har1 or s<-c-deT the@ sho<ld tell a tr<sted 6erson and see0 hel6 
-11ed-atel@W

A3.7.1.5. 
Parental psychoeducation to improve adolescent behaviour

�he health-care 6ro=-der sho<ld enco<ra+e the 6arent or  
+<ard-an toV

j  G-=e lo=-n+ aħention to the adolescentT -ncl<d-n+ s6end-n+  
ti1e >-th the adolescent -n en/o@able acti=-ties e=er@ da@W 
�ro=-de o66ort<n-ties for the adolescent to tal0 to @o<W 

j  �e cons-stent abo<t >hat @o<r adolescent -s allo>ed and  
not allo>ed to doW G-=e clearT s-16le and short -nstr<ctions  
on >hat the adolescent sho<ld and sho<ld not doW 

j  G-=e the adolescent s-16le da-l@ ho<sehold tas0s to do that 
1atch the-r ab-l-t@ le=el and 6ra-se the1 -11ed-atel@ ađer  
the@ do the tas0W 

j  �ra-se or re>ard the adolescent >hen @o< obser=e +ood 
beha=-o<r and +-=e no re>ard >hen beha=-o<r -s 6roble1aticW 

j  
-nd >a@s to a=o-d se=ere confrontations or foreseeable  
d-ăc<lt s-t<ationsW 

j  �es6ond onl@ to the 1ost -16ortant 6roble1 beha=-o<rs 
and 1a0e 6<n-sh1ent 1-ld (eW+W >-thhold-n+ re>ards and f<n 
acti=-ties) and -nfre7<ent co16ared to the a1o<nt of 6ra-seW 

j  �<t oø d-sc<ss-ons >-th the adolescent <ntil @o< are cal1W  
A=o-d <s-n+ cr-tic-s1T @ell-n+ and na1e-call-n+W 

j  �e=er resort to threats or 6h@s-cal 6<n-sh1entT and ne=er 
6h@s-call@ ab<se the adolescentW �h@s-cal 6<n-sh1ent can har1 
the adolescent-carer relationsh-6U -t does not >or0 as >ell as 
other 1ethods and can 1a0e beha=-o<r 6roble1s >orseW 

j  	nco<ra+e a+e-a66ro6r-ate 6la@ (eW+W s6ortsT dra>-n+ or other 
hobb-es) for adolescents and oøer a+e-a66ro6r-ate s<66ort -n 
6ractical >a@s (eW+W >-th ho1e>or0 or other l-fe s0-lls)W

A3.7.1.6. 
Assessment and psychoeducation for adolescent  
substance-use disorders

Ho> to assess the adolescentV

j  �lar-f@ the con)dential nat<re of the health-care d-sc<ss-onT 
-ncl<d-n+ -n >hat c-rc<1stances the adolescentZs 6arents or 
carers >-ll be +-=en an@ -nfor1ationW

j  As0 >hat else -s ha66en-n+ -n the adolescentZs l-feW 
dentif@ the 
1ost -16ortant <nderl@-n+ -ss<es for the adolescentW �ee6 -n 
1-nd that adolescents 1a@ not be able f<ll@ to artic<late >hat -s 
bother-n+ the1W

j  �6en-ended 7<estions 1a@ be hel6f<l -n el-c-tin+ -nfor1ation 
-n the follo>-n+ areasV ho1eT ed<cationce16lo@1entT eatin+T 
acti=-t@T dr<+sT se?<al-t@T safet@T and s<-c-dal th-n0-n+cde6ress-on 
(H	A����)W Allo> s<ăc-ent ti1e for d-sc<ss-onW Also assess for 
other 6r-or-t@ 1ental health cond-tionsW 

�s@choed<cation for the adolescentV

j  �ro=-de the adolescent and the-r 6arents >-th -nfor1ation on 
the eøects of alcohol and other s<bstances on -nd-=-d<al health 
and soc-al f<nction-n+W

j  	nco<ra+e a chan+e -n the adolescentZs en=-ron1ent and 
acti=-tiesT rather than foc<s-n+ on the adolescentZs beha=-o<r 
as be-n+ a 6roble1W 	nco<ra+e 6artic-6ation -n school or >or0 
and acti=-ties that occ<6@ the adolescentZs ti1eW 	nco<ra+e 
6artic-6ation -n +ro<6 acti=-ties that are safe and fac-l-tate 
the adolescentZs b<-ld-n+ of s0-lls and contr-b<tion to the-r 
co11<n-t@W 
t -s -16ortant that adolescents ta0e 6art -n  
acti=-ties that -nterest the1W

j  	nco<ra+e 6arents andcor carers to 0no> >here the adolescent 
-sT >ho the@ are >-thT >hat the@ are do-n+ and >hen the@ >-ll be 
ho1eT and to e?6ect the adolescent to be acco<ntable for the-r 
acti=-tiesW
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A3.7.2. 
Suicide interventions in-depth

More information about adolescent suicide

As noted -n �ection �T self-har1 >as the th-rd lead-n+ ca<se 
of death a1on+ adolescents +loball@ -n ����T and adolescents 
are also the a+e +ro<6 at +reatest r-s0 of del-berate self-har1 
beha=-o<r >-tho<t s<-c-dal -ntent (���)U (���)W Adolescents >ho 
har1 the1sel=es e?6er-ence 1ore fre7<ent and 1ore ne+ati=e 
e1otionsT s<ch as an?-et@T de6ress-on and a++ress-=enessT than 
those >ho do not self-har1 (���)W

�elf-har1 6resentations beco1e -ncreas-n+l@ co11on fro1 a+e 
�� @ears on>ardsT 6artic<larl@ -n +-rls g s<ch that bet>een a+es 
�� and �� @ears the +-rl-to-bo@ self-har1 ratio -s as h-+h as )=e 
or s-? to one (���)W �he se? d-øerence decreases >-th a+e -n late 
adolescence as the beha=-o<r beco1es -ncreas-n+l@ co11on -n 
1ales and le=els oø -n fe1alesW �<d+-n+ fro1 hos6-tal statisticsT 
self-har1 has +reatl@ -ncreased -n fre7<enc@ -n adolescents -n the 
6ast fe> decadesW �h-s 1a@ be d<e to 1<lti6le factorsT -ncl<d-n+ 
+reater a=a-lab-l-t@ of 1ed-cationU 1ore stress e?6er-enced b@ 
adolescentsU -ncreased alcohol and dr<+ cons<16tionU and soc-al 
trans1-ss-on of the beha=-o<rT 6artic<larl@ thro<+h the 1ed-a and 
1ore recentl@ the -nternet (���)U (��¤)W 

Adolescents >ho ha=e e?6er-enced ch-ldhood and fa1-l@ 
ad=ers-t@ (eW+W 6h@s-cal =-olenceU se?<al or e1otional ab<seU 
ne+lectU 1altreat1entU fa1-l@ =-olenceU 6arental se6aration or 
d-=orceU -nstit<tional or >elfare care) ha=e a 1<ch h-+her r-s0 of 
s<-c-de than others (¥�)W �s@chosoc-al stressors assoc-ated >-th 
s<-c-de can ar-se fro1 d-øerent t@6es of tra<1a (-ncl<d-n+ tort<reT 
6artic<larl@ -n as@l<1 see0ers and ref<+ees)T d-sc-6l-nar@ or le+al 
cr-sesT )nanc-al 6roble1sT acade1-c or >or0-related 6roble1sT 
and b<ll@-n+W 
n add-tionT altho<+h rel-able data on the scale of the 
6roble1 are not a=a-lableT 6re+nanc@ -s -ncreas-n+l@ reco+n-Aed 
as a reason for s<-c-de a1on+ 6re+nant +-rls (���)W �<-c-de -s 
6artic<larl@ 6re=alent a1on+ -nd-+eno<s @o<thT and 6artic<larl@ 
a1on+ @o<n+ 1alesW �ati=e A1er-cans -n the ��AT 
-rst �ations 
and the 
n<-t -n �anadaT A<stral-an abor-+-nalsT and the ࢵ�or- -n 
�e>  ealand all ha=e rates of s<-c-de that are 1<ch h-+her than 
those of the rest of the 6o6<lation (¥�)W


t -s esti1ated that the ratio of aħe16ted s<-c-de to act<al 
s<-c-de -s �� to one (��¥)W Ha=-n+ en+a+ed -n one or 1ore acts 
of aħe16ted s<-c-de or self-har1 -s the s-n+le 1ost -16ortant 
6red-ctor of death b@ s<-c-deW A lar+e n<1ber of those >ho d-e b@ 
s<-c-de ha=e had contact >-th 6r-1ar@ health care 6ro=-ders >-th-n 

the 1onth 6r-or to the s<-c-deW Ho>e=erT >-tho<t a66ro6r-ate 
tra-n-n+T health >or0ers 1a@ not ha=e ade7<ate s0-lls -n self-har1 
assess1ent and 1ana+e1entT -ncl<d-n+ 1ental health l-terac@ and 
e?6er-enceT coo6eration >-th 6s@ch-atr-stsT and -nter=-e>-n+ s0-lls 
(¥�)W

�he ���� �H� fra1e>or0 �<bl-c Health Action for the 
�re=ention of �<-c-de o<tl-nes a ste6->-se a66roach to de=elo6-n+ 
a national s<-c-de-6re=ention strate+@T -WeW -dentif@-n+ sta0eholdersU 
<nderta0-n+ a s-t<ation anal@s-sU assess-n+ the a=a-lab-l-t@ of 
needed reso<rcesU ach-e=-n+ 6ol-tical co11-t1entU address-n+ 
sti+1aU and -ncreas-n+ a>areness (���)W �he ���� �H� re6ort 
�re=entin+ �<-c-deV A Global 
16erati=e -n t<rn descr-bes 
e=-dence-based s<-c-de-6re=ention -nter=entions that ha=e 
been de=elo6ed for +eneral 6o6<lations at d-øerent le=els of the 
ecolo+-cal 1odelT all of >h-ch are also a66l-cable to adolescents 
(¥�)W 

Targeting vulnerable adolescents

�<-c-de-6re=ention eøorts sho<ld tar+et =<lnerable adolescents 
>ho 1a@ be at relati=el@ h-+h r-s0 of s<-c-de >-th a66ro6r-atel@ 
ta-lored -nter=entionsW �e6end-n+ on the 6artic<lar conte?tT 
=<lnerable adolescents 1a@ -ncl<de those >ho ha=e e?6er-enced 
ab<seT tra<1aT con*-ct or se=ere nat<ral d-sasterU those >ho are 
berea=ed or >ho ha=e been aøected b@ s<-c-deU and those >ho 
are -nd-+eno<sT ref<+eesT 1-+rantsT 6r-sonersT -n con*-ct >-th the 
la>T or lesb-anT +a@T b-se?<alT trans+ender or -nterse? (�G��
) (¥�)U 
(���)W 
or -nstanceT adolescents >ho ha=e s<r=-=ed a con*-ct 
or nat<ral d-saster 1a@ be less -solated and 6rone to s<-c-dal 
tho<+hts -f the ties to the-r co11<n-ties are s<66orted and 
stren+thenedW

A1on+ -nd-+eno<s +ro<6sT terr-tor-alT 6ol-tical and econo1-c 
a<tono1@ are ođen -nfr-n+ed and nati=e c<lt<re and lan+<a+e 
ne+atedW �hese c-rc<1stances can +enerate feel-n+s of de6ress-onT 
-solation and d-scr-1-nationT acco16an-ed b@ resent1ent and 
1-str<st of state-aăl-ated soc-al and health-care ser=-cesT 
es6ec-all@ -f these ser=-ces are not del-=ered -n c<lt<rall@ 
a66ro6r-ate >a@sW �o11<n-t@ 6re=ention -n-tiati=esT +ate0ee6er 
tra-n-n+T c<lt<rall@ ta-lored ed<cational -nter=entionsT and 
-nter=entions >-th h-+h le=els of local control and -n=ol=e1ent of 
-nd-+eno<s co11<n-ties sho<ld be 6r-or-tiAed to 6re=ent s<-c-de 
a1on+ -nd-+eno<s adolescents (eW+W �ase st<d@ A�W��)W

�o<rceV (���)W

�o<rceV (���)W

An e?a16le of an onl-ne -nter=ention tar+etin+ =<lnerable adolescents -s the �each�<t 6ro+ra11eT >h-ch >as establ-shed -n ���¤ -n 
res6onse to A<stral-aZs +ro>-n+ @o<th s<-c-de ratesW �each�<t 6ro=-des 6ractical self-hel6 to all @o<n+ 6eo6le a+ed ��g�� @ears and the-r 
carersW 
t -ncl<des an onl-ne @o<th d-sc<ss-on and s<66ort for<1 >-th ded-cated 1oderators and staø 1e1bers >ho can 6ro=-de cr-s-s 
s<66ort to @o<n+ 6eo6le see0-n+ hel6 (���)W �each�<t 6artic<larl@ tar+ets @o<th >ho ha=e -ns<ăc-ent access to a66ro6r-ate ser=-cesT 
-ncl<d-n+ those >ho are 1aleT �G��
T or l-=-n+ -n re+-onal and re1ote areasW 

Restricting access to means

�tr<ct<ralT en=-ron1ental and or+an-Aational -nter=entions to restr-ct access to the 1eans to co11-t s<-c-de are cr-ticalT and 6artic<larl@ 
eøecti=e at 6re=entin+ -16<ls-=e s<-c-de beca<se the@ +-=e those conte16latin+ s<-c-de 1ore ti1e to recons-der (¥�)W Globall@T the 1ost 
co11on 1eans of s<-c-de are self-6o-son-n+ >-th 6estic-desT han+-n+ and /<16-n+W �<-c-de b@ 6estic-de -n+estion 6r-1ar-l@ occ<rs -n r<ral 
areas of ��
�s -n Afr-caT �entral A1er-caT �o<th-	ast As-aT and the �estern �ac-)cW 
nter=entions to 6re=ent s<-c-de b@ 6estic-de -ncl<deV 
ratif@-n+T -16le1entin+ and enforc-n+ rele=ant -nternational con=entions on haAardo<s che1-cals and >astesU le+-slatin+ to re1o=e locall@ 
6roble1atic 6estic-des fro1 a+r-c<lt<ral 6racticeU enforc-n+ re+<lations on the sale of 6estic-desU red<c-n+ access to 6estic-des thro<+h 
safer stora+e and d-s6osal b@ -nd-=-d<als or co11<n-tiesU and red<c-n+ the to?-c-t@ of 6estic-des (eW+W �ase st<d@ A�W��)W

New Zealand has some of the highest youth suicide rates 
among HICs, particularly among indigenous Māori youth, 
who have two-and-a-half times higher rates of suicide 
than non-Māori youth. The Government of New Zealand 
has developed multiple initiatives to prevent suicide in 
these vulnerable groups. For example, the ministries of 
education, health, and youth development collaborated to 
produce, and nationally disseminate, resources for teachers 
that outline the roles and responsibilities of school 
personnel in suicide prevention.  They also offer guidance 
about best prevention practices, and provide criteria that 
schools can use to assess the quality of suicide-prevention 

programmes. In addition, the Towards Well-Being 
programme is a highly structured initiative that straddles 
the welfare and education sectors and assists in identifying 
and managing young people who are at risk of suicide and 
may need to be referred to mental health services. Most 
recently, in the New Zealand Suicide Prevention Action 
Plan 2013–2016, the government prioritized collaboration 
with Māori communities in national suicide-prevention 
efforts, including targeted capacity building, information 
and resource sharing, training, and provision of more 
accessible support services.

Suicide rates in Sri Lanka increased eightfold between 
1950 and 1995, with more than two thirds of suicides 
involving pesticide poisoning. From 1991, imports of 
WHO Class 1 (highly or extremely hazardous) pesticides 
were gradually reduced until a total ban on their import 
and sale was implemented in 1995. The ban was followed 
by a sharp decrease in suicide mortality. However, the 
number of hospital admissions for pesticide self-poisoning 
increased, as did the in-hospital mortality rate for pesticide 
poisonings. This occurred because the 1995 ban prompted 
farmers to switch to the Class 2 (moderately hazardous) 

insecticide endosulfan, which led to an increase in self-
poisoning with endosulfan, a substance that results in 
conditions that are more difficult to treat than poisoning 
by more toxic Class 1 pesticides. Endosulfan was itself 
banned in 1998, a move associated with further decreases 
in suicide mortality, including in-hospital mortality. There 
were almost 20 000 fewer suicides from 1996–2005 
compared to 1986–1995. Other factors were not 
associated with reduced suicide rates, and the pesticide 
bans were not associated with losses in agricultural output.

New Zealand’s multisectoral programmes to reduce suicide among Māori youth

Sri Lanka’s targeted pesticide bans

�ase �t<d@ A�W��W

�ase �t<d@ A�W��W
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�elf-6o-son-n+ >-th 1ed-cation -s the second or th-rd 1ost 
co11on 1ethod of s<-c-de and s<-c-de aħe16t -n 1ost 	<ro6ean 
co<ntr-es (¥�)W �o 6re=ent th-s 6oss-b-l-t@T health-care 6ro=-ders 
sho<ld restr-ct the a1o<nt of 1ed-cation d-s6ensedT -nfor1 
6atients and the-r fa1-l-es abo<t the r-s0s of treat1ent >-th 
1ed-c-nesT and stress the -16ortance of adher-n+ to 6rescr-bed 
dosa+es and d-s6osal of e?cess <n<sed tabletsW �e+-slati=e and 
6ra+1atic chan+es to do1estic +as at national and re+-onal le=els 
ha=e s<bstantiall@ red<ced s<-c-de b@ -ntentional carbon 1ono?-de 
6o-son-n+T b<t charcoal-b<rn-n+ 6o-son-n+ b@ to?-c +as -s a 
1ethod that has recentl@ beco1e co11on -n �h-na and -ts s6ec-al 
ad1-n-strati=e re+-on of Hon+ �on+W �e1o=-n+ charcoal 6ac0s 
fro1 o6en shel=es -nto a controlled area -n 1a/or store o<tlets 
-n Hon+ �on+ and other 6arts of �h-na has s-+n-)cantl@ red<ced 
s<ch deaths (¥�)W 

�<-c-des b@ han+-n+ or /<16-n+ (eW+W fro1 br-d+es or h-+h b<-ld-n+sT 
or -n front of tra-ns) are co11on -n 6art beca<se the@ are eas-l@ 
access-ble 1ethods -n 1an@ seষn+s (¥�)W �a0-n+ chan+es 
to str<ct<res to restr-ct access to h-+h 6laces are eøecti=e -n 
6re=entin+ s<-c-des b@ /<16-n+W Aħe16ted s<-c-de b@ )rear1s 
-s h-+hl@ lethalT acco<ntin+ for the 1a/or-t@ of s<-c-des -n so1e 
co<ntr-esT s<ch as the ��AW �e+-slation restr-ctin+ )rear1 
o>nersh-6 has been assoc-ated >-th red<ced )rear1 s<-c-de rates 
-n 1an@ co<ntr-esW �hese restr-ctions -ncl<de ti+hten-n+ r<les on 

the a=a-lab-l-t@ of )rear1s -n 6r-=ate ho<seholds and 6roced<res 
for obta-n-n+ l-cences and re+-strationU l-1-tin+ 6ersonal +<n 
o>nersh-6 to hand +<nsU e?tend-n+ the >a-tin+ 6er-od for 
6<rchasesU enforc-n+ safe stora+e re7<-re1entsU decree-n+ a 
1-n-1<1 a+e for )rear1 6<rchaseU and -16le1entin+ cr-1-nal and 
6s@ch-atr-c bac0+ro<nd chec0s for )rear1 6<rchasesW 

Gatekeeper interventions

Gate0ee6ers are 6eo6le >ho are -n a 6os-tion to -dentif@ >hether 
an adolescent 1a@ be conte16latin+ s<-c-deW �he@ -ncl<de 6arentsU 
6r-1ar@T 1ental and e1er+enc@ health 6ro=-dersU teachers and 
other school staøU co11<n-t@ leadersU 6ol-ce oăcersT )re)+hters 
and other )rst res6ondersU 1-l-tar@ oăcersU soc-al >or0ersU 
s6-r-t<al and rel-+-o<s leaders or trad-tional healersU and h<1an 
reso<rce staø and 1ana+ersW �o1e 1<ltico16onent s<-c-de-
6re=ention -n-tiati=es -ncl<de tra-n-n+ of +ate0ee6ers -n s<-c-de 
cr-s-s 1ana+e1ent (eW+W �ase st<d@ A�W��)W A �H� re=-e> fo<nd 
that school-based s<-c-de 6re=ention 6ro+ra11es that -ncl<de 
1ental health a>areness tra-n-n+ and s0-lls tra-n-n+ (eW+W 6roble1 
sol=-n+T or co6-n+ >-th stress) can red<ce s<-c-de aħe16ts and 
s<-c-de deaths a1on+ st<dents (���)W �he a<thors noteT ho>e=erT 
that 6otential har1s 1a@ res<lt -f there -s a lac0 of health-care and 
co11<n-t@ reso<rces to 6ro=-de care for at-r-s0 adolescents >ho 
see0 hel6W 

�o<rceV (���)W

Box A3.4. WHO recommendations for management of self-harm and suicide ideation in nonspecialized health settings

At initial assessment, and periodically as required, health-
care providers should ask individuals over 10 years of age 
about thoughts or plans of self-harm in the last month, 
or acts of self-harm in the last year, if they are suffering 
from depression; bipolar disorder; schizophrenia; epilepsy; 
alcohol use disorders; illicit drug use disorders; dementia; 
or other mental disorders; or if they present with chronic 
pain or acute emotional distress associated with current 
interpersonal conflict, recent loss or another severe life 
event. The adolescent, family and relevant others should 
be advised to restrict access to the means for self-harm as 
long as the individual has thoughts, plans or acts of self-
harm.

Regular contact (e.g. telephone contact, home visits, letter, 
contact card, or brief intervention) with the nonspecialized 
health-care provider is recommended for adolescents with 
acts of self-harm in the last year. Such regular contact 
should also be considered for adolescents who volunteer 
thoughts of self-harm, or who are identified as having had 
plans of self-harm in the last month.

A structured problem-solving approach should be 
considered as a treatment for adolescents who have had 
acts of self-harm in the last year, if there are sufficient 
human resources (e.g. supervised community health 
workers).

Use of social support from available informal and/or formal 
community resources should be facilitated for adolescents 
who volunteer thoughts of self-harm, or who are identified 
as having had plans of self-harm in the last month, or acts 
of self-harm in the last year.

Hospitalization in nonspecialized services of general 
hospitals, with the goal of preventing acts of self-harm, 
is not routinely recommended for adolescents with 
self-harm. However, admission to general hospital for 
management of medical consequences of an act of self-
harm may be necessary. In these cases, close monitoring 
of the adolescent’s behaviour will be necessary to prevent 
subsequent self-harm in the hospital. In situations where 
a health worker is concerned about imminent risk of 
serious self-harm (e.g. when an adolescent is violent, 
extremely agitated or uncommunicative), urgent referral to 
a mental health service should be considered. However, if 
such a service is not available, family, friends, concerned 
individuals and other available resources should be 
mobilized to ensure close monitoring of the individual as 
long as the imminent risk persists.

�o<rceV (��¥)U (��¤)W

�H� has 6<bl-shed a ser-es of reso<rce boo0lets on 6re=entin+ 
s<-c-de that tar+et rele=ant soc-al and 6rofess-onal +ro<6sT 
-ncl<d-n+ teachers and other school staøU 6h@s-c-ansU 6r-1ar@ 
care health care >or0ersU )rst res6ondersU co<nsellorsU 1ed-a 
6rofess-onalsU and s<r=-=orsW �he school reso<rce boo0 e?6la-ns 
6rotecti=e and r-s0 factorsT ho> to -dentif@ adolescents -n d-stress 
and at 6oss-ble r-s0 of s<-c-deT and ho> to 1ana+e the1 at school 
(���)W G<-del-nes for 1ana+e1entT for -nstanceT -ncl<de +eneral 
6re=ention (eW+W stren+then-n+ st<dentsZ self-estee1U 6ro1otin+ 
e1otional e?6ress-onU 6re=entin+ b<ll@-n+ and =-olence at schoolU 

and 6ro=-d-n+ -nfor1ation abo<t care ser=-ces)U -nter=ention 
>hen a s<-c-de r-s0 -s -denti)ed (eW+W tr<st>orth@ co11<n-cationU 
-16ro=-n+ school staø s0-llsU referral to 6rofess-onalsU re1o=-n+ 
1eans of s<-c-de fro1 the 6ro?-1-t@ of d-stressed and s<-c-dal 
adolescentsZ)U and actions >hen s<-c-de has been aħe16ted or 
co11-ħed (eW+W ho> to -nfor1 school staø and school1ates)W 

�o? A�W� s<11ar-Aes the �H� reco11endations for 
1ana+e1ent of self-har1 and s<-c-de -n nons6ec-al-Aed  
health seষn+s (��¤)W

In Hong Kong, a special administrative region of China, 
multiple governmental and nongovernmental initiatives 
focus on reducing suicide among young people and adults. 
The Hospital Authority runs an early assessment service 
for young people with psychosis that involves screening, 
early detection, emergency and fast-track treatment 
services, and follow-up care. Hong Kong also has a suicide 
crisis intervention centre, run by Samaritan Befrienders, 
that provides an outreach service to identify people at 
moderate to high risk of suicide, and to offer them crisis 
intervention and intensive counselling.  

In addition, the Hong Kong Jockey Club Centre for Suicide 
Research and Prevention hosts a highly acclaimed website 
known as The Little Prince is Depressed (www.depression.
edu.hk). This is designed to educate the community in 
general and young people in particular about depression 
and its treatment, with a view to reducing the stigma 
surrounding the condition and increasing the likelihood 
that those who need help will seek it. The Centre has also 
supported projects in Hong Kong to train secondary school 
teachers in suicide crisis-management skills.

Hong Kong’s (China SAR) initiatives to prevent suicide among youth and adults

�ase �t<d@ A�W��W
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Annex 3. Additional information about evidence-based  
interventions

A3.8. 
Interventions in humanitarian and fragile setting 

�H� and 6artners ha=e 6rod<ced n<1ero<s +<-del-nes to 
address s6ec-)c health b<rdens assoc-ated >-th h<1an-tar-an 
and fra+-le seষn+sW �hese +eneral 6o6<lation -nter=entions also 
bene)t adolescentsT eW+W 	n=-ron1ental Health -n 	1er+enc-es 
and �-sasters (���)T 
ood and �<tr-tion �eeds -n 	1er+enc-es 
(���)T 
ood �afet@ -n �at<ral �-sasters (��¥)T 	1er+enc@ 
�an-tation �lann-n+ (���)T �o11<n-cable �-seases 
ollo>-n+ 
�at<ral �-sasters (���)T H<1an-tar-an �harter and �-n-1<1 
�tandards -n H<1an-tar-an �es6onse (���)T and G<-dance �ote on 
�-sab-l-t@ and 	1er+enc@ �-s0 �ana+e1ent for Health (���)W An 
onl-ne database also 6ro=-des access to �H� and other a+enc@ 

h<1an-tar-an health action techn-cal +<-del-nes and +<-dance 
notes (hħ6Vcc>>>W>hoW-ntchacctech+<-dancec+<-del-nescenc)
(���)W 

�ections �W¥W�g�W¥W¤ foc<s on health b<rdens >-th 6artic<lar 
-16l-cations for adolescents -n h<1an-tar-an e1er+enc-esT 
or+an-Aed <nder the cate+or-es of n<tr-tionU d-sab-l-t@ and -n/<r@U 
=-olenceU se?<al and re6rod<cti=e healthU �A�HU and 1ental 
healthW �o1e of these b<rdens and the-r -nter=entions are closel@ 
-nterrelatedT eW+W a66ro6r-ate res6onse to se?<al =-olence -ncl<des 
both ��H and 1ental health ser=-cesW

A3.8.1. 
Nutrition

�he ���� +<-de 
ood and �<tr-tion �eeds -n 	1er+enc-es g 
>h-ch >as 6<bl-shed b@ the �n-ted �ations �ef<+ee A+enc@ 
(��H��)T ��
�	
T the �orld 
ood �ro+ra11e and �H� g 
6ro=-des deta-led +<-dance on th-s to6-c and -s the so<rce of 
all -nfor1ation -n th-s sectionT <nless other>-se s6ec-)ed (���)W 

n h<1an-tar-an and fra+-le seষn+sT sta0eholders concerned 
>-th food and n<tr-tion sho<ld assess cond-tions and deter1-ne 
ade7<ate rations for d-øerent 6o6<lation +ro<6s accord-n+ to 
a+eT +enderT >e-+htT 6h@s-cal acti=-t@ le=els and other 0e@ factorsW 
Adolescent fe1ales and ��- to ��-@ear-old 1ales are +enerall@ 
esti1ated to ha=e the h-+hest ener+@ (0calcda@) re7<-re1ents for 
the-r res6ecti=e se?esW �he s6ec-)c re7<-re1ents for e1er+enc@-
aøected 6o6<lations areV ���� 0calcda@ (��- to ��-@ear-old 
fe1ales)T ���� 0calcda@ (��- to ��-@ear-old fe1ales)T ���� 
0calcda@ (��- to ��-@ear-old 1ales)T and ���� 0calcda@ (��- to 
��-@ear-old 1ales)W 
or a 6re+nant or lactatin+ fe1ale -n an 
e1er+enc@ seষn+T re7<-re1ents -ncrease b@ �¥� 0calcda@ -f she 
-s -n her second or th-rd tr-1ester of 6re+nanc@T and b@ ��� 0calc
da@ d<r-n+ the )rst s-? 1onths of the lactatin+ 6er-odW 	ner+@ 
needs also -ncrease d<r-n+ 6er-ods of n<tr-tional rehab-l-tation and 
reco=er@ fro1 se=ere -llnessT re7<-r-n+ an <6>ard re=-s-on of the 
bas-c ration le=el for -nd-=-d<als of that a+e and se?W 


or e?a16leT th-s >o<ld be re7<-red for a 6o6<lation that has 
s<øered se=ere 6rolon+ed food shorta+es that ca<sed h-+h le=els 
of 1aln<tr-tionT or for a 6o6<lation aøected b@ a >-des6read 
e6-de1-cW 

�oss-ble 1-cron<tr-ent de)c-enc-es also need to be assessed to 
deter1-ne rations 6ro=-ded to adolescents -n e1er+enc@ seষn+sW 
�lder adolescents ha=e h-+her re7<-re1ents for so1e =-ta1-ns and 
1-nerals (-WeW th-a1-neT r-bo*a=-nT n-ac-n e7<-=alents and fol-c ac-d) 
than @o<n+ adolescents of the sa1e se?T >h-le 1ale adolescents 
o=erall ha=e h-+her re7<-re1ents for the sa1e 1-cron<tr-ents than 
sa1e-a+e fe1ales >ho are ne-ther 6re+nant nor lactatin+W 
ron -s 
the one e?ce6tion to th-s 6aħern b@ se?T as adolescent fe1ales 
ha=e h-+her -ron needs than the-r sa1e-a+ed 1ale co<nter6artsT 
as descr-bed -n �ection �W�W �h-s d-øerence -s not +reat for ��- 
to ��-@ear-old adolescentsT b<t the -ron re7<-re1ent for ��- to 
��-@ear-old fe1ales -s 1ore than t>-ce that of ��- to ��-@ear-old 
1alesW �o address s6ec-)c 1-cron<tr-ent de)c-enc-esT s<66le1ents 
or forti)ed foods can be cons-deredT -n=ol=-n+ -nter=entions s-1-lar 
to those descr-bed -n �ection � (���)W

A3.8.2. 
Disability and injury

�eo6le >-th d-sab-l-ties g -ncl<d-n+ adolescents >-th d-sab-l-ties 
g are a1on+ the 1ost =<lnerable and ne+lected -n an@ t@6e of 
e1er+enc@T and as a res<lt the@ e?6er-ence so1e of the h-+hest 
rates of 1ortal-t@ and 1orb-d-t@ (���)W �eo6le >-th =-s<alT hear-n+ 
or -ntellect<al -16a-r1ents and se=ere 1ental health cond-tionsT 
and those >ho are soc-all@ e?cl<ded or l-=-n+ -n -nstit<tionsT 1a@ 
be <n6re6ared for e=ents that lead to e1er+enc-esT and 1a@ not 
0no> or <nderstand >hat -s ha66en-n+W �eo6le >-th d-sab-l-ties 
1a@ also be less able to esca6e fro1 haAardsT 1a@ lose essential 
ass-sti=e de=-ces s<ch as s6ectaclesT hear-n+ or 1ob-l-t@ a-ds 
andcor 1ed-cationsT or 1a@ be leđ beh-nd >hen a co11<n-t@ -s 
forced to e=ac<ate a locationW 
n add-tionT the@ 1a@ ha=e +reater 
d-ăc<lt@ access-n+ bas-c needsT s<ch as foodT >aterT shelterT 
latr-nes and health-care ser=-cesW �he =<lnerab-l-t@ of adolescents 
>-th d-sab-l-ties beco1es e=en 1ore ac<te d<r-n+ e1er+enc-es 
>hen the@ are se6arated fro1 the-r fa1-l-esT and trad-tional 
car-n+ 1echan-s1s -n the co11<n-t@ s<ch as the e?tended fa1-l@ 
and ne-+hbo<rs brea0 do>nW �he@ face h-+h r-s0s assoc-ated 
>-th safet@T 6rotection and d-+n-t@T and the@ 1a@ be 6artic<larl@ 
=<lnerable to =-olenceT e?6lo-tation and se?<al ab<seW


n ����T �H� and 6artners 6<bl-shed G<-dance �ote on 
�-sab-l-t@ and 	1er+enc@ �-s0 �ana+e1ent for HealthT a shortT 
6ractical +<-de for 6eo6le >or0-n+ -n health that addresses 
+eneral e1er+enc@ r-s0 assess1entT 6re=ention (-ncl<d-n+ haAard 
and =<lnerab-l-t@ red<ction)T 6re6arednessT res6onseT reco=er@ 
and reconstr<ction (���)W �he +<-dance note br-e*@ descr-bes 
core health ser=-ces to s<66ort ch-ldren >-th d-sab-l-ties -n an 
e1er+enc@T -ncl<d-n+ ens<r-n+ essential 1ed-c-nes are a=a-lable -n 
the a66ro6r-ate dosa+es and for1<lationsT eW+W for the treat1ent 
of e6-le6s@ and /<=en-le d-abetesW


n add-tion to assess-n+ and res6ond-n+ to the s6ec-al needs 
of d-sabled adolescents -n h<1an-tar-an and fra+-le seষn+sT 
cons-deration sho<ld be +-=en to the 6artic<lar needs of 
adolescents >ho are -n/<red and d-sabled d<r-n+ the e1er+enc@ 
-tselfW �he ���� �H� 	1er+enc@ �<r+-cal �are -n �-saster 
�-t<ations s<11ar-Aes +<-del-nes for both ad<lts and ch-ldrenW 
�h-s -ncl<des so1e adolescent-s6ec-)c contentT eW+W antib-otic 
6ro6h@la?-s and treat1ent dosa+esT and a+e-a66ro6r-ate treat1ent 
of fract<resT a16<tationsT b<rns and fe1ale +en-tal -n/<r@ (���)W

A3.8.3. 
Violence

As noted abo=eT d-øerent 0-nds of =-olence 1a@ occ<r -n 
h<1an-tar-an cr-sesT 6artic<larl@ -n con*-ct seষn+sW 
or1s of 
se?<al =-olence that 1a@ be es6ec-all@ >-des6read -ncl<deV

j  �e?<al e?6lo-tation b@ an@one >ho can 6ro=-de safe 6assa+eT 
food or other bas-c needsW 
n other >ordsT se? >-th >o1en  
and ch-ldren -s traded for +oods and ser=-cesW

j  �e?<al =-olenceT -ncl<d-n+ se?<al sla=er@T a+a-nst c-=-l-an >o1en 
and +-rls b@ sold-ers or 1e1bers of ar1ed factions see0-n+ to 
br<tal-Ae and h<1-l-ate the 6erce-=ed ene1@W �h-s -s <sed as a 
strate+@ of >ar and as a 1eans to +a-n 6ol-tical 6o>erT and 1a@ 
also be a tool of so-called ethn-c cleans-n+W

j  �-olence a+a-nst adolescent +-rls and >o1en b@ a h<sband or 
-nti1ate 6artnerT -ncl<d-n+ -n ca16s for ref<+ees or -nternall@ 
d-s6laced 6ersons (��¤)W

�ther for1s of se?<al =-olence 1a@ also be 1ore l-0el@ to occ<r 
d<r-n+ ar1ed con*-cts or -n ref<+ee ca16s than -n other seষn+sT 
s<ch as ra6e or se?<al coerc-on of 1en and bo@s (���)W Ho>e=erT 
th-s has not been researched >ell and the scale of the 6roble1 -s 
not clearW

�o11<n-t@-based 6s@chosoc-al 6ro+ra11es that address se?<al 
=-olence -n con*-ct seষn+s can 6la@ a cr-tical role -n 6ro1otin+ 
+ood 6ractices and red<c-n+ har1f<l ones (��¥)W Assess1ent 
and action to s<66ort 6eo6le aøected b@ se?<al =-olence sho<ld 
be +<-ded b@ a s<r=-=or-centred a66roachT >h-ch -s based on 
s<r=-=orsZ r-+htsT -ncl<d-n+ the r-+ht to be treated >-th d-+n-t@ and 
res6ect rather than =-cti1-bla1-n+ aষt<desU the r-+ht to choose 
>hat to do rather than feel 6o>erlessU the r-+ht to 6r-=ac@ and 
con)dential-t@ rather than sha1e and sti+1aU the r-+ht to non-
d-scr-1-nation rather than d-øerential treat1ent based on +enderT 
ethn-c-t@ or other factorsU and the r-+ht to -nfor1ation rather 
than be-n+ told >hat to doW �o? A�W� o<tl-nes a66roaches and 
actions that sho<ld be done -n 6lann-n+ and -16le1entation of 
6ro+ra11es for s<r=-=ors of se?<al =-olence -n con*-ct-aøected 
seষn+sW 
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�he ���� �H� �l-n-cal �ana+e1ent of �a6e �<r=-=orsV 
�e=elo6-n+ �rotocols for �se >-th �ef<+ees and 
nternall@ 
�-s6laced �ersons -ncl<des s6ec-)c reco11endations for care 
of ch-ld and adolescent s<r=-=orsT eW+W 6erfor1ance of 6h@s-cal 
and +en-tal e?a1-nationsU 6res<16ti=e treat1ents for d-øerent 
��
sT -ncl<d-n+ 6oste?6os<re 6ro6h@la?-s of H
� -nfectionU and 
de=elo61ent of 6rotocols -n accordance >-th local la>s and 
re6ortin+ 6roced<resW

�ed-cal 6rofess-onals sho<ld <nderstand the need for thoro<+hT 
b<t sens-ti=eT 1ed-cal screen-n+ of for1er ch-ld sold-ers at the 
earl-est 6oss-ble o66ort<n-t@ (���)W �h-s 1a@ be at the ti1e of 
for1al de1ob-l-AationT b<t 1a@ also occ<r >hen ch-ld sold-ers are 
ca6t<redT esca6e or other>-se lea=e ser=-ceW �creen-n+ 1a@ need 
to be carr-ed o<t -n sta+esT address-n+ the 1ost =-tal 6roble1s 
)rst and then 6roceed-n+ to 1ore sens-ti=e -ss<esT s<ch as se?<al 
ab<seW Health 6rofess-onals 1a@ also 6la@ a =al<able ed<cational 
role -n hel6-n+ 6re=ent ch-ldren be-n+ recr<-ted -nto ar1-es 
(-ncl<d-n+ as =ol<nteers)T b@ ra-s-n+ a>areness a1on+ ch-ldren and 
adolescents >ho are at r-s0 g as >ell as a1on+ the-r fa1-l-es and 
co11<n-ties g and b@ stress-n+ the assoc-ated dan+ersT -ncl<d-n+ 
the se=ere da1a+e to 6s@cholo+-cal and 1ental healthW

Adolescents 1a@ e?6er-ence other for1s of =-olence -n e1er+enc@ 
seষn+sT -ncl<d-n+ =-olence related to -ncreased stress and tra<1a 
d<r-n+ and ađer nat<ral d-sastersW �he �H� and collea+<es 

(���¤) re6ortT 
���
�	V �e=en �trate+-es for 	nd-n+ �-olence 
A+a-nst �h-ldrenT descr-bes -nter=ention strate+-es for +eneral 
6o6<lationsT b<t notes that these are also a66l-cable -n con*-ctT 
6ost-con*-ct and other h<1an-tar-an seষn+sT s<ch as those 
aøected b@ nat<ral d-sasterW �hese -ncl<de strate+-es foc<sed on 
-16le1entation and enforce1ent of la>s (eW+W to 6re=ent alcohol 
1-s<se)U nor1s and =al<es (eW+W b@stander -nter=entions)U safe 
en=-ron1ents (eW+W address-n+ =-olence hots6ots)U 6arent and 
care+-=er s<66ort (eW+W tra-n-n+ and s<66ort del-=ered -n +ro<6s 
-n co11<n-t@ seষn+s)U -nco1e and econo1-c stren+then-n+ (eW+W 
cash transfers)U res6onse and s<66ort ser=-ces (eW+W co<nsell-n+ 
and thera6e<tic a66roaches)U and ed<cation and l-fe s0-lls (eW+W l-fe 
and soc-al s0-lls tra-n-n+)W 
n 6r-nc-6leT beca<se these -nter=entions 
do not de6end <6on -ntact soc-al s@ste1s and f<nction-n+ 
+o=ernance str<ct<resT -nter=entions del-=ered thro<+h self-
conta-ned 6ro+ra11es can be del-=ered -n an@ conte?tT -ncl<d-n+ 
-n h<1an-tar-an and fra+-le seষn+sW 
or e?a16leT the 
nternational 
�esc<e �o11-ħee cond<cted 6arentin+ 6ro+ra11es >-th 1-+rant 
and d-s6laced fa1-l-es on the border bet>een �@an1ar and 
�ha-landT as >ell as >-th =er@ 6oor co11<n-ties -n r<ral �-ber-aW 
�he 6ro+ra11es 1a-nl@ cons-sted of 6arentin+ +ro<6 s<66ortT 
co1b-ned >-th a l-1-ted n<1ber of ho1e =-s-tsW �ando1-Aed 
controlled tr-als that e=al<ated those -nter=entions fo<nd the@ 
red<ced harsh 6h@s-cal and 6s@cholo+-cal 6<n-sh1entT -ncreased 
6os-ti=e strate+-es to 1ana+e ch-ldrenZs beha=-o<rT and enhanced 
the 7<al-t@ of care+-=er-ch-ld -nteractions (��)W

Box A3.5. Guidance for providing community-based psychosocial support to survivors of sexual violence in  
conflict-affected settings

•  Provide adolescent survivors with useful, accurate 
information on available services that is easily 
understood, presented in the relevant local language and 
delivered with compassion.

•  Train and support first responders to provide a safe, 
calm environment; listen supportively; demonstrate 
compassion and non-judgment; provide reassurance 
without making false promises; and promote access to 
medical care and other support.

•  Identify a first contact or appropriate case manager who 
is trained in case management and psychological first 
aid, and can provide basic support and help survivors to 
access needed services.

•  Design programmes that offer survivors and other 
vulnerable women and girls the opportunity to 
participate in non-stigmatizing community-based 
activities that reduce their isolation.

•  Consider establishing or supporting safe spaces for 
women, girls and boys to promote interaction, education 
and referral to relevant services.

•  Consider whether and how to establish or link with 
financial support services that support survivors’ 
recovery.

•  Seek to strengthen access to clinical mental health 
care, ensuring that clinical referral services are available 
for those whose distress is so overwhelming that it 
interferes with their ability to carry out work, school or 
domestic activities.

•  Work with communities to spread anti-stigma messages, 
enabling discussions of how to prevent and respond to 
sexual violence, engaging women’s and men’s support 
groups and dialogue groups, and linking with community 
education and advocacy efforts.

•  Engage women, men, girls and boys affected by sexual 
violence in decisions about the design, delivery and 
evaluation of interventions.

•  Consider how programming can be culturally sensitive, 
and promote positive gender and cultural norms, while 
also challenging potentially harmful attitudes and 
practices.

•  Ensure that all relevant actors in the community know 
what their specific roles and responsibilities are in 
ensuring that interventions are implemented in a manner 
that protects the safety and security of women and 
children.

�o<rceV (��¥)W
A3.8.4. 
Sexual and reproductive health


n ����T the 
nter-A+enc@ �tand-n+ �o11-ħeeT >h-ch br-n+s to+ether 0e@ �n-ted �ations and non-�n-ted �ations h<1an-tar-an 
6artners to coord-nate +lobal h<1an-tar-an ass-stanceT a66o-nted �H� as the lead a+enc@ of -ts Global Health �l<sterW �he Global 
Health �l<ster s<bse7<entl@ reco11ended content for ��HcH
� res6onses >-th-n h<1an-tar-an and fra+-le seষn+sT fro1 1-n-1<1 
-n-tial rel-ef -nter=entions to co16rehens-=eT lon+er-ter1 reco=er@ acti=-tiesW �hese are s<11ar-Aed -n 
-+<re A�W� (���)W
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�o<rceV (���)

�o<rceV (���)W

�e=eral other 1a/or -nternational collaborations ha=e 6rod<ced add-tional +<-dance doc<1ents on the 1ana+e1ent of ��H -n 
h<1an-tar-an and fra+-le seষn+sT all of >h-ch are rele=ant to adolescents (eW+W 
nter-A+enc@ �or0-n+ Gro<6 on �e6rod<cti=e Health 
-n �r-ses (���)U �H� et alW (���)U �o1enZs �ef<+ee �o11-ss-on (���)U 	�	� �echn-cal �ontent �or0strea1 �or0-n+ Gro<6 
on H<1an-tar-an �hallen+es (��)W 
or e?a16leT the 	�	� �or0-n+ Gro<6 on H<1an-tar-an �hallen+es s6ec-)es that adolescent 
-nter=entions sho<ld -ncl<deV

•  preventive care g -ncl<d-n+ contrace6tionU condo1sU e1er+enc@ 
contrace6tionU +ender-based =-olence (G��) 6re=entionU 1ental 
healthU se?<al-t@ ed<cationU and l-fe s0-llsU

•  treatment g -ncl<d-n+ treat1ent of ��
sU co16rehens-=e 
abortion careU adolescent-fr-endl@ health fac-l-tiesU cl-n-cal care 
for s<r=-=ors of se?<al =-olenceU e1er+enc@ contrace6tionU 
n<tr-tionU and tra<1a s<r+er@U

•  delivery models g -ncl<d-n+ *e?-ble and -nte+rated adolescent 
��H ser=-cesU co11<n-t@-basedT 1ob-le and te16orar@ cl-n-csU 
6ro=-s-on of co16rehens-=e ��H ser=-ces for adolescents at a 
s-n+le s-teU ho1e-based careT ed<cation and o<treach thro<+h 
non-health fac-l-tiesU safe s6aces (eW+W �ase st<d@ A�W��)U and  
an adolescent lens a66l-ed to �
�� and assess1entU

•  kits g -ncl<d-n+ those for 1enstr<al h@+-ene (d-+n-t@ 0-ts)T  
6ost-ra6eT ��
 and contrace6tionW (��)

j  1a0e condo1s g both 1ale and fe1ale g a=a-lable -n 6laces 
>here adolescents 1eetT 6referabl@ -n 6r-=ateT access-ble 
locations >here the@ can access the1 >-tho<t be-n+ obser=edU

j  ens<re adolescent +-rls are safe >hen carr@-n+ o<t ho<sehold 
tas0s s<ch as collectin+ )re>oodT >ater or foodU

j  ens<re 6re+nant adolescent +-rls ha=e access to e1er+enc@ 
obstetr-c care ser=-ces and referral 1echan-s1s >hen  
necessar@U and

j  establ-sh cl-n-cal care and referral ser=-ces for s<r=-=ors of  
se?<al =-olence that are sens-ti=e to adolescent needs and 
res6ect con)dential-t@W
(���)


n add-tionT se=eral adolescent-s6ec-)c ��H reso<rces ha=e 
been 6rod<ced for e1er+enc@ seষn+sT -ncl<d-n+ Adolescent 
�ro+ra11-n+ 	?6er-ences �<r-n+ �on*-ct and �ost-con*-ct 
(���)U Adolescent �e?<al and �e6rod<cti=e Health �ool0-t for 
H<1an-tar-an �eষn+s (���)U Adolescent �e?<al and �e6rod<cti=e 
Health �ro+ra1s -n H<1an-tar-an �eষn+s (��¤)U and Adolescent 
G-rls -n �-saster and �on*-ct (���)W 
or e?a16leT the �a=e the 
�h-ldren and ��
�A tool0-t o<tl-nes 0e@ -nter=entions for d-øerent 
sectors res6ond-n+ to adolescent ��H needsU those cons-dered 
essential for 1-n-1al 6re6aration and res6onse are s<11ar-Aed -n 
�able A�W¥ (���)W �he tool0-t also 6ro=-des 6artic-6ation tools for 
adolescentsT 6arents and broader co11<n-tiesU assess1ent tools 
(eW+W an adolescent ��H e1er+enc@ s-t<ation anal@s-s)U fac-l-t@-
based tools (eW+W an adolescent ��H chec0l-st)U and co11<n-t@-
based d-str-b<tion and 6eer ed<cation tools to hel6 o6erational-Ae 
adolescent ��H -nter=entions d<r-n+ and -11ed-atel@ ađer a cr-s-sW

�he 
nter-a+enc@ 
-eld �an<al on �e6rod<cti=e Health -n H<1an-tar-an �eষn+s f<rther notes that an -n-tial e1er+enc@ res6onse sho<ldV

Figure A3.1. Sexual and reproductive health interventions for general populations in humanitarian and fragile settings, from a  
minimal initial service package to a comprehensive response

In the six years since the conflict with the militant Boko 
Haram group began in north-east Nigeria, more than 
2.2 million people have been internally displaced, 20 
000 civilians killed, and as many as 7000 women and 
girls abducted. An estimated 92% of internally displaced 
persons live within host communities and 8% in camp 
settings. More than 500 000 of them (53%) are girls and 
women of reproductive age, with more than 81 000 
pregnancies expected during 2016.

With support from UNFPA, the United States Agency for 
International Development (USAID) and the Government 
of Japan, nine safe spaces for women and girls fleeing 
Boko Haram have been established since August 2015 in 
some of the most populated camps for the displaced in 

north-east Nigeria. The safe spaces serve several purposes, 
including building the resilience of girls and women by 
offering them opportunities to acquire livelihood skills and 
engage with others to rebuild community networks (253). 
They are also a confidential and non-stigmatizing entry 
point for reproductive health information and services, 
including family planning and psychosocial counselling 
for GBV. Between August 2015 and March 2016, 10 230 
adolescent girls were reached through the camps, including 
4379 who received psychosocial support (individual 
and group); 4322 who participated in information and 
awareness raising; 1105 who benefited from outreach on 
GBV prevention; 314 who gained livelihood skills; and 110 
who received referral support as GBV survivors.

Nigeria’s safe spaces for girls and women displaced by the militant group Boko Haram
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Table A3.8. Minimal interventions to prepare for and respond to adolescent sexual and reproductive health needs during emergencies

�o<rceV (���)W �o<rcesV (���)W

As an e1er+enc@ s-t<ation stab-l-AesT >hether -n the for1 of a 6rotracted cr-s-s or soc-etal reco=er@T 1ore foc<s sho<ld be +-=en to  
re-establ-sh-n+ co16rehens-=e adolescent health ser=-cesT -ncl<d-n+ non-health -nter=entions that -n*<ence deter1-nants and s<66ort 
��H del-=er@ (eW+W �ase st<d@ A�W�¤) (���)W �hese -ncl<deV 

j  ens<r-n+ school-n+ o6tions thro<+h tar+eted s<66ort (eW+W  
safe 6assa+eU )nanc-al s<66ort to fa1-l-es)U

j  co16rehens-=e se?<al-t@ ed<cation and l-fe-s0-lls ed<cationT  
-n and o<t of schoolsU

j 6rotection of +-rls fro1 ch-ld 1arr-a+eU 
 

j  s@ste1s for adolescentsZ 6artic-6ation -n dec-s-on-1a0-n+ 
(-ncl<d-n+ s6ec-)call@ +-rlsZ 6artic-6ation) at co11<n-t@T  
6ro=-nc-al and national le=elsU and

j  stren+then-n+ 6ro+ra11e l-n0a+es and referral 6ath>a@sT and 
coord-nation a1on+ sectors g -ncl<d-n+ 6rotectionT ed<cation 
and l-=el-hoods g for a hol-sticT 1<ltisectoral res6onseW 
(��)

A3.8.5. 
Water, sanitation and hygiene (WASH)

�A�H needs for 6o6<lations d<r-n+ h<1an-tar-an e1er+enc-es 
-ncl<de safe access toT <se and 1a-ntenance of to-letsU access 
to >ater and soa6 or ash for hand>ash-n+ at cr-tical ti1esU the 
h@+-en-c collection and stora+e of >ater for cons<16tion and 
<seU h@+-en-c food stora+e and 6re6arationU and eăc-ent >aste 
1ana+e1ent (�¥�)W A 1a/or eøect of not 1eetin+ these �A�H 
needs -s -ncreased d-arrhoeal -llnessesT >h-ch also co16ro1-se 
n<tr-tional stat<sW �oor n<tr-tional stat<s f<rther -ncreases 
ch-ldrenZs r-s0 of contractin+ other d-seasesT s<ch as 6ne<1on-aT 
lead-n+ to a =-c-o<s c@cle of co1orb-d cond-tionsT >h-ch can 
contin<e to >orsen health and ca<se 1aln<tr-tionW 

�A�H -nter=entions are also cr-tical for adolescent +-rlsT as the@ 
face 6artic<lar challen+es 1ana+-n+ 1enstr<ation -n h<1an-tar-an 
and fra+-le seষn+s (eW+W �ase st<d@ A�W��)T �o? A�W¤W (���)U 
(���)U (��¥)W �hese challen+es 1a@ -ncl<de los-n+ the-r fa1-l-ar 
co6-n+ strate+-es for 1ana+-n+ 1enstr<ationT s<ch as access to 
the-r <s<al san-tar@ 6rotection 1ater-als or 6rod<cts and a 6lace 
to >ashT dr@ or d-s6ose of the1W 
f d-s6lacedT the@ 1a@ ha=e to 

lea=e beh-nd the-r clothes or 6ossess-onsT s<ch as san-tar@ clothsT 
soa6T non-food -te1s and <nder>earW �he@ 1a@ ha=e to l-=e -n 
<n<s<all@ close 6ro?-1-t@ to 1en and bo@sT both the-r relati=es 
and stran+ersW �he@ 1a@ not ha=e access to 1one@ for san-tar@ 
6rod<cts -f the@ do not control the fa1-l@ )nancesW And g beca<se 
1enstr<ation -s a taboo s<b/ect g -t 1a@ not be eas@ to d-sc<ss 
-t >-th a 1ale head of the ho<sehold (���)W 
n con*-ct s-t<ationsT 
+-rls can e?6er-ence add-tional d-ăc<lties access-n+ >ater s<66l-esT 
san-tation and h@+-ene -te1sW 
or e?a16leT >ater so<rces 1a@ be 
tar+eted for the 6lantin+ of land1-nes and b@ sn-6er or cross-)reW 
�here 1a@ be a r-s0 of be-n+ aħac0ed >hen tra=ell-n+ e=en short 
d-stancesW And <s<al >ater s<66l-es 1a@ brea0 do>n d<e to lac0 
of s6are 6artsT lac0 of f<elT or the death or d-s6lace1ent of the 
techn-cal 6ersonnel >ho r<n the s@ste1sW 
n a nat<ral d-saster 
s<ch as earth7<a0e or *ood-n+T a +-rl 1a@ be -n/<red or d-sabled 
and not be able to 1ana+e 1enstr<al h@+-ene -n her <s<al >a@W 
�artic<lar challen+es e?-st for +-rls l-=-n+ -n secl<s-on or -n soc-eties 
>here -t -s d-ăc<lt for the1 to -nteract >-th or s6ea0 to 1enT as 
e1er+enc@-res6onse tea1s are ođen 1ostl@ 1aleW

FUNCTIONS AND SECTORS MINIMUM EMERGENCY PREPAREDNESS MINIMUM RESPONSE (TO BE CONDUCTED DURING THE 
EMERGENCY)

Coordination •  Determine coordination mechanisms and responsibilities
•  Mainstream adolescent sexual and reproductive health 

(ASRH) in preparedness and contingency

•  Advocate with the Global Health Cluster (the global 
humanitarian emergency response coordinating body) to 
ensure ASRH services are accessible to adolescents during 
implementation of the MISP

•  Identify the most-at-risk adolescents and ensure that they 
have access to ASRH services

Assessment and monitoring •  Advocate for inclusion of ASRH questions in rapid 
assessment tools

• Identify the most-at-risk subgroups of adolescents
•  Advocate for the inclusion of ASRH and adolescent 

demographic questions

Facility-based ASRH services •  Train health staff on rapid response of ASRH and working 
with at-risk adolescents

•  Ensure adolescent-friendly health services during MISP 
implementation

•  Ensure adolescents have access to ARV treatment when 
needed

Community-based ASRH services •  Identify where adolescents receive ASRH services  
(outside of health facilities)

•  Establish adolescent-friendly distribution points for 
condoms

• Provide sanitary materials to adolescent girls

Protection and human rights •  Review or establish a code of conduct on sexual 
exploitation and abuse and train local and international 
humanitarian actors

•  Ensure that all stakeholders are aware of the rights of 
adolescents

•  Strictly enforce a zero-tolerance policy for sexual 
exploitation and abuse

Information, education and  
communication

•  Agree on the best communication channels to reach 
adolescents at the onset of emergencies

•  Provide adolescents with information about what ASRH 
services are available and where they can be accessed

Malawi suffered its worst flooding in decades in January 
2015 when the southern region received 400% higher 
rainfall than average, and floodwaters submerged more 
than 63 000 hectares. Nearly 250 000 people were forced 
to seek shelter in schools, churches and temporary sites. 
Adolescent girls and boys were left largely idle, and girls 
and women said they feared walking to the toilets located 
at far reaches of the camps due to the threat of rape. 

UNFPA, Youth Net and Counselling, and the Centre 
for Victimized Women and Children, responded to this 
need by establishing clubs in displacement camps for 
adolescent girls and boys. From January to June 2015, 
the 32 youth clubs provided services to more than 18 
000 internally displaced adolescents. The clubs provided 
a variety of activities for entertainment and education, 
including games, sporting activities such as football and 
netball games, and traditional dance, drama competitions, 
song, poetry and art. Activities were initiated to keep 

adolescents and youth positively engaged during the 
displacement period and to provide psychosocial support. 
At the same time, the youth clubs served as an entry 
points for provision of adolescent SRH information and 
services with counselling and peer education addressing 
contraceptives, HIV prevention and GBV. Young people’s 
GBV issues were addressed through collaboration between 
the youth clubs and women’s safe spaces. Condoms 
were distributed free of change and were dispensed in 
strategic areas easily accessed by adolescents and youth. 
Condom uptake was high within the clubs compared 
to general condom uptake in the camps. The youth-
friendly approach also contributed to uptake in use of 
modern contraceptives, with the oral pill the preferred 
contraceptive method among most of the adolescent girls 
referred by their youth clubs for family-planning services. 
Cases of STIs decreased as access to condoms and family 
planning services increased. 

Malawi’s youth clubs for adolescent girls and boys displaced by floods
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During the 1998–2000 border war between Eritrea and 
Ethiopia, approximately 4000 members of the pastoralist 
Kunama ethnic group fled Eritrea. Ethiopia settled the 
refugees in a camp where the population subsequently 
swelled to more than 13 000 Eritreans of different 
ethnicities. In 2001, after most children in the camp 
had been out of school for two years, the International 
Rescue Committee began working with local government 
officials, camp leaders and parents to launch an emergency 
education programme. Teachers and administrators were 
hired and trained, and within six months nearly 550 
children were enrolled in formal schooling, vocational 
training, sports, and recreational activities and social clubs.

When the education programme started, girls’ enrolment 
and attendance rate in the primary school was very low. 
Focus-group discussion with schoolgirls found that the 
lack of protection during their menstrual cycles was one 
of the main reasons for their low enrolment and high 
drop-out rates. To address this barrier, UNHCR donated 
fabrics for the production of sanitary napkin kits, and the 
International Rescue Committee worked with women 
graduates of their tailoring programme to design, produce 
and distribute sanitary napkin kits within the broader 
vocational training programme. Now each 13- to 49-year-
old female in the camp is provided with four pairs of 
underwear, 12 re-usable pads, and 12 bars of soap per 
year. Distribution of these items has promoted greater 
enrolment and retention of girls in school.

Ethiopia’s refugee camp distribution of menstrual hygiene kits to promote girls’ school attendance

�ase �t<d@ A�W��W
Box A3.6. Good practice design for menstrual-hygiene-friendly water, sanitation and hygiene facilities in emergencies

Water supply
• In a safe location, accessible to women and girls, 

including those with disabilities or limited mobility.
• Of adequate quantity on a daily basis, and ideally 

provided inside latrine and bathing cubicles – or if  
this is not possible, near to these facilities.

• With drainage, so water point is hygienic and so the 
users can collect the water with ease.

Latrines
• In a safe location and private (with internal locks  

and screens in front of the doors or separately  
fenced off with a female caretaker).

• Lit where possible (if latrines cannot be lit at night, 
wind-up torches or batteries and torches should be 
provided in each family’s non-food items kit).

• Adequate numbers (in line with Sphere minimum 
standards, UNHCR standards, or the host 
government’s standards) and segregated by sex 
(Sphere Project 2011).

• Accessible to women and girls, including those with 
limited mobility or disabilities; at least some larger 
units to allow for changing menstrual protection 
materials or supporting children.

Bathing units
• Bathing units should provide privacy, safety and 

dignity for women and girls bathing and managing 
their menses.

• In a safe location and always with locks on the  
inside of doors.

• Putting a fence around the unit with a single entrance 
provides an additional level of privacy and allows  
other facilities such as washing slabs and drying lines 
to also be incorporated.

• Include a seat for girls and women with limited 
mobility or disabilities.

• Include hooks for hanging clothes and drying  
towels while bathing.

• Discrete drainage, so any water with menstrual  
blood in it is not seen outside the unit.

Disposal facilities for menstrual hygiene materials
• Discrete and appropriate disposal facilities located 

inside the latrines. Can be a container with a lid or, 
for more established facilities during later emergency 
stages, a chute direct from the latrine unit to an 
incinerator outside.

• If containers are provided, a regular and sustained 
process for collection and disposal of contents in an 
incinerator or pit must be established. This requires 
appropriate training and the provision of protective 
equipment (gloves) for those managing collection  
and disposal.

• In cases where incinerators are available in medical 
facilities, collaboration is an option. Alternatively, 
separate facilities may need to be constructed.

Facilities for washing and drying sanitary cloths  
and underwear
• In a private, sex-segregated location; for example, 

the provision of a screened laundry area as part of 
integrated toilet and bathing facilities, ideally with a 
water supply also inside the unit.

• Discrete drainage, so waste water with menstrual 
blood in it is not seen outside of the washing unit.

• Drying facilities provided, such as sex-segregated 
private drying lines within a screened bathing and 
latrine unit, or a publicly available charcoal iron that 
can be used to dry cloths.

Operation, cleaning and maintenance of all facilities
• Appropriate operation, cleaning and maintenance 

routines should be established for all water, sanitation 
and hygiene facilities, which are appropriate to the 
context and expected length of the emergency.

Box A3.6 summarizes good practice design for menstrual-hygiene-friendly water, sanitation and hygiene facilities in emergencies.
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A3.8.6. 
Mental health

�<r-n+ the ac<te e1er+enc@ 6hase of a h<1an-tar-an cr-s-s 
g >hen foc<s >-ll +enerall@ be on ac<te needs s<ch as the 
or+an-Aation of foodT shelterT cloth-n+T 6r-1ar@ health care and the 
control of co11<n-cable d-seases g �H� ad=-ses cond<ctin+ 
1ostl@ soc-al 1ental health -nter=entions (���)W �ast the ac<te 
6haseT sta0eholders and co11<n-ties sho<ld enco<ra+e the 
or+an-Aation of nor1al recreational acti=-ties for adolescentsT 
and enco<ra+e re-startin+ the-r school-n+T e=en 6artiall@W 
f 
6oss-bleT both ad<lts and adolescents sho<ld be -n=ol=ed -n 
concreteT 6<r6osef<l co11on--nterest acti=-ties (eW+W constr<ctin+ 
shelterU coord-natin+ fa1-l@ trac-n+U d-str-b<tin+ foodU or+an-A-n+ 
=acc-nationsU teach-n+ ch-ldren)W 

Health-care 6ro=-ders and other )eld >or0ers can ad=-se 6arents 
of adolescents ho> to 1ana+e the-r stressT -16ro=e the-r 
>ell-be-n+T and 6ro=-de a66ro6r-ate care for the-r ch-ldren -n 
h<1an-tar-an and fra+-le seষn+sW 
or e?a16leT the �H� and 
collea+<es (�¤�) �s@cholo+-cal 
-rst A-d +<-de for )eld >or0ers 
e?6la-ns ho> the@ can +-=e h<1aneT s<66orti=e res6onses to 
6eo6le >ho 1a@ need the1 d<r-n+ an e1er+enc@T -ncl<d-n+ 
+<-d-n+ 6arents toV 

j +-=e adolescents the-r ti1e and aħentionU
j hel6 the1 to 0ee6 re+<lar ro<tinesU
j  6ro=-de facts abo<t >hat ha66ened and e?6la-n >hat -s +o-n+  

on no>U
j allo> the1 to be sadT and not e?6ect the1 to be to<+hU
j l-sten to the-r tho<+hts and fears >-tho<t be-n+ /<d+1entalU
j set clear r<les and e?6ectationsU
j  as0 the1 abo<t the dan+ers the@ faceT s<66ort the1 and  

d-sc<ss ho> the@ can best a=o-d be-n+ har1edU and
j enco<ra+e and allo> o66ort<n-ties for the1 to be hel6f<lW

(�¤�)


or adolescents a+ed ��g�� @earsT e1otional reactions ađer 
a d-saster 1a@ -ncl<de fear and an?-et@ abo<t dan+er and loss 
of 6ossess-onsT as >ell as -rr-tab-l-t@T d-sobed-enceT de6ress-on 
and headaches (�¤�)W �ther reactions -ncl<de school a=o-danceT 
d-ăc<lt@ concentratin+ and +r-e=-n+ g >h-ch can -ncl<de 
e1otions s<ch as shoc0T sadnessT an+erT fearf<lnessT an?-et@ or 

n<1bness g and d-ăc<lt@  en+a+-n+ >-th soc-al or other acti=-tiesW 
A1on+ adolescents a+ed ��g�� @earsT the -16act of a d-saster 
1a@ de6end on the de+ree of d-sr<6tion of both fa1-l@ and 
co11<n-t@W 
ear of loss of fa1-l@ 1a@ re=-=e fears 1ore t@6-cal of 
earl-er de=elo61entT s<ch as be-n+ aloneT dar0ness or se6aratin+ 
fro1 care+-=ersW �-sasters 1a@ also ca<se fa1-l-es to 6<ll to+ether 
and beco1e e?traord-nar-l@ closeT so that an older adolescent 1a@ 
loseT or not +a-nT the -nde6endence fro1 fa1-l@ that -s t@6-cal for 
the-r a+eW �o11on reactions -n th-s a+e +ro<6 are >-thdra>al 
and -solationT 6s@choso1atic cond-tions (eW+W headaches and 
sto1ach aches)T s<-c-dal tho<+htsT antisoc-al beha=-o<rs (eW+W 
steal-n+ or a++ress-on)T sadnessT decl-ne -n school 6erfor1anceT 
and slee6 6roble1s (eW+W n-+ht1ares or n-+ht terrors)W �ther 
reactions relate to death (eW+W +r-e=-n+)T conf<s-onT and -solation 
fro1 6eers (eW+W boredo1)W 
n so1e conte?tsT older adolescents 
1a@ )nd the1sel=es as head of a ho<sehold ađer a h<1an-tar-an 
e1er+enc@T and 1a@ not allo> the1sel=es to +r-e=eW 
eel-n+s 
of hel6lessnessT ho6elessness and >orthlessness can be stron+ 
-nd-cators of s<-c-dal tho<+htsW 

�o1e adolescents >-ll need lon+-ter1T 6rofess-onal 1ental health 
care ađer a h<1an-tar-an cr-s-sW Adolescent s<r=-=ors of =-olence 
1a@ s<øer fro1 a ran+e of 6s@cholo+-cal conse7<encesT both -n 
the -11ed-ate 6er-od ađer the =-olence and o=er the lon+er ter1W 

or 1ale and fe1ale s<r=-=ors of se?<al =-olenceT th-s can -ncl<de 
+<-ltU an+erU an?-et@U de6ress-onU 6ost-tra<1atic stress d-sorderU 
se?<al d@sf<nctionU so1atic co16la-ntsU slee6 d-st<rbancesU 
>-thdra>al fro1 relationsh-6sU and aħe16ted s<-c-de (���)W 

or1er ch-ld sold-ers 1a@ also ha=e 1ental and 6s@chosoc-al 
health -ss<esT -ncl<d-n+ n-+ht1aresU -ntr<s-=e 1e1or-esU *ashbac0s  
(-WeW feel-n+ as -f the tra<1atic e=ent >ere ha66en-n+ a+a-n)U and 
hall<c-nations (-WeW see-n+ and hear-n+ th-n+s that other 6eo6le 
cannot g ođen s-+hts or so<nds of the tra<1atic e=ent)W �he@ 
1a@ e?6er-ence 6oor concentration and 1e1or@U chron-c an?-et@U 
re+ress-on -n beha=-o<rU -ncreased s<bstance ab<se as a co6-n+ 
1echan-s1U a sense of +<-lt and ref<sal to ac0no>led+e the 6astU 
6oor control of a++ress-onU obsess-=e tho<+hts of re=en+eU and 
feel-n+s of estran+e1ent fro1 othersW �he 1-l-tar-Aed beha=-o<r 
of the ch-ldren 1a@ lead to a lo> le=el of acce6tance of the nor1s 
of c-=-l-an soc-et@W �he-r rehab-l-tation constit<tes one of the 1a/or 
soc-al and 6<bl-c health challen+es -n the ađer1ath of ar1ed 
con*-ctW


n ����T �H� and ��H�� 6<bl-shed an 1hGA� H<1an-tar-an 

nter=ention G<-deT >-th )rst-l-ne 1ana+e1ent reco11endations 
for 1entalT ne<rolo+-cal and s<bstance-<se cond-tions for non-
s6ec-al-st health-care 6ro=-ders -n h<1an-tar-an e1er+enc-es 
(�¤�)W �he +<-de o<tl-nes +eneral 6r-nc-6les for care of 6eo6le -n 
h<1an-tar-an seষn+sT -ncl<d-n+ those related to co11<n-cationU 
assess1entU 1ana+e1entU red<c-n+ stress and stren+then-n+ 
soc-al s<66ortU 6rotection of h<1an r-+htsU and o=erall >ell-be-n+W 

t also has 1od<les foc<sed on ac<te stressU +r-efU 1oderate 
to se=ere de6ress-=e d-sorderU 6ost-tra<1atic stress d-sorderU 
6s@chos-sU e6-le6s@cse-A<resU -ntellect<al d-sab-l-t@U har1f<l <se 
of alcohol and dr<+sU s<-c-deU and other s-+n-)cant 1ental health 
co16la-nts (-ncl<d-n+T for adolescentsT beha=-o<ral 6roble1s)W 
�o1e content s6ec-)call@ addresses adolescentsT eW+W -f a 
6otentiall@ tra<1atic e=ent has occ<rred >-th-n the last 1onthT 
6ro=-ders are ad=-sed to chec0 for chan+es -n adolescent r-s0-
ta0-n+ beha=-o<rsW 
f adolescents ha=e lost the-r 6arents or other 
carersT 6ro=-ders sho<ld address an@ need for 6rotection and 
ens<re the adolescents rece-=e cons-stentT s<66orti=e careW
At a health-s@ste1 le=elT e1er+enc-es g des6-te the-r tra+-c nat<re 
and ad=erse eøects on 1ental health g are also <n6aralleled 
o66ort<n-ties to -16ro=e the l-=es of lar+e n<1bers of 6eo6le 
thro<+h 1ental-health refor1W 
n ����T �H� 6<bl-shed �<-ld-n+ 
�ac0 �eħerV �<sta-nable �ental Health �are Ađer 	1er+enc-esW 
�h-s has the +oal of +<-d-n+ -nd-=-d<alsT soc-eties and co<ntr-es 
reco=er-n+ fro1 nat<ral d-sastersT ar1ed con*-ctsT or other haAards 
-n ho> the@ 1-+ht create 1ental health refor1 and s@ste1 
-16ro=e1ents -n the ađer1ath of s<ch cr-ses (�¤�)W �he doc<1ent 
6ro=-des deta-led acco<nts fro1 �� d-=erse e1er+enc@-aøected 
areasT each of >h-ch b<-lt beħer-7<al-t@ and 1ore-s<sta-nable 
1ental health s@ste1s des6-te challen+-n+ c-rc<1stancesW 

�he s-t<ation -n 
ra7 6ro=-des one e?a16leW 
n recent decades 
1an@ 
ra7-s s<øered fro1 -ntense 6s@cholo+-cal d-stress d<e to 
d-ctatorsh-6U the >ar bet>een the 
sla1-c �e6<bl-c of 
ran and 

ra7U econo1-c sanctionsU the G<lf >arsU the -n=as-on -n ����U and 
the s<bse7<ent =-olent -ns<r+enc@W �r-or to ����T 1ental health 
ser=-ces -n 
ra7 >ere 6ro=-ded b@ fe>er than ��� 6s@ch-atr-stsT 
bas-c ser=-ces >ere ođen <na=a-lable to the +eneral 6o6<lationT 
and ch-ld and adolescent 6s@ch-atr@ >as al1ost non-e?-stentW 
Ho>e=erT 1ental health refor1 has been <nder>a@ -n 
ra7 
s-nce ����W At that ti1eT a �ational �ental Health �o<nc-l >as 
establ-shedT and a national 1ental health strate+@ and 6lan >ere 
drađedW �es6-te on+o-n+ =-olence and -nstab-l-t@T s-+n-)cant 
6ro+ress >as 1ade to create a co11<n-t@-based 1ental health 
s@ste1W �@ ����T the co<ntr@ had s<ccessf<ll@ establ-shed �� 
ne> 1ental health <n-tsT -ncl<d-n+ ne> -n6atient beds for ch-ldren 
and adolescents -n 6aed-atr-c hos6-talsT and �� ne> <n-ts oøer-n+ 
o<t6atient-onl@ ser=-ces g -ncl<d-n+ fo<r <n-ts s6ec-)call@ for 
ch-ldren and adolescents (�¤�)W
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A4.1. 
Additional resources to support national priority setting

Add-tional reso<rces e?-st to s<66ort national +o=ern1ents 
cond<ctin+ adolescent health needs assess1entsT landsca6e 
anal@ses and 6r-or-tiAation e?erc-sesW 
or e?a16leT the �H� 
�e+-onal �ăce for the �estern �ac-)c (����) has 6<bl-shed a 
1an<al for health 6lanners and researchers cond<ctin+ a ra6-d 
assess1ent of adolescent health needs (�¤�)W �-1-larl@T the �H� 
�e+-onal �ăce for the 	astern �ed-terranean (	���) has 

de=elo6ed se=eral tools to ass-st 1e1ber co<ntr-es -n 6r-or-tiA-n+ 
adolescent-health -nter=entionsT -ncl<d-n+ re+-onal +<-des onV 
cond<ctin+ an adolescent health s-t<ation anal@s-s (�¤�)U core 
-nd-cators for adolescent health (�¤¤)U and adolescent health 
6ro+ra11e re=-e> (�¤�)W �o? A�W� o<tl-nes the needs assess1ent 
and landsca6e anal@s-s content that 	��� reco11ends be 
co=ered -n a co<ntr@Zs adolescent health s-t<ation anal@s-s re6ortW 

�o<rceV (�¤�)W

Box A4.1. Content of a country-level adolescent health situation analysis report

The WHO Regional Office for the Eastern Mediterranean recommends that Member States include the following  
sections in their adolescent health situation analysis reports, noting that additional sections can be added if relevant. 
Examples are provided under each section heading below; a more comprehensive list of desirable content is available  
in the regional guide.

Introduction
• Definition of adolescence; government commitment 

in policies, plans and agreements; issues related to 
current adolescent health policies and approaches 
(such as scattered activities or duplication of efforts); 
and rationale and main objectives of the situation 
analysis.

Geographical, political and administrative issues
• Distances and communications; nature of terrain and 

seasonal and climatic changes facilitating disease 
occurrence; administrative division of the health 
system; unstable or insecure situations.

Demographic indicators
• Structure of general and adolescent population by 

age and sex; population distribution and growth or 
projections for adolescents; existing population and 
development policies and strategies; vulnerable and at-
risk groups of adolescents (e.g. by geographical region, 
or urban-rural residency).a

Economic indicators
• Poverty rate; gross national income and share of 

income; housing conditions; and employment, 
particularly as relevant to adolescents (such as impact 
of the economic situation on adolescent quality of life, 
diet, housing and health services; and the proportion 
of people who are unemployed in late adolescence, 
disaggregated by sex).

Sociocultural indicators
• Urbanization; literacy rate; school enrolment rate; level 

of education achieved; gender issues; social norms; 
and multicultural environment – ideally disaggregated 
by age, sex and geographical distribution and 
describing how they affect adolescent health, including 
vulnerable and at-risk groups of adolescents (e.g. sex 
workers).

Leisure time and recreational facilities
• Time spent watching television; playing computer games; 

talking with friends; and doing other sedentary activities 
– by sex and age group, and with consideration of related 
attitudes, behaviours and norms.

Health indicators
• Disaggregated by age group and sex, indicators 

related to morbidity and mortality; nutrition; physical 
activity; maternal and reproductive health; injuries and 
violence; mental health; immunization; oral health; 
communicable diseases; noncommunicable diseases; 
tobacco use; and substance use.

Programmatic response
• Description of the health system, including national 

standards; human and financial resources; adolescent 
health programming and related interventions and 
services; information, supervisory and referral systems; 
and linkages between the health system, community 
and adolescents.

Evaluation
• From the health information system, demographic and 

health systems, and multiple indicator cluster surveys.

Partners
• Ministries representing different sectors, as well 

as nongovernmental organizations, civil society 
organizations, United Nations organizations, 
communities and adolescents. 

Main potential channels and sources of information
• Availability and impact of the internet, television and 

radio.

Attitudes and perceptions of adolescents
• Studies that describe the attitudes and perceptions of 

adolescents, and how governments, religious leaders, 
communities and parents think about adolescents.

Relevant laws and legislation affecting adolescent health
• All policies that specifically affect adolescent health 

either directly or indirectly, in all sectors. 

Conclusions and recommended actions
• Recommended actions identified by the situation 

analysis and guided by priorities.
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�he 	��� adolescent health s-t<ation anal@s-s +<-de 6ro=-des 
deta-led 7<estions and -nstr<ctions for each of the cate+or-es -n 
�o? A�W�T to ass-st co<ntr-es 1o=-n+ thro<+h the 6rocessW �a0-n+ 
the e?a16le of n<tr-tionT the +<-de reco11ends that co<ntr-es 
descr-be and anal@se the <nderl@-n+ factors that -n*<ence 
adolescent n<tr-tion (eW+W 6o=ert@U e16lo@1entU food a=a-lab-l-t@U 
d-etar@ hab-tsU 6h@s-cal acti=-t@U soc-al beha=-o<rsU self-estee1U 
bod@ -1a+eU d-etin+)T as >ell as adolescent hab-ts that ha=e an 
-16act on n<tr-tionT -ncl<d-n+ >hat the@ eat for brea0fastT s1o0-n+ 
and s<bstance <seW 
t f<rther reco11ends anal@s-s of the role of 
the 1ed-a and other co11<n-cation channels (eW+W the -nternet) 
-n -n*<enc-n+ adolescent n<tr-tionW 
-nall@T -t deta-ls 7<estions to 
+<-de a re=-e> and descr-6tion of e?-stin+ adolescent n<tr-tion 
-nter=entions -n the co<ntr@T and concl<des >-th a 6r-or-tiAation 
6rocess h-+hl-+htin+ the 1ost -16ortant -ss<es that need to be 
foc<sed on related to adolescent n<tr-tionW

A 1eetin+ -n ���� of +o=ern1ent re6resentati=es fro1 n-ne of 
the �� co<ntr-es -n the 	astern �ed-terranean �e+-on re=-e>ed 
6ro+ress -n -16le1entin+ s<ch co<ntr@-le=el adolescent health 
s-t<ation anal@ses (�¤�)W  

�he 1eetin+ fo<nd that g altho<+h the co<ntr-es d-øered -n 
the str<ct<re of the-r adolescent health 6ro+ra11es >-th-n 
1-n-str-es and the le+al fra1e>or0s des-+ned to 6rotect and 
6ro1ote adolescents g �e1ber �tates had reached broadl@ s-1-lar 
concl<s-ons abo<t the 1a/or adolescent health concernsT -ncl<d-n+ 
1ental healthT tobacco and s<bstance ab<seT -n/<r-es and ���sW

An add-tional reso<rce for re=-e>-n+ national health 6ro+ra11es 
to ens<re no adolescents are leđ beh-nd -s the 
nno=¥ techn-cal 
handboo0T >h-ch -denti)es >a@s to ta0e concreteT 1ean-n+f<l 
and e=-dence-based 6ro+ra11atic action to address -n-co<ntr@ 
-ne7<-ties (�¤¥)W �he 
nno=¥ a66roach co<ld be <sed beħer to 
<nderstand the s<b6o6<lations of adolescents >ho 1a@ be 1-ssed 
-n a 6artic<lar conte?tU the barr-ers the@ faceU the reasons the 
barr-ers e?-stU and the role of other sectors and soc-al 6artic-6ation 
-n res6ond-n+ to the1W 

A4.2. 
A theoretical example of country-specific prioritization


-+<re A�W� sho>s the lead-n+ �� ca<ses of adolescent death for 
the �� 1ost 6o6<lo<s co<ntr-es as esti1ated -n the ���� Global 
�<rden of �-sease �t<d@ (�¤�)W �hese data and those of the ���� 
Global Health 	sti1ates that >ere descr-bed -n �ection � can be 
<sed to -ll<strate the 6r-or-tiAation e?erc-se descr-bed -n �ection 
�W� (���)W �he follo>-n+ descr-6tion e?6la-ns ho> -nd-=-d<al 

co<ntr-es 1-+ht <se one =ar-able g adolescent 1ortal-t@ rates g  
to 6r-or-tiAe cond-tions to tar+et >-th-n the-r 6artic<lar adolescent 
health 6ro+ra11-n+W 
16ortantl@T ho>e=erT th-s -n=ol=es s-16le 
-nter6retation for -ll<strati=e 6<r6oses onl@W �<1ero<s other 
=ar-ables and concerns >o<ld need to be ta0en -nto cons-deration 
-n an act<al national adolescent health 6r-or-tiAation e?erc-seW

Figure A4.1. Leading 25 causes of adolescent death in the 2013 Global Burden of Disease Study, for the 50 most populous countries

�o<rceV (�¤�)T (re6rod<ced >-th 6er1-ss-on)W

Key: �olo<rs corres6ond to the ran0-n+ of the lead-n+ ca<ses of 1ortal-t@T >-th dar0 red as the 1ost co11on ca<se and dar0 
+reen as the least co11on ca<se for the location -nd-catedW �he n<1bers -ns-de each bo? -nd-cate the ran0-n+W
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�ational +o=ern1ents need to narro> do>n a l-st of doAens of 
adolescent-health concerns to a s1all n<1ber that the@ can tar+et 
o=er a certa-n 6er-od of ti1eW �here are so1e cond-tions that 
<n-=ersall@ ca<se 1a/or adolescent b<rdens -n al1ost all co<ntr-esT 
so the-r 6r-or-tiAation >-th-n adolescent health 6ro+ra11-n+ 
see1s =er@ l-0el@W As noted -n �ection �T for -nstanceT -n ���� road 
-n/<r-es >ere the lead-n+ or second lead-n+ ca<se of adolescent 
1ortal-t@ -n all b<t the Afr-can ��
�sT and -n that re+-on the rate of 
1ortal-t@ >as +reater than -n all other re+-ons (���)W �hese )nd-n+s 
s<++est that all re+-ons and 1ost co<ntr-es >-ll >ant to 6r-or-tiAe 
e=-dence-based road -n/<r@ -nter=entions >-th-n the-r adolescent 
health 6ro+ra11-n+U �H�-reco11ended e?a16les are deta-led 
-n �ection �W

Adolescent health ed<cation and ser=-ces related to se?<al and 
re6rod<cti=e health and n<tr-tion are other areas that are =er@ 
-16ortant to the >ell-be-n+ of +eneral adolescent 6o6<lations -n 
all co<ntr-esT >hether -11ed-atel@ or as an -n=est1ent for health 
across the f<t<re l-fe co<rseW As a res<ltT -16le1entation of s<ch 
e=-dence-basedT 1<ltisectoral -nter=entions sho<ld be 6r-or-tiAed 
-n all co<ntr@ adolescent health 6ro+ra11esW Ho>e=erT -n so1e 
seষn+s A��H 6roble1s 1a@ be 6artic<larl@ 6rono<nced and 
th<s re7<-re e=en 1ore -ntens-=e -nter=entionsW �ne e?a16le 
-s the need for lar+e-scale adolescent H
� 6re=entionT care and 
treat1ent -nter=entions -n the �� Afr-can co<ntr-es >here H
� -s 
esti1ated to be the lead-n+ ca<se of adolescent 1ortal-t@ (
-+<re 
A�W�)W A second e?a16le -s -nter=entions to 6re=ent and res6ond 
to earl@ 6re+nanc@ -n co<ntr-es >here adolescent 1aternal 
d-sorders are h-+hl@ 6re=alentW 
or -nstanceT -n �-+erT �a0-stanT 
�<danT �e1en and �a1eroonT 1aternal d-sorders are ran0ed as 
the secondT th-rd or fo<rth lead-n+ ca<se of 1ortal-t@ a1on+ all 
adolescentsT -nd-catin+ that the@ ha=e a66ro?-1atel@ do<ble the 
rate of 1ortal-t@ a1on+ adolescent fe1ales alone (
-+<re A�W�)W

�elf-har1 -s also a lead-n+ ca<se of adolescent 1ortal-t@ -n al1ost 
all �H� re+-onsT so th-s -s l-0el@ to be so1eth-n+ that 1ost 
co<ntr-es >-ll >ant to tar+et >-th-n the-r national adolescent 
health 6ro+ra11-n+ (���)W �elf-har1 -s the second lead-n+ ca<se 
of adolescent 1ortal-t@ -n ��
�s -n �o<th-	ast As-a g -ncl<d-n+ 
-n �an+ladeshT 
nd-aT �e6alT and the �e6<bl-c of �orea (
-+<re 
A�W�) g so those co<ntr-es 1a@ es6ec-all@ 6r-or-tiAe -16le1entin+ 
self-har1 related -nter=entionsW Ho>e=erT th-s sho<ld not be 
6rescr-6ti=e for all co<ntr-es -n �o<th-	ast As-aW 
or e?a16leT 
self-har1 -s esti1ated to be onl@ the fo<rteenth lead-n+ ca<se 
of adolescent 1ortal-t@ -n �@an1arT >here the lead-n+  )=e 
ca<ses are 1alar-aT road -n/<r-esT dro>n-n+T le<0ae1-a and 
lo>er-res6-rator@ -nfections (
-+<re A�W�)W �hereforeT the national 
+o=ern1ent 1a@ >-sh to 6r-or-tiAe 1a/or -nter=entions tar+etin+ 
those cond-tions and othersT before those tar+etin+ self-har1W 
n 
add-tionT there are -nd-=-d<al co<ntr-es o<ts-de of �o<th-	ast As-a 
>here self-har1 -s also a +reat ca<se of adolescent 1ortal-t@T eW+W 
-t -s the lead-n+ ca<se of adolescent 1ortal-t@ -n �a6an and �<ss-aU 

and the second lead-n+ ca<se -n Ar+entinaU 
ranceU Ger1an@U 

tal@U the 
sla1-c �e6<bl-c of 
ranU �<r0e@U the �n-ted �-n+do1U the 
�n-ted �tatesU and �Abe0-stan (
-+<re A�W�)W

�here are 1an@ cond-tions that ha=e a 6ro1-nent role -n s6ec-)c 
co<ntr-es and re+-onsT b<t not -n othersW 
or e?a16leT dro>n-n+ 
-s the second lead-n+ ca<se of adolescent 1ortal-t@ -n �estern 
�ac-)c ��
�s (���)T -ncl<d-n+ -n �h-naU 
ndones-aU the �h-l-66-nesU 
and �-et �a1 (
-+<re A�W�)U so those co<ntr-es 1a@ 6r-or-tiAe 
dro>n-n+ 6re=ention and res6onse -nter=entions >-th-n the-r 
national adolescent health 6ro+ra11esW �ro>n-n+ -s also a lead-n+ 
ca<se of adolescent 1ortal-t@ -n so1e co<ntr-es o<ts-de of the 
�estern �ac-)cT eW+W -t -s the lead-n+ ca<se -n �Abe0-stanT and 
the second lead-n+ ca<se -n Al+er-aU 
ndones-aU �a<d- Arab-aU and 
�ha-landU so those co<ntr-es 1a@ also >-sh to 6r-or-tiAe -t >-th-n 
the-r national adolescent health 6ro+ra11-n+ (
-+<re A�W�)W 
�he -16ortant cons-deration here -s the ran0-n+ of a ca<se of 
adolescent 1ortal-t@ >-th-n a co<ntr@T and not the absol<te rate 
relati=e to other co<ntr-esW 
or e?a16leT the rate of adolescent 
1ortal-t@ d<e to dro>n-n+ -n Afr-can ��
�s -s al1ost t>-ce that 
of �estern �ac-)c ��
�s (-WeW e-+ht =ers<s )=e deaths 6er ��� 
��� adolescents) (���)T b<t other b<rdens ha=e so 1<ch +reater 
-16act on adolescent 1ortal-t@ -n Afr-can ��
�s that dro>n-n+ 
+enerall@ has a relati=el@ lo> ran0 >-th-n co<ntr-es (eW+W -t -s the 
tenth or ele=enth lead-n+ ca<se of 1ortal-t@ -n �a1eroonU �ote 
dZ
=o-reU the �e1ocratic �e6<bl-c of the �on+oU 	th-o6-aU �en@aU 
�o<th Afr-caU and �+anda)W �learl@T national +o=ern1ents ha=e 
=er@ d-ăc<lt dec-s-ons to 1a0e -n 6r-or-tiA-n+ adolescent health 
-nter=entions g es6ec-all@ co<ntr-es that ha=e s<ch =er@ h-+h 
b<rdens and =er@ l-1-ted reso<rcesW

As descr-bed -n �ection �T -nter6ersonal =-olence -s a 1a/or 
ca<se of adolescent 1ortal-t@ -n so1e A1er-can co<ntr-es (���)T 
and -ndeed -t -s a1on+ the lead-n+ three ca<ses of adolescent 
1ortal-t@ -n Ar+entinaU �raA-lU �olo1b-aU �e?-coU �ol-=ar-an 
�e6<bl-c of �eneA<elaU and the �n-ted �tates (
-+<re A�W�)W �h-s 
b<rden -s ran0ed as h-+hl@ -n 
ra7T �o<th Afr-caT and �ha-landW All of 
those co<ntr-es th<s 1-+ht 6r-or-tiAe e=-dence-based -nter=entions 
tar+etin+ -nter6ersonal =-olenceT -ncl<d-n+ 6oss-bl@ ta-lored 
-nter=entions to red<ce @o<th =-olence bet>een adolescent 1alesT 
as >ell as those to red<ce se?<al and -nti1ate 6artner =-olenceT 
>h-ch -s <s<all@ 6er6et<ated b@ 1ales a+a-nst fe1alesW

�A�H-related 1ortal-t@ -s a1on+ the lead-n+ )=e ca<ses of 
adolescent deaths -n �� 6o6<lo<s co<ntr-es -n Afr-ca (n-ne)T 
the 	astern �ed-terranean (t>o)T �o<th-	ast As-a ()=e)T the 
�estern �ac-)c (t>o)T and 	<ro6e (one)W �6ec-)c ca<ses areV 
-ntestinal -nfectio<s d-seases -n Al+er-aU �an+ladeshU 
nd-aU the 

sla1-c �e6<bl-c of 
ranU 
ra7U �e6alU �a0-stanU �a<d- Arab-aU 
�o<th Afr-caU and �<r0e@U and d-arrhoeal d-seases -n An+olaU the 
�e1ocratic �e6<bl-c of the �on+oU 	th-o6-aU 
ndones-aU �en@aU 
�ada+ascarU �oAa1b-7<eU �@an1arU �-+erU and the �n-ted 

�e6<bl-c of �anAan-a (
-+<re A�W�)W 
n contrastT le<0ae1-a andc
or other neo6las1s ran0 relati=el@ h-+h as a ca<se of adolescent 
death -n <66er-1-ddle--nco1e and h-+h--nco1e co<ntr-es (���)T 
eW+W the@ are the th-rd to )đh lead-n+ ca<ses of adolescent deaths 
-n �h-naU 
ranceU Ger1an@U 
tal@U �a6anU �er<U the �e6<bl-c of 
�oreaU and �<r0e@ (
-+<re A�W�)T >here national adolescent health 
6ro+ra11es 1a@ >-sh to 6r-or-tiAe adolescent cancer 6re=ention 
andcor treat1entW


n concl<d-n+ these e?a16les of 6oss-ble co<ntr@-s6ec-)c 
6r-or-tiAation of -nter=entions to tar+et ca<ses of adolescent 
1ortal-t@T -t -s -16ortant to re-e16has-Ae that a co<ntr@Zs ran0-n+ 
of s<ch ca<ses -s onl@ one of 1an@ -16ortant factors to cons-der 
>hen dec-d-n+ ho> to 6r-or-tiAe -nter=entions >-th-n national 
adolescent health 6ro+ra11-n+W  

Ho>e=erT e=en s<ch l-1-ted data -ll<strate ho> co<ntr-es 1a@ =ar@ 
-n the-r 6r-or-tiesW 
or -nstanceT -n add-tion to +eneral ��H and 
n<tr-tion -nter=entionsT 	+@6t 1-+ht choose to tar+et road -n/<r@T 
cerebro=asc<lar d-seaseT dro>n-n+T -schae1-c heart d-seaseT and 
con+en-tal ano1al-esT beca<se those are esti1ated to be the )=e 
lead-n+ ca<ses of adolescent death -n 	+@6tT >hereas H
� and 
1alar-a ran0 at n<1bers ��� and ��¥ res6ecti=el@ (
-+<re A�W�)W 

n contrastT -n add-tion to +eneral ��H and n<tr-tion -nter=entionsT 
�a1eroon 1-+ht choose to tar+et H
�T road -n/<r-esT 1alar-aT 
1aternal d-sordersT and 1en-n+-tisT as those are esti1ated to be 
the lead-n+ )=e ca<ses of adolescent death -n �a1eroonT >hereas 
cerebro=asc<lar d-sease and -schae1-c heart d-sease are ran0ed at 
n<1bers �� and �¤ res6ecti=el@W 

A4.3. 
Sources and data in the Ethiopian adolescent health needs assessment

�ecentl@T the Go=ern1ent of 	th-o6-a cond<cted a needs 
assess1ent that dre> on se=eral so<rces to co16-le a ro<+h 
o=er=-e> of the 0e@ r-s0 factors and b<rdens c<rrentl@ e?6er-enced 
b@ 	th-o6-an adolescentsW �he-r 1a-n )nd-n+s are s<11ar-Aed 
belo>W �nless other>-se -nd-catedT the data so<rce >as the ���� 
	th-o6-an de1o+ra6h-c and health s<r=e@ (�H�) (���)U (���)V

•  Early sexual debut g 
n 	th-o6-aT earl@ se?<al deb<t ha66ens 
6r-1ar-l@ -n the conte?t of 1arr-a+eW �he 1ed-an a+e of )rst 
se?<al -nterco<rse -s �¤W¤ @earsT and �¦ of adolescent +-rls  
and �¦ of adolescent bo@s re6ort e=er ha=-n+ had se?W ¤�¦  
of <n1arr-ed se?<all@ acti=e and �¤¦ of 1arr-ed +-rls re6ort 
no contrace6ti=e <seT des6-te the 1a/or-t@ of both 1arr-ed and 
<n1arr-ed adolescents sa@-n+ the@ do not >ant a ch-ld >-th-n 
t>o @earsW

•  Child marriage and early pregnancy g �ne -n )=e +-rls 1arr@ 
before the a+e of �� @earsT and ��¦ b@ the a+e of �¥ @earsW 
�he 6oorestT least ed<cated +-rls l-=-n+ -n r<ral areas are 1ost 
aøectedW ��¦ of r<ral +-rls a+ed ��g�� @ears are 1arr-edT 
co16ared >-th ¥¦ of the-r <rban 6eersW 	arl@ 1arr-a+e -s 
stron+l@ assoc-ated >-th earl@ ch-ldbear-n+W �he 6ro6ortion 
of older adolescent +-rls (a+ed ��g�� @ears) >ho are alread@ 
1others or 6re+nant >-th the-r )rst ch-ld decl-ned fro1 �¤¦  
-n the ���� �H� to ��¦ -n the ���� �H�W 

•  Unsafe abortion g Anecdotal e=-dence s<++ests thatT a1on+ 
adolescentsT there -s a h-+h rate of 1ortal-t@ d<e to <nsafe 
abortionsW Ho>e=erT there -s no re6ortin+ s@ste1 to 7<antif@  
the 1a+n-t<de of the 6roble1 s@ste1aticall@W 

•  HIV g �he H
� 6re=alence a1on+ adolescents -n 	th-o6-a -s 
��¦W A1on+ fe1alesT -t r-ses fro1 �W�¦ (��g�� @ears)T to  
�W¤¦ (��g�� @ears)T to �W�¦ (��g�� @ears)W 
or 1alesT the 
co16arable r-se -s fro1 ��W�¦T to �W�¦T to �W�¦W

•  Malnutrition g As 1an@ as ��¦ of +-rls and �¥¦ of bo@s a+ed 
��g�� @ears are anae1-cW �oreo=erT -n the sa1e a+e +ro<6T 
nearl@ t>o )đhs of +-rls (�¤¦) and t>o th-rds of bo@s (¤¤¦) are 
<nder>e-+ht (��
��¥W�0+c1�)W

•  Substance use g �he 1ost co11on add-cti=e s<bstances <sed 
b@ adolescents and @o<th -n 	th-o6-a are tobaccoT alcohol and 
0hatW �earl@ half (�¤¦) of 	th-o6-an adolescents and @o<th 
re6ort cons<1-n+ alcohol 1ore than s-? ti1es -n a 1onthW 
�obacco s1o0-n+ -s also 6ractised b@ so1e 1ale adolescents 
and @o<thT >-th a 6re=alence of �¦W

•  Mental health problems g �hese ođen relate to alcohol and 
s<bstance <seT sch-Ao6hren-aT se-A<re d-sorder and b-6olar 
d-sorderT and aøect an esti1ated �g�W�¦ of the 	th-o6-an 
6o6<lation (���)W

•  Noncommunicable diseases g -n ����T ���s >ere esti1ated 
to acco<nt for ��¦ of all deaths -n 	th-o6-a across all a+e 
+ro<6sW �¦ of all deaths >ere aħr-b<ted to card-o=asc<lar 
d-seasesT ¤¦ to cancersT and �¦ to res6-rator@ d-seases (���)W

•  Road traffic injuries g 
n ����T 	th-o6-a had ��� ��� re+-stered 
=eh-clesT and re6orted ��¥� road traăc fatal-ties (��)W

•  Gender-based violence g 
n the ���� 	th-o6-a �H�T ¥�¦ of 
1arr-ed >o1en a+reed to a state1ent that a h<sband beatin+ 
h-s >-fe -s /<sti)ed (���)W �h-s had onl@ decreased to ¤¥¦ -n the 
���� 	th-o6-a �H�W

•   Female genital mutilation g 
n the ���� 	th-o6-a �H�T the 
6re=alence of 
G� -n +-rls and >o1en (a+ed ��g�� @ears) >as 
��¦W �h-s re6resented a ¤¦ decl-ne fro1 a 6re=alence of ¥�¦  
-n the ���� 	th-o6-a �H�W

�hese dataT co1b-ned >-th the )nd-n+s of a landsca6e anal@s-sT 
>ere <sed to -nfor1 	th-o6-aZs Adolescent and �o<th Health 
�trate+-c �lan (���¤g����)W
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Annex 5. Additional information about  
national programming

A5.1. 
Data from the Global Maternal, Newborn, Child and Adolescent Health Policy Indicator Surveys  
(2009–10; 2011–12; 2013–14; 2016)

Source: Information from countries that responded to the Global Maternal, Newborn, Child and Adolescent Health Policy Indicator Surveys (2009–10; 2011–12; 2013–14; 
2016) undertaken by the Department of Maternal, Newborn, Child and Adolescent Health; World Health Organization (274) 
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Figure A5.1. Number of Countries with Laws and regulations that allow minor adolescents to seek  
the following services without parental/spousal consent: Contraceptive services except sterilazation

Source: Information from countries that responded to the Global Maternal, Newborn, Child and Adolescent Health Policy Indicator Surveys (2009–10; 2011–12; 2013–14; 
2016) undertaken by the Department of Maternal, Newborn, Child and Adolescent Health; World Health Organization (274)
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Figure A5.3. Number of countries reporting having national standards for delivery  
of health services specifically for young people (ages 10–24)

Source: Information from countries that responded to the Global Maternal, Newborn, Child and Adolescent Health Policy Indicator Surveys (2009–10 2011–12; 2013–14; 
2016) undertaken by the Department of Maternal, Newborn, Child and Adolescent Health; World Health Organization (274)
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Figure A5.2. Number of countries with a national policy for a user fee waiver for adolescents  
in public health facilities
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A5.2. 
Additional case studies of national programming

Annex 5. Additional information about  
national programming
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The Centers for Disease Control and Prevention (CDC) 
Healthy Schools programme supports all 50 states and the 
District of Columbia (DC) in the USA.  It aims to reduce 
the risk factors associated with childhood obesity, manage 
chronic conditions in schools, and promote the well-being 
and healthy development of all children and youth. The 
Healthy Schools programme supports the implementation 
of evidence-based school health strategies by funding 
state health departments, providing technical assistance, 
and developing specialized tools and resources to facilitate 
collaboration between state health and education 
agencies. This funding facilitates collaboration across 
sectors through memoranda of agreement between state 
public health and education agencies. 

The programme funds two components: the basic 
component, which provides base-level funding to all 50 
states and DC; and the enhanced component, which 
provides additional resources to 32 states for more 
intensive school-based interventions and improved 
health outcomes. For example, the school health services 
programme in the state of Colorado is run by the 

Department of Education and the Department of Health 
Care Policy and Financing. The programme contains 
many components, including the provision of psychology, 
counselling, audiology, nursing and physician services, as 
well as social support and targeted case management. 
Any educational institution with students in kindergarten 
through twelfth grade (up to the age of 20 years) may 
participate. Institutional participation in the programme is 
conditional on fulfilment of enrolment criteria, including:

• an assessment of the health needs of students in the 
district; 

• community input into the health services to be 
delivered to students; 

• an approved local services plan completed by the 
district; and 

• a contract for reimbursement of health services by 
Medicaid, a programme that was created by the 
federal government but is administered by the state to 
provide payment for medical services for low-income 
citizens. 

The USA’s school health services programme
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The Healthy Schools Programme of the General 
Directorate of Education (Ministry of Education and 
Science) in Portugal aims to facilitate the implementation 
of structural and integral health-promoting activities in 
schools. The work started in 1994 with 10 schools and 
four health centres in the national health service. By the 
end of 2000, the network had extended to 1957 health-
promoting schools and 255 health centres. By 2002, the 
number had grown to 3407 schools.

The programme has a national coordinator, who is also 
responsible for the coordination and development of 
projects on health education and promotion in schools. 
The programme has dedicated funding that supports and 
finances school projects. To date, the vast majority of 

participating schools have developed projects in healthy 
eating and physical activity (99%), drug prevention (98%), 
sex education (98%), and mental health and violence 
prevention (94%).

It has been reported that part of the success of this 
programme is due to the partnership between the Ministry 
of Health and the Ministry of Education and Science. 
The partnership is structural and well established at all 
three levels: national, regional and local. The partnership 
between schools and health centres is particularly key. 
Both ministries have also developed, in partnership, two 
manuals with health-promoting school guidelines for 
teachers and health professionals.

Portugal’s healthy schools programme

�ase �t<d@ A�W�W

The Nepal Health Sector Programme (NHSP) II 
(2010–2015) aimed to introduce 1000 adolescent-
friendly services in Nepal by 2015. Towards this end, 
the Government of Nepal is implementing the National 
Adolescent Sexual and Reproductive Health (ASRH) 
Programme.

In 2008, the Family Health Division and Deutsche 
Gesellschaft für Internationale Zusammenarbeit GmbH 
(GIZ, previously GTZ) started to discuss possible 
government interventions to improve the ability of 
adolescents to protect their sexual and reproductive 
health (SRH). Up until then, adolescent-specific health 
services and information had mainly been provided by 
nongovernmental and private health-care providers. 
The Family Health Division conducted a pilot study for 
the introduction of adolescent-friendly services into the 
existing network of public health facilities, in line with a 
rights-based approach to health. The National Adolescent 
Sexual and Reproductive Health (ASRH) Programme was 
subsequently designed based on the findings of the pilot 
study.  The Programme was conceptualized in line with 
the objectives of the National Adolescent Health and 
Development Strategy 2000, which are to:

•  increase the availability of, and access to, information 
about adolescent health and development and provide 
opportunities to build the skills of adolescents, service 
providers and educators;

•  increase the accessibility and utilization of adolescent 
health and counselling services; and

•  create safe and supportive environments for adolescents 
in order to improve their legal, social and economic 
status.

Cooperating with other actors in the field of SRH (including 
schools) is one of the components of the programme, 
although the mid-term evaluation showed that this 
coordination needs to be strengthened in order to impart 
information about ASRH issues effectively, and to sensitize 
adolescents about the availability of adolescent-friendly 
services at health facilities. 

The scaling-up process was funded directly by the 
Government of Nepal and different partner organizations 
working in the ASRH sector, such as GIZ, UNFPA, Save 
the Children, WHO and UNICEF. By November 2012, the 
National ASRH Programme had been scaled up to 516 
health facilities in 36 districts. If the target of introducing 
1000 adolescent-friendly services in the public health 
system by 2015 was to be achieved, coverage would reach 
about 25% of all government health facilities.

Nepal’s transition from projects to a national adolescent sexual and reproductive health programme
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In Turkey, children in educational institutions and out-
of-school children are among key target groups for 
the national Anti-Drug Emergency Action Plan, which 
promotes strategies to address supply, demand, and 
communication policies in relation to substance use. 
Under the leadership of the Deputy Prime Minister and 
under the coordination of the Ministry of Health, a Higher 
Anti-Drug Board has been established to administer 
and implement anti-drug efforts within the scope of the 
Anti-Drug Emergency Action Plan. The Higher Anti-Drug 
Board coordinator is the Minister of Health, and the board 
is composed of the ministers of: justice, family and social 
policies; labour and social security; youth and sports; 
customs and trade; the interior; and national education; 

as well as the head of the Commission on Health, Family, 
Labour and Social Affairs of the national assembly.

The Higher Anti-Drug Board determines the basic anti-
drug policies, monitors activities at a high level, and gives 
instructions for these activities. An Anti-Drug Technical 
Board composed of experts from relevant ministries works 
on the technical implementation of anti-drug activities. 
Anti-Drug Provincial Coordination Boards follow anti-drug 
efforts to ensure that activities specified in the action plan 
are carried out in cooperation and coordination with the 
relevant institutions and organizations, and to monitor the 
whole process at provincial level. 

The Municipality of Rosario in Argentina undertakes an 
annual participatory process to decide on the allocation 
of the youth budget, engaging youth from across its six 
districts in democratic processes to select representatives 
and decide upon budget allocations for youth services. An 
initial pilot in 2004 was funded by the German Technical 
Cooperation Agency, but the necessary funds are now 
drawn from the municipal budget. Young people are able to 
have a say in the design of city youth services, and in the 

allocation of resources to support them. A representative 
of the municipal government said, “Where local young 
people are involved in budgetary decisions there is the 
potential to develop creative solutions to issues that can 
result in cost savings and better value for money. Local 
young people are often very conscious of spending and 
allocating public money and can therefore be very careful 
about how they spend it.”

The city of Medellín is now well recognized for its 
investments in improving safety and living conditions for 
the poor. A series of urban investments during the 2000s 
included constructing a metrocable and escalators to the 
poor hillside neighbourhoods; cultivating public spaces; 
building libraries and schools; and establishing social 
programmes to reduce violence and improve
conditions for young people (280). For example, in the 
Montecristo neighbourhood, youth working with the 
local community-based organization, Corporación Vida 
para Todos (Corporation Life for All) or CoVida, managed 
to avoid violence, gang membership and crime (336). 
Residents living in neighbourhoods with both physical and 

social improvement programmes reported increased trust 
in their neighbours to intervene to break up fights among 
children, and in asking the police for help (281). Moreover, 
the rate of homicide in Medellín was reduced markedly 
from 185 per 100 000 people in 2002 (281) to 26 per 100 
000 just five years later (280). The innovations in Medellín 
suggest that city development focused on bringing 
inclusive public transport to the urban poor can not only 
improve environmental conditions and residents’ access 
to jobs, but also help reduce levels of youth violence and 
build increased collective trust among residents, which can 
ultimately act to improve everyone’s health.

During 10 years of civil war, the children of Sierra Leone 
were deliberately and routinely targeted, and witnessed 
widespread and systematic acts of violence and abuse. 
Many were abducted and forcibly recruited as child 
soldiers and were the victims of rape, mutilation, forced 
prostitution and sexual exploitation. Child combatants, 
themselves victims, took part in atrocities. Many were 
threatened with death if they did not do this, or were 
desensitized with drugs and alcohol.

The Truth and Reconciliation Commission (TRC) for Sierra 
Leone originated from the peace agreement and was 
established by an Act of the Sierra Leonean Parliament in 
February 2000. The main objective of the Sierra Leonean 

TRC was to create an impartial record of human rights 
violations. It was charged with recording those violations 
that occurred between 1991 and 1999 and making 
recommendations to the government to prevent future 
conflicts. What was unique about the mandate of the TRC 
in Sierra Leone was the attention it gave to the experiences 
of children affected by the armed conflict. It aimed to 
involve children throughout the process and adopted 
child-friendly procedures for children’s participation. The 
TRC sought to build children’s confidence and restore their 
sense of justice in the social and political order while, at 
the same time, establishing a mechanism of accountability 
for crimes committed against them.

Turkey’s multisectoral action on drug dependence Argentina’s municipal budgeting for youth participation

Youth violence reduction, Medellín, Colombia

Sierra Leone’s involvement of children in the truth and reconciliation commission
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Cash transfers are direct transfers of money given to 
eligible households or individuals – most often the poorest 
households. They may be unconditional or conditional. 
They can improve health outcomes through, for example, 
enabling recipients to manage risk better, contributing to 
economic growth, building social cohesion, and supporting 
human capital development through greater use of health 
and education services.

Cash transfers have shown promising results across 
many outcomes such as HIV, dietary quality, education, 
health-care utilization, and parenting skills. Cash-transfer 
programmes can increase the use of health services and 
improve nutritional outcomes and preventive behaviours 
in situations where there is adequate health-service 

provision. For example, in Zomba, Malawi, cash transfers 
to adolescent girls and their households were associated 
with a 60% reduction in recipients’ risk of HIV infection, 
against a background HIV prevalence of 22%. A variety of 
mechanisms might have contributed, including a reduction 
in early marriage and transactional sex, improved nutrition 
and health care use and, notably, the increase in school 
attendance enabled by the cash transfers. 

The effectiveness of cash transfer schemes is affected 
by factors such as conditionality, targeting and the 
relationship to other social-protection policies. It is 
important therefore to monitor closely the effect of these 
design features on the outcomes. 

A child may give independent informed consent to an HIV 
test if he or she is:
• 12 years or older; or
•  under 12 years of age but with sufficient maturity to 

understand the benefits, risks and social implications  
of a test.

If the child cannot give informed consent, it may  
be provided by:
• the parent or caregiver of the child;
• the provincial head of Social Development; or
•  a designated child protection organization arranging 

placement for the child.

Where there is no parent, caregiver or designated  
child-protection organization, informed consent may  
be provided by:
• a superintendent or person in charge of a hospital.

Finally, where those listed above are unwilling or unable  
to consent, the Children’s Court may consent to an HIV 
test where testing is in the best interests of the child.

Malawi’s cash transfer scheme as a vehicle to achieve public health objectives

South Africa’s national policy on informed consent for testing children for HIV
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In 2008, the Ministry of Health of Kyrgyzstan, with support 
from UNFPA and WHO, developed national standards 
for youth-friendly services with the long-term aim of 
improving the quality of existing primary and referral-level 
services across the country. To collect baseline data on the 
quality of care in facilities that expressed their willingness 
to apply the standards, a quality-measurement survey 
was conducted in 2009. Findings from 10 health facilities 
(seven public and three private) from five regions and are 
summarized below.

Most health-care organizations – despite the high level of 
professionals and their extensive training, as well as the 
recognition of the importance of caring for adolescent 
health in general – are not ready to provide services to 
adolescents and young people in line with standards, 
including the extended package of services and referrals.

Explanations for the low uptake of services by young 
people include low health literacy and level of confidence 
in the service due to lack of confidentiality and insufficient 
professional training in working with adolescents.

Information materials for young people in all institutions 
are either scarce or missing. There are no information 
materials for community members, parents and teachers 
on adolescent health. Health workers lack the skills to 
work with the community.

While community members acknowledged that 
adolescents’ need for support is worthy of public action, 
they do not see it as their role to provide support – be it 
with additional funding from the local budget or with other 
forms of assistance.

Parents, teachers and representatives of religious 
communities recognize the need for high-quality 
adolescent-centred care and are willing to cooperate in 
promoting such services.

Many of the managers and providers of health care do 
not realize the importance of involving young people in 
promoting youth-friendly services, including promotion 
among vulnerable youth. Services for vulnerable youth  
and adolescents are usually provided by clinics operated  
by NGOs.

Health-care organizations need to implement additional 
interventions in order to become youth-friendly, such as 
creating friendly spaces; training health-care providers in 
adolescent counselling and principles of youth-friendly 
services;  upgrading and supplementing equipment; and 
assuring a consistent supply of consumables.

A package of normative documents on youth-friendly 
services is needed to guide specialists and managers.

The survey identified areas for improvement against each 
standard, assisting facilities to move toward adolescent-
centred care.

In Morocco the National Programme for School and 
University Health covers a range of activities, including:

• routine medical check-ups
• screening for visual impairments
• control of communicable ophthalmia
• promotion of dental and oral health
•  prevention of communicable and noncommunicable 

diseases
•  inspection of hygiene conditions in educational 

establishments
•  developing health education and promoting healthy 

lifestyles
• counselling and guidance
• helping people to stop smoking
• medical consultations on request
• management and monitoring of detected cases
• health surveillance of children’s holiday camps.

The programme is managed by the Division of School and 
University Health. Services are planned and monitored by 
the regional health department and provincial/prefectural 
office through a unit, consisting of a physician and a 
nurse/facilitator, embedded in the Provincial Outpatient 
Infrastructure Action Service (SIAAP).

Frontline school health-care services are delivered by 
physicians and nurses on a full-time or a part-time basis. 

These physicians must provide the following services:
• routine medical check-ups;
•  health inspections of preschool establishments and 

schools and their immediate environment through 
a routine, twice-yearly visit to all educational 
establishments;

• physical education and sports;
• routine medical visits to children’s summer camps;
• issuance of medical certificates;
• education for health; and
• counselling and guidance.

Nurses are in charge of control of communicable 
ophthalmia; control of visual impairments; routine visits 
to educational establishments; education for health; 
education in dental and oral health and promotion of 
mouth rinsing with fluorine-based solutions. In addition, 
there is the University Medical Centre, with a full-time 
staff of physicians and nurses. 

Services include:

•  a complete physical examination for the purpose of 
early detection of health conditions (the results of the 
examination and any observations are recorded in the 
medical booklet, which is a technical document that must 
accompany the student throughout the course of his or 
her university career);

•  medical consultations upon request, nursing care  
and referrals;

• inspection of hygiene conditions at universities;
• counselling and guidance;
• health education; and
• immunizations.

Kyrgyzstan’s youth-centred care Morocco’s National Programme for School and University Health
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A review of practices of contracting NGOs for health, 
education and basic sanitation found that in the health 
sector NGOs have competitively bid for, and won, 
contracts for management and service delivery in 
Cambodia, Nicaragua, Costa Rica, Pakistan, and India, 
among other countries (286).

In India, the Mother NGO scheme was implemented 
to deliver reproductive and child health services in 
underserved areas (287). In 1997, the Ministry of Health 
and Family Welfare – in accordance with the Cairo 
International Conference on Population and Development, 
and in concurrence with the Ninth Five Year Plan (1997–
2002) – initiated a Reproductive and Child Health (RCH) 
programme. This aimed to provide integrated health 
and family welfare services to meet the felt needs for 
health care for women and children. The programme 
included male involvement; an adolescent component; 
issues associated with reproductive tract infections and 
sexually transmitted infections; and gender in the context 
of reproductive rights. In the same year, the Ministry 
introduced the Mother NGO (MNGO) scheme under the 
RCH programme, in which selected NGOs were identified 
and designated as MNGOs. MNGOs were selected based 
on strong RCH programme and training experiences; 
understanding of gender issues and advocacy skills; 
strong networking ability; and credibility in programme 
management and national status. These MNGOs were 
given grants to strengthen RCH services in selected 
districts. They in turn award grants to smaller NGOs called 
Field NGOs, to strengthen services at the grass-root levels. 

MNGOs needed considerable capacity strengthening. For 
this purpose, the Government of India decided to establish 
regional resource centres, with financial assistance from 
UNFPA, to provide technical and programmatic support 
towards capacity building of MNGOs. The Mother NGO 
scheme is now part of the National Rural Health Mission 
scheme implemented by Government of India.

To enable successful relationships between the 
government and contracted NGOs, certain conditions are 
necessary. There include (286): 

The government department responsible for contracting 
has sufficient capacity to undertake the complex task of 
designing contracts and managing the process.
The inclusion of the NGOs in programme design, 
contracting being conceived as part of a broader 
country strategy, with an emphasis on transparency and 
collaboration in the contract.

The autonomy of the NGO to decide on its operational 
strategy. Providers are granted maximum operational 
flexibility.

Government providing an enabling policy, a legal 
framework and a clear and fair regulatory environment.
Long-term and predictable contracts.

Freedom HIV/AIDS is a large social initiative to fight 
HIV/AIDS using mobile phone games; it reaches more 
than 42 million users across the globe. The initiative 
aims to create awareness about HIV/AIDS to under-
privileged communities of the world through the mobile 
games. Starting from four games – Safety Cricket, AIDS 
Messenger, Babu Quiz and Red Ribbon Chase – the 
initiative has developed 12 more games. Freedom HIV/
AIDS teams works closely with local NGOs and knowledge 
organizations to develop new games and understand the 
social sensitivities of a region. The games and applications 
are designed and developed by a voluntary team of 
developers working on the project.

Games are disseminated through mobile networks and are 
deployed in the regions through local mobile operators 
and mobile content aggregators. Freedom HIV/AIDS 
management ensures that the games are pushed by 
the operators through regular viral SMS messages and 

marketing. The management also ensures that the users 
are either not charged or are charged nominally for game 
downloads. 

In Africa, the project has reached Uganda; Kenya; the 
United Republic of Tanzania; Malawi; Mozambique; and 
Namibia. The initiative is in the process of rolling out new 
games for Latin America, South-East Asia and Eastern 
Europe. Some of its most popular games have been Safety 
Cricket, AIDS Messenger, Babu Quiz, AIDS Safety Shoot-
out and Game of Life. For example in India, one Safety 
Cricket game available on mobile phones clocked 10.3 
million game sessions in 15 months. The game addresses 
sexual attitudes and behaviours, drawing analogies 
between cricket and real life, e.g. the analogy between no 
helmet/no cricket and no condoms/no sex, or “a risky shot 
in cricket can bowl you out” while “risky sex can bowl you 
out in real life”.

The free National HPV Vaccination Programme was 
introduced in Australia in 2007 because large trials 
had found that vaccinating young women was likely to 
significantly reduce Pap test abnormalities, cervical cancer 
diagnoses, and deaths from the disease. The vaccine also 
protects girls from some cancers of the vagina, vulva and 
anus. The decision to introduce the programme in Australia 
was made by the Government of Australia after in-depth 
consultations with epidemiologists and public health 
experts. Since 2013, boys have also been included in the 
school-based programme. 

The HPV vaccine is provided free in schools for girls and 
boys aged 12–13 years; those who are not in school can 
obtain the vaccine free from their local immunization 

provider or doctor. Almost all Australian schools have 
chosen to participate in the programme, and 77.4% of 
girls turning 15 years of age in 2015 had received all three 
doses of the vaccine. Research has shown early signs of 
the vaccine’s success, including:

•  a 77% reduction in the prevalence of the HPV types  
that are in the vaccine, which are responsible for about 
75% of cervical cancers;

•  almost a 50% reduction in the incidence of high-grade 
cervical abnormalities in girls in the state of Victoria 
under 18 years of age; and

•  a 90% reduction in genital warts in heterosexual men 
and women under 21 years of age.

India’s contracting out of reproductive and child health services through the Mother NGO Scheme Multicountry mobile phone games to create HIV/AIDS awareness in Asia and Africa

Australia’s HPV Vaccination Programme
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The Programa Nacional de Salud Integral de Adolescentes 
y Jóvenes seeks to improve health systems and the quality 
of comprehensive health services to meet the needs of 
adolescents, with an emphasis on the primary care level. 
The Minister of Health is the main person responsible for 
the implementation and development of the programme. 

The responsibilities are shared between national, regional 
and local levels. Although the programme is focused on the 
health sector, nine strategic directions have been identified 
for the period 2012–2020 that emphasize the need 
for better advocacy and strengthening of intersectoral 
work; family, community and school-based interventions; 
adolescent participation; and the use of social media and 
networks. 

The HeadStrong curriculum was developed by the Black 
Dog Institute in Australia to make it easier for teachers 
educating high school students about a tough topic. 
HeadStrong is linked to the Health and Physical Education 
curriculum for Years 9–10, and includes five modules 
that are split into a series of ready-to-use classroom 
activities and teacher-development notes. It links directly 
to curriculum learning outcomes, and includes topics on 
depression and bipolar disorder, seeking help, helping 
others, and building well-being and resilience.

A range of free educational resources was developed to 
support teachers, including a mini webinar series that 
introduces teachers to HeadStrong and helps them bring it 
alive in the classroom.

An evaluation of the impact of the HeadStrong curriculum 
in a comprehensive research trial demonstrated the 
potential of HeadStrong to improve mental health literacy 
and reduce stigma (295).

Violence prevention is an essential aspect of adolescent 
health, as violence is one of the leading causes of death 
among young people. The health sector has an important 
role to play in reducing violence among adolescents, as the 
Cardiff Model highlights.

The Cardiff Model (292), one of the leading programmes 
on violence prevention, was created by Jonathan Shepard, 
a professor at Cardiff University in Wales, United Kingdom. 
The Cardiff Model is an excellent example of cross-sectoral 
collaboration and the strategic use of information from the 
health sector to improve policing. This model has helped to 
reduce the incidence of violence by 40% in Wales since its 
full implementation in 2001. Shepard found a disconnect 
between, on one hand, the casualty data and violent acts 
known to police and, on the other hand, the violent acts 
recorded by hospital emergency room departments. For 
example, it was more likely that the police would know 
about an elderly person being attacked than about a young 
person presenting with injuries in the emergency room. 
This disconnect in information led to less efficient policing 
of areas of concentrated violence.

To address this gap, the core aspect of the Cardiff 
Model utilizes the sharing of anonymous health-sector 
information from emergency rooms with the police in real 
time. Crime and Disorder Reduction Partnerships have 
been created between the emergency room staffs and 
the police to share information about the location and 
time of violent acts, weapons used and other relevant 
demographic information. This information helps the 
police target violence prevention efforts. Police have new 

information on where they should be patrolling and also 
which bars and nightclubs are hotspots for assault injuries. 
A TED Talk by Shepard provides a detailed explanation 
of the Cardiff Model and the use of emergency room 
information by the police (293).

The Cardiff Model exemplifies the strategic role 
that information from the health sector can play in 
reducing violence. As highlighted in Shepard’s TED Talk, 
information-sharing with the police has led not only 
to more targeted policing of crime hotspots but also 
to changes in policy within the environments where 
violence is most likely. For example, it was emergency-
room information that first identified drinking glasses as 
a weapon. As a result, the glasses used at bars in Cardiff 
were changed to a plastic material. The success of the 
Cardiff Model has led to its being transplanted to other 
settings within the United Kingdom and to South Africa 
and Latin America; it has proved cost-effective in the long 
term (294).

While the Cardiff Model highlights the potential for 
violence prevention for all the population, the model is 
particularly relevant for adolescents, since violence is a 
leading cause of their deaths. In order to prevent violence 
among adolescents, the information sharing between 
emergency room staff and police is a vital method to target 
hotspots for violence, analyse which weapons are resulting 
in injury in adolescents, and create appropriate policies to 
address the surrounding environment to reduce violence 
among youth.

Chile’s national programme for integrated adolescent and youth health Australia’s mental health and resilience curriculum for parents, teachers and students

The Cardiff Model of violence prevention
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The Pregnancy and Parenthood in Young People (PPYP) 
Strategy is the first strategy focused on pregnancy and 
parenthood among young people in Scotland, United 
Kingdom. It aims to drive actions that will decrease the 
cycle of deprivation associated with pregnancy in young 
people under 18. 

In order to help achieve this, there will be cross-ministerial 
engagement for the strategy from the:
• Minister for Children and Young People
• Minister for Learning, Science and Scotland’s Languages
• Minister for Public Health
•  Minister for Sport, Health Improvement and Mental 

Health.

The Governance structure of the Strategy includes:

A national lead for Pregnancy and Parenthood in  
Young People
The Scottish Government’s national lead for the Pregnancy 
and Parenthood in Young People Strategy will provide 
national strategic leadership in the implementation of 
the strategy. The national lead will be responsible for 
the overall delivery of the strategy, engaging with local 
and national organizations; ensuring the consideration of 
up-to-date evidence and policy; monitoring and reacting 
to progress; and enabling sharing of experience and 
best practice across Scotland. The lead will provide the 
national link across Scotland as well as providing advice 
and updates to ministers and an annual progress report 
to ministers, the Scottish Parliament and the independent 
advisory group on progress, both locally and nationally.

Community Planning Partnerships
The actions set out in the Pregnancy and Parenthood 
in Young People Strategy cover areas that can be most 
influenced by the Scottish Government in partnership with 
others from across the public sector. Community Planning 
Partnerships (CPP) in particular have a key role to play, 
with the Scottish Government providing support, advice 
and policy direction and linking with young people directly. 
CPPs will be expected to identify an accountable person 
to take on responsibility for ensuring the delivery of their 
responsibilities under this strategy.

Independent advisory group for the Pregnancy and 
Parenthood in Young People Strategy
In addition to the organizations and individuals involved 
within the governance structure for the strategy, there 
will also be an independent advisory group (IAG). This 
will consist of individuals from across sectors and 
organizations who may have a role in delivering the 
strategy, an academic interest, and/or an interest in 
decreasing inequality in young people. This group will the 
strategy and encourage work in this area. The group will 
also receive the annual progress report from the national 
lead on the progress of the strategy and may respond with 
their views on the implementation progress of the strategy, 
highlighting issues that they may feel requires ministerial 
attention. The Teenage Pregnancy Strategy for England had 
a similar group, which was described as a particular key 
strength of the English strategy.

Evaluation and monitoring
A national evaluation and monitoring group (EMG) has 
also been established to assess how well the strategy is 
being implemented and whether its outcomes are being 
met over time. Led by the national lead and Scottish 
Government’s Health Analytical Service Division, the EMG 
will help to develop a monitoring and evaluation plan for 
the first five years of the strategy. It will take account of 
the recommendations of the assessment. Monitoring and 
evaluation outputs will support the formal annual process 
of reporting to ministers and the Scottish Parliament.

The strategy has several strands, including improving 
service provision by addressing delays in service provision, 
and barriers to access services. However, equally 
important in the strategy are interventions to create 
positive opportunities for young people by enabling and 
empowering them through:  
•  measures to maintain or re-engaging young people in 

education;
•  flexible provision of learning that is tailored to the needs 

of the individual;
•  developing self-esteem and self-confidence, and building 

toward a sense of equality of opportunity; and
•  activities to improve social and emotional well-being: 

psychological well-being (self-efficacy; locus of control); 
confidence (self-concept; self-esteem); emotional well-
being (anxiety, stress and depression; coping skills); and 
social well-being (good relations with others; emotional 
literacy; antisocial and prosocial behaviour; social skills).

The Programa Geracao Biz in Mozambique is a national 
multisectoral adolescent sexual and reproductive health 
programme. It started in 1999, aiming to improve sexual 
and reproductive health (SRH) and rights through the 
creation of enabling environments to improve knowledge, 
attitude and abilities of young people to adopt positive 
SRH behaviour and access services from youth-friendly 
clinics.  

Geracao Biz involved three sectors: health, education, and 
youth and sports. Government staff from each of these 
sectors worked with community-based organizations, 
including youth organizations, and young people, to deliver 
three complementary but linked interventions: youth 
friendly clinical services; school-based education; and 
community-based outreach. To facilitate collaboration, a 
strong coordination mechanism was put in place at the 
national, provincial and district levels. Young people were 
active members of coordination committees at all three 
levels. 

Between 1999 and 2009 the programme was funded by 
UNFPA and the Danish International Development Agency, 
with additional support from NORAD and SIDA. Pathfinder 
International provided ongoing on-the-ground technical 
support. 

The results
The initiative was launched in 1999 in two pilot sites. 
Over the next 10 years it was scaled up to cover all the 
provinces of the country. According to an independent 
external evaluation of the initiative, since 2010 the 
programme has been implemented in 119 of the 128 
districts of the country, reaches 56% of the country’s 
youth (more than 4 million), and covers 54% (220) of the 
408 administrative posts in the country.

Between 2005 and 2010 there was a decline in the 
number of reported pregnancies among students, while 
during the same period the number of participating 
schools increased from 283 to 710.

Lessons learned
Government leadership and support:
•  There was support for the initiative from the highest 

level of the government. The availability of an enabling 
policy and a dedicated unit in the Ministry of Health 
meant that the initiative had the legitimacy to move 
ahead and had the leadership it needed.  

Design: 
•  The initiative started with a good understanding of the 

epidemiologic situation and was well informed by a 
situation assessment, which demonstrated the need for 
multisectoral action.  

•  The objectives of the initiative were carefully thought 
through and set out clearly. 

•  The responsibilities of each sector were laid out clearly, 
and clear coordinating mechanisms were set up at the 
national, provincial and district levels.  

•  The brand was developed with through consultation  
with communities. 

Pilot tests:
•  Pilot projects were designed and implemented. There 

was substantial mentoring and coaching in the pilot 
phase. The pilot phase was externally evaluated, and the 
findings and lessons learned informed the planning of 
the subsequent phases. 

Scale up and continuity:
•  The initiative was designed from the outset for scaling-

up. New partners were brought in to support expanded 
coverage of the programme.  

•  The initiative was designed for sustainability by being 
grounded within existing government structures (e.g. 
clinics and schools) and by institutionalizing activities 
such as training (e.g. by adding adolescent SRH content 
into existing training programmes), and including 
adolescent-specific indicators into the national health 
management information system). 

Implementation: 
•  Serious attention was paid to implementation. Ongoing 

technical support was provided both on managerial and 
on technical issues. Capacity building was a major area 
of focus. 

•  There was considerable flexibility. The objectives of the 
initiative evolved with time as lessons were learned. The 
scope of the initiative was broadened in response to the 
needs and opportunities, and in response to evaluation 
findings. The key players involved in the initiative from 
the different sectors and the coordination mechanism 
also evolved over time. 

•  Adequate funds were generated to translate words into 
actions. Concerted efforts were made to bring new 
donors on board. 

Challenges
The external evaluation of Geracao Biz recommended that, 
while building on its good work of providing adolescents with 
information, education and health services, the programme 
should also address the powerful social, economic and 
cultural factors that drive the decisions adolescents make, 
and which of their decisions they act upon.  

Scotland’s youth pregnancy and parenthood strategy governance Mozambique’s multisectoral adolescent sexual and reproductive health programme
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In Ukraine, the State Standard for the Basic and Complete 
General Secondary Education stipulates that schools 
should deliver substance-use-prevention and healthy-
lifestyle programmes through the mandatory subjects 
of Biology and Basics of Health. Introduced in 2000, the 
Basics of Health is a compulsory subject for grades 1–9 
(one hour per week). It integrates topics related to healthy 
lifestyles and safe living, promotes responsible attitudes 
towards life and health, and develops essential social and 
psychological skills. In grade 2, children first learn about 
the harms of alcohol; in grade 3 they learn about the 
consequences of smoking; and in grade 4 they learn about 
the negative effects of drug use. Students in secondary 
school are given more information about substance 
use and its influence on human bodies. They also learn 
about health risks and the consequences of substance 
use for their health and well-being, and how to abstain 
from smoking and using alcohol and drugs. The course 
takes a positive approach, without intimidating students 
or spreading fear-based messages. Lessons to develop 
the skills for a healthy lifestyle are based on interactive 
learning techniques, and include exercises that model 
actual behaviours in various situations. The harmful effects 
of psychoactive substances on human bodies and future 
lives are also highlighted in the Biology course in grade 
9. Special guidance materials have been developed for 
teachers and textbooks for students (for each grade from 
1 to 9) to facilitate the delivery of the Basics of Health 
course. All materials are regularly updated and re-issued. 

Substance-use prevention is also delivered in general and 
vocational schools as part of the optional component of 
the curriculum. Such optional prevention programmes 
include Young People for Healthy Lifestyle for grades 
5–11; Preventing Bad Habits for grades 6–9; and Basics of 
Healthy Lifestyle for grades 8–9.

Research in 2004 and 2007 to assess the impact of 
school-based prevention on the rates of substance use 
demonstrated statistically valid changes in the behaviour 
and practices of young people. In particular, compared 
to 2004, in 2007 the proportion of 15- to 16-year-olds 
who had been drunk at least once in the previous month 
decreased by 26%; the proportion of boys aged 15–16 
who smoked fell by 10%; and the proportion of girls aged 
15–16 who smoked fell by 2%.

The Health Behaviour in School-Aged Children (HBSC) 
survey held in 2014 among students in grades 5–11 
found a reduction in the prevalence of daily smoking in 
2014, as compared to 2010, from 16% to 10% among 
boys and from 7% to 5% among girls. The proportion of 
non-smokers increased from 80% to 87.6%. According to 
studies of the European School Survey Project on Alcohol 
and Other Drugs from different years, alcohol use among 
15- to 16-year-old students has been steadily decreasing 
since 2003.

More information: (301)

As part of the Regional Response to the Syrian crisis, 
Save the Children is helping children in Syrian Arab 
Republic, Lebanon, Jordan, Iraq and Egypt to cope with 
the worst effects of the war. In Jordan, the organization 
runs community-awareness sessions on child marriage 
with children, adolescents and parents, with a focus 
on prevention of child marriage. Across the region, the 
organization’s child-protection teams respond to issues 
related to child marriage and forced marriage, referring 
cases of gender-based violence to specialized agencies 
so that victims get specialist support. In Jordan, Save the 
Children has collaborated with other agencies to launch 
Amani, a campaign to raise awareness of the dangers of 
marriage and to spread the message “Our sense of safety is 
everyone’s responsibility”. 

A taskforce on forced and early marriage was established 
in Jordan in 2014, co-chaired by the United Nations 
Refugee Agency (UNHCR) and the United Nations 
Population Fund (UNFPA). Its aims are to develop a 
joint action plan to reduce the risk and mitigate the 
consequence of child marriage and forced marriage in 
Jordan, and to build the capacity of local organizations to 
tackle this issue. A joined-up approach is critical to address 
the issue of child marriage. Proven strategies in these 
contexts include: empowering girls with information, skills 
and support networks; providing economic support and 
incentives to girls and their families; educating and rallying 
parents and community members; enhancing girls’ access 
to a high-quality education; and encouraging supportive 
laws and policies.1

Ukraine’s school-based substance-use-prevention curricula Jordan’s response to child marriage among Syrian refugees
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"In the beginning, in Syria, they would make girls get  
married early, one way or another. But when events started 
to happen in Syria, parents were marrying their girls as soon 
as they turned 12 or 14. Families started doing it so quickly, 
especially when things happened and they started to  
worry about their daughters… Especially after war, this  
phenomenon has grown bigger in our society."

Older adolescent girl in Syrian Arab Republic
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Stepping Stones aims to reduce HIV transmission, improve 
sexual health and build gender-equitable relationships. It 
involves a series of training sessions in which facilitators 
work with same-sex peer groups to question and explore 
issues of love; contraception; sexually transmitted 
infections; sexual health; gender-based violence; and 
communication between partners. The programme has 
been adapted to many contexts worldwide, including in 
Africa, Asia, Europe, Latin America and North America. This 
case study discusses its application in South Africa, where 
Stepping Stones was implemented in the Eastern Cape 
Province between March 2003 and March 2004. 

The main objectives of Stepping Stones include: 

• to reduce the incidence of HIV transmission;
•   to encourage men and women to explore gender issues, 

their emotional needs and their communication and 
behaviour towards each other;

•   to address the vulnerability of women and young people 
in decision-making about sexual behaviour;

•   to address and explore a range of behaviours that affect 
sexual health; and

•   to improve sexual health by forming intimate partner 
relationships that involve gender equity and good 
communication.

The programme was conducted with young men and 
women aged 16–23 years. Thirteen sessions lasting three 
hours each were held with participants over several weeks. 
Participants were separated into all-male and all-female 

peer groups, creating a safe space for exploring and 
discussing sensitive issues. The issues discussed included 
sexual behaviour, unintended pregnancy and gender-based 
violence. Participatory methods such as activities involving 
drawing and role-play were used. Skills promoting 
assertiveness were taught. Participants also discussed the 
motivations behind sexual behaviour and the prospect of 
changing behaviour. 

A cluster randomized controlled trial was conducted. 
Villages were randomized to receive the Stepping 
Stones intervention or an alternative intervention. The 
alternative intervention involved a single three-hour 
session promoting safer sex. The main outcome measured 
was the incidence of HIV infection. The incidence of 
herpes simplex virus infection, reported sexual behaviour, 
substance abuse, depression, and undesired pregnancies 
was also measured one and two years after the programme 
was implemented. 

Two years after the programme was implemented, men 
reported less violent behaviour towards their intimate 
partners. Men also reported less transactional sex and less 
excessive drinking. The incidence of herpes simplex virus 
2 infection was lower in the intervention arm during the 
two-year period, although the incidence of HIV infection 
was not significantly different in the intervention and 
control arms. Thus, while the programme did not reduce 
HIV incidence it did reduce self-reported risky behaviours 
that contribute to HIV transmission. Reported domestic 
violence, forced intercourse and transactional sex had 
all declined one to two years after Stepping Stones was 
implemented. 

The Interagency Program for the Empowerment of 
Adolescent Girls (IPEAG) was established through a group 
of United Nations agencies (UNDP, UNFPA, FAO, UNICEF 
and PAHO) to promote intersectoral work in addressing 
the needs of adolescent girls. The Ministry of Public 
Health and Social Assistance of El Salvador had a history 
of support for social participation and intersectoral action, 
and it supported the initiative through the Integrated 
Care Unit for Adolescent Health. Support for adolescent 
girls was identified as an important health equity issue, 
with the aim of preventing young women from becoming 
marginalized and victims of systemic discrimination. 
Health-promotion strategies were supported through 
innovative activities such as a mural contest on the topic 
of birth control. 

Adolescents were also responsible for the production of a 
variety of educational and audio-visual materials on sexual 
and reproductive health. Specialized integrated care units 
for adolescent health were established in 13 targeted 
communities, and were staffed by multidisciplinary 
personnel who were trained in adolescent care. Eleven 
revenue-generating enterprises, managed by adolescent 
girls, were also created. 

A lack of baseline data unfortunately limited the systematic 
evaluation of the programme, although there is widespread 
acceptance that it has succeeded in empowering 
adolescent girls and young women in the affected 
communities. Although the programme was national in 
scope, a report on the programme emphasized the need 
for more intensive and sustained participation by local 
government.

The Victorian Health Promotion Foundation (VicHealth) is 
pioneering health promotion in Australia on behalf of the 
government. The organization aims to design evidence-
based interventions; fund health-promotion programmes; 
conduct research; and produce and support public 
campaigns to promote a healthier Victoria. VicHealth 
receives core funding from the Australian Department 
of Health, and most of the members of the VicHealth 
board are appointed by the Minister for Health. Funds are 
provided to deliver on five strategic objectives: promoting 
healthy eating; encouraging regular physical activity; 
preventing tobacco use; preventing harm from alcohol;  
and improving mental well-being. 

Positive development approaches are central to 
VicHealth’s work. As the Foundation states, “pinpointing 
and preventing the negative influences of ill-health, and 
championing the positive influences on good health, 
is central to our work”. For example, through its Bright 
Futures Challenge projects, VicHealth is providing 
substantial grants to projects that aim to support the 
resilience, social connection and mental well-being of 
young Victorians.

South Africa’s participatory, same-sex health education programme El Salvador’s intersectoral experience in the empowerment of adolescent girls

Australia’s government funding of positive development approaches in programming
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Liberia is among the second wave of countries supported 
by the Global Financing Facility in support of Every Woman 
Every Child (GFF) to strengthen its health system and 
improve the delivery of reproductive, maternal, newborn, 
child and adolescent health (RMNCAH) services. In 2016, 
the Ministry of Health developed its RMNCAH investment 
case in close collaboration with development partners such 
as WHO, UNFPA and the World Bank. The government 
wanted to strengthen the adolescent component within 
the existing investment case by selecting a few focused 
adolescent health priorities and outlining the specific 
interventions to address these priorities. A technical 
working group involving the Ministry of Health, WHO, 
UNFPA and the World Bank followed a systematic process 
to strengthen the adolescent focus in the country’s 
RMNCAH investment case. 

Building on the data provided in the investment case, 
Liberia selected four adolescent health problems to 
prioritize: pregnancy-related mortality and morbidity, and 
rapid-repeat pregnancy; unsafe abortion and mortality 
from unsafe abortion; early and unintended pregnancy and 
STIs, including HIV; and gender-based violence, including 
female genital mutilation/cutting. Through a step-wise 
approach of prioritization, the team detailed population-
wide and adolescent-specific activities, and discussed 
costing assumptions for each activity.

Once the outputs of the working group were endorsed 
by the Ministry of Health, the content was incorporated 
into different sections of the overall investment case. As a 
result,  US$ 16 million were allocated for the population as 
a whole and an additional US$ 1 million for the adolescent 
health component.   Currently the government plans to 
identify five counties to start with phased implementation.

Prior to 2015, The Partnership for Maternal, Newborn & 
Child Health worked with youth-led organizations through 
informal processes such as the Partners’ Forum in 2014. 
In 2016, the Adolescent and Youth (AY) constituency was 
established. It has provided a multistakeholder platform, 
enabling many organizations to engage with and support 
youth-led organizations in advocating to improve the 
health and well-being of adolescents and young people. 
Members of the AY constituency are representatives 
of youth-led organizations and/or networks (aged 
10–30 years) working in the development agenda for 
the Sustainable Development Goals SDG in general, 
and sexual, reproductive, maternal, newborn, child and 
adolescent health (SRMNCAH) in particular.
 

Following the Board decision in October 2015 to establish 
the AY constituency, and the Board decision in May 
2016 granting the AY constituency two Board seats, the 
constituency is now officially operational. It has developed:

•  An 18-month workplan, in order to contribute 
meaningfully to The Partnership’ overall strategic 
objectives. The constituency has also established 
individual strategic objectives working groups to  
oversee and lead on implementation of the  
constituency workplan.

•  AY constituency operational guidelines.
•  Partner engagement strategy and outreach.
•  A mentoring programme for piloting and implementation.
•  An advocacy and accountability strategy for global, 

regional and country action.

The 18-month adolescent and youth constituency 
workplan aims to:
•  Increase political visibility, policy commitments and 

resources allocated for adolescent health and well-being, 
in alignment with the Global Strategy for Women’s, 
Children’s and Adolescents’ Health (2016–2030) and the 
Global Accelerated Action for the Health of Adolescents 
(AA-HA!) Guidance to support country implementation.

•  Increase meaningful engagement of adolescents and 
youth to influence policies and decision-making related 
to the SRMNCAH continuum of care.

•  Improve monitoring of key indicators, analyse rate of 
progress, and act on evidence to accelerate results and 
deliver on accountability for the Global Strategy and the 
Sustainable Development Goals.

 
During its first year of establishment, the AY constituency 
members conducted an assessment of three areas: impact; 
lessons learned; leverage to advance adolescents’ health 
and well-being.
 
Outcomes include:
•  Reach – Increase in membership of youth-led 

organizations, including networks and communities, 
collaborating for collective and coordinated action to 
drive adolescent health and well-being.

•  Capacity – Increase in knowledge and skills of young 
people, including advocacy, accountability, partner 
engagement, and public speaking, among others.

•  Access to information/ services and sharing of best 
practices within the youth movement.

•  Ripple effect – Given the nature of The Partnership, 
more young people are reached than ever before. 
Members are focal points of organizations or networks.

•  Greater interaction – Between young people and other 
constituencies (i.e. donors, service providers, United 
Nations agencies).

•  Branding –  within a few months the AY constituency has 
become the preferred platform for youth engagement 
in health and development, i.e. delivering on youth 
engagement for the Global Accelerated Action for the 
Health of Adolescents (AA-HA!) initiative.

•  Advocacy – Increase in dialogues with governments and 
young people, together identifying best practices and 
lessons for meaningful youth engagement for adolescent 
health and well-being. Increase in youth engagement in 
accountability platforms, including the Global Strategy 
Progress Report and the Independent Accountability 
Panel.

•  Funding – The donor community’s growing interest 
in supporting the AY constituency enables more 
investments to adolescent health and well-being, 
including support to youth-led organizations.

Lessons and actions moving forward:
•  Partner engagement – The constituency is implementing 

a partner engagement strategy, which aims to attract 
more members and networks and increase the quality 
and depth of engagement. A mapping of stakeholders 
is currently underway that will define the communities 
underrepresented and to inform the partners 
engagement strategy.

•  A coordinated AY platform – The AY constituency 
reached out to its peer AY platforms in other 
organizations and initiatives to ensure alignment and 
coordination for AY engagement. 

•  Constituency governance – A formal governance 
structure has been developed. In this context, the 
constituency will benefit from learning lessons on how 
best to organize itself and integrate into the work of the 
Partnership’s other constituencies.

•  Advocacy at all levels – The effectiveness of the 
constituency to influence important health issues for 
adolescents and other young people will enhance the 
advocacy capacity of its leadership and membership, 
with investments in youth-led organizations to deliver at 
country level

Liberia’s secure funding for priority interventions for adolescent health

The Adolescent and Youth Constituency of The Partnership for Maternal, Newborn and Child Health: outcomes and 
lessons learned from the first year of establishment
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Box A5.3. Learning from the first generation of scaled-up adolescent sexual and reproductive health (ASRH) programmes 
in low- and middle- income countries

In April 2016, WHO organized a global consultation to 
draw out lessons learned from the first generation of 
scaled-up adolescent sexual and reproductive health 
(ASRH) programmes. This brought together 14 low- and 
middle-income countries and four high-income ones with 
comprehensive sexuality education (CSE) programmes 
and/or adolescent-health friendly health services (AFHS) 
programmes. These programmes had been scaled-up over 
an entire country (or province/state in the case of large 
countries) and sustained for at least three years. WHO 
organized the meeting in conjunction with Implementing 
Best Practices; USAID; UNFPA; Evidence to Action 
Project; Pathfinder International; and the Bill & Melinda 
Gates Foundation. The objectives of the meeting were to 
draw out the lessons learned from their experiences, to 
identify possible options for disseminating the conclusions 
and recommendations of the meeting, and to support their 
application.

Five implications for action were identified, from the first 
generation of scaled-up ASRH programmes. 

Firstly, ASRH scale-up must be placed on the national 
agenda. For this, strong political commitment needs to be 
built and sustained. Building this commitment requires 
internal and external change agents to work together, 
using windows of opportunity that arise or creating new 
opportunities through advocacy. 

Secondly, careful planning for scale-up can ensure that 
it is effective and sustained, and also help avoid many 
pitfalls. Scaling-up requires attention to both vertical and 
horizontal factors, as well as securing national and local 
ownership of the programme. The time and effort needed 
to institutionalize policies and strategies should not be 
underestimated. The intervention to be scaled-up needs to 
be clearly defined.  It must be made as simple as possible, 
with careful attention to resource needs (managerial, 
technical, funds and materials) at national and subnational 
levels in order to execute scale-up. Delivery should be 
integrated into existing systems for capacity building, 
supervision, monitoring etc., and used to strengthen them. 
Finally, regular monitoring and evaluation and strategic 
documentation of results are essential from early on in the 
scale-up process, and should be planned in advance.

Thirdly, effective and efficient management of scale-up 
requires ensuring that the right players are on board 
with clear responsibilities; that the resources needed for 
programme scale-up are secured; that there is a shared 
understanding of the level of quality to be achieved and 
sustained; and that there is a shared commitment to 
scaling-up with quality and equity. The success of ASRH 
scale-up relies on these efforts, and also requires gathering 
and using data to ensure that decisions are based on sound 
and up-to-date information. 

In order to ensure that the right players are on board, 
effective multisectoral collaboration and buy-in are best 
achieved by bringing in all key players from the start in 
order to develop a common sense of commitment and 
ownership. In most countries, national government bodies 
with the authority to mandate actions from others are 
likely to play leading roles, with international NGOs, 
indigenous NGOs and academic institutions providing 
critical expertise. Organizations and networks of young 
people should also be involved in this. Ensuring adequate 
resources over an extended period of time – including 
staff, materials to provide CSE and AFHS, and funds – is 
central to programme scale-up.

In terms of quality, it is essential that programmes meet 
pre-set minimum quality standards as they scale up – both 
for CSE and for AFHS. This requires a sound understanding 
by all partners of the evidence-informed criteria to be 
achieved, and sustained commitment to achieving and 
measuring them. Programmatic inputs and outputs need 
to be monitored, and data should be used to inform the 
implementation effort. This is especially relevant when the 
scale-up effort is rapidly expanding into new geographic 
areas and new players at national and subnational 
levels are being brought on board. Programmes need to 
ensure that their scale-up objectives match the available 
resources, in order to implement all key aspects of 
programmes with sustained quality.

It is important to find a balance between meeting the 
needs of all adolescents and those who are most likely to 
face health and social problems, and least likely to benefit 
from health and development efforts. Without a deliberate 
effort, vulnerable and marginalized adolescents are likely to 
be passed over.  Reaching these groups will take additional 
effort and expense, but is both important from the 
perspectives of human rights and public health.

As mentioned above, programmatic inputs and outputs 
need to be monitored and used to inform implementation. 
In addition, the health outcomes (knowledge, attitudes 
and practices) and impact (improved health status) that the 
programme is contributing to, need to be measured. The 
latter take considerable time to achieve and programmatic 
attribution can be a challenge.  

Fourthly, adolescent sexual and reproductive health is 
a highly sensitive issue that almost inevitably leads to 
resistance from more conservative sectors of society.  
Proactive and ongoing efforts are needed to build support 
and to anticipate and address opposition. Building support 
and shared ownership for ASRH scale-up among a range 
of stakeholders is crucial. At the same time, one must be 

aware that political, cultural and religious conservatism 
may pose serious challenges that need to be anticipated 
and appropriately addressed. The ongoing effort needed 
to achieve and sustain normative change should not be 
underestimated. 

Finally, ensuring sustainability is a challenge that all 
programmes face; the sensitivities associated with ASRH 
add to this challenge.  This task requires deliberate 
investment of efforts in institutionalization, in building 
support, in assuring financial support, and in capacity 
development. Even well-established scaled-up programmes 
can collapse – for instance if they lose political or financial 
support – so ensuring their continuity should be an 
ongoing effort.  
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Box A5.4 Characteristics of nutrition programmes targeting adolescent girls

Out of a total of 53 programmes identified through the 
literature and internet searches, 10 targeted adolescent 
girls specifically. The most common programmatic 
approaches among this group included community-based 
platforms for nutrition education and promotion; the 
direct distribution of micronutrients, food and/or cash; and 
the capacity building of health workers (or other service-
delivery agents). The most common priority practice was 
intake of iron and folic acid followed by improved eating 
practices and the consumption of a diverse diet. 

Activities that are unique to adolescent girls include 
sensitization of government and religious leaders 
surrounding the risks associated with early marriage, and 
the benefits associated with delaying pregnancy until early 
adulthood. Government leaders may impact legislation 
surrounding child and adolescent marriage, while religious 
leaders can provide education and counselling within 
their clergy and among the community. This can work to 
discourage early marriage and delay child bearing until 
the adolescent girl has completed puberty, optimizing the 
health potential for herself and her child.

Use of the interpersonal communication/nutrition 
education approach among adolescent girls is common, 
given the convenience of accessing girls within the 
academic setting. Most often, teachers and affiliated 
education professionals were trained to provide nutrition 

education and/or direct supplementation to adolescent 
girls attending school. To reach out-of-school girls, in-
school girls receiving a nutrition education and iron and 
folic acid supplementation intervention were trained to 
provide similar services to their out-of-school female 
counterparts (313).

Other approaches involved mass-media campaigns 
targeting adolescents to improve their general nutritional 
intake and intake of iron and folic acid supplements, and to 
delay early marriage and pregnancy. Media campaigns took 
place during national Adolescent Health Weeks, in which 
adolescents were encouraged to attend health services. 
National/regional government strengthening approaches 
included mentoring government officials to adapt clinics to 
provide adolescent-friendly services.

Some programmes, such as the Adolescent Girls’ Anaemia 
Control Programme in India (313), and the Nutrition 
Intervention Programme in Nicaragua (314), have 
demonstrated positive impact on nutritional outcomes. 
The Adolescent Girls’ Anaemia Control Programme reached 
27.6 million adolescent girls in India, of whom 16.3 million 
were school-going and 11.3 million were out-of-school 
(315) The authors reported a 21.5% reduction in anaemia 
prevalence (from 74.7% to 53.2%, p<0.05, total N=5826) 
and improvements in haemoglobin in 80% of girls (from 
110.8±14.2 to 117.2±12.7, p<0.05, total N=5826 (313).
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Box A5.5. Registries of evidence-based mental health and substance-use disorder programmes

Blueprints for Healthy Youth Development is a registry 
that identifies evidence-based programmes to help young 
people reach their full potential through interventions to 
reduce bullying in schools; youth violence; teen substance 
abuse; antisocial or aggressive behaviour; childhood 
obesity; school failure; delinquency; youth depression/
anxiety; and in other areas (164).

The Substance Abuse and Mental Health Administration 
in the USA maintains the National Registry of Evidence-
Based Programs and Practices. Its purpose is to help the 
public and professionals find methods and programmes 
that have been proven to be useful in the prevention and 
treatment of mental health and substance use disorders 
(128).

The Suicide Prevention Resource Center and the American 
Foundation for Suicide Prevention jointly created the Best 
Practice Registry. This registry provides information about 
suicide prevention and intervention programmes that have 
shown positive outcomes. It also provides summaries of 
current suicide prevention knowledge, and provides a 
listing of strategies that follow standards (316).

The European Monitoring Centre for Drugs and Drug 
Addiction provides details on a wide range of evaluated 
prevention, treatment and harm-reduction interventions, 
as well as interventions within the criminal justice system 
(317).

Box A5.6. Key areas for programming in humanitarian and fragile settings

Adolescent-protective laws and policies

1. Ensure that policies and practices in humanitarian and 
fragile settings promote, protect and support essential 
services and interventions for adolescents’ health, 
education and social protection, based on context and 
need.

2. Ensure that policies are in place to protect girls and 
boys from child labour, in particular in circumstances 
related to or made worse by the emergency.

3. Put in place policies for free access to essential 
interventions and services across sectors (e.g. health 
services, learning and schooling) for all adolescents, 
and enact policies to promote inclusion. 

4. Put in place policies that prevent family separation. For 
unaccompanied minors, orphans and other vulnerable 
children, put in place specific protection measures to 
ensure that their best interests are protected and that 
they are not subjected to unnecessary procedures.

5. For adolescents who have lost their parents or carers, 
establish policies as needed to ensure adolescents 
have consistent, supportive caregiving. 

6. Ensure that policies and practices in humanitarian 
and fragile settings serve adolescents’ best interests 
and respect their right to dignity, safety, autonomy 
and self-determination, in line with their evolving 
capacity. All considerations outlined in key areas for 
programming 19–32 fully apply, and should inform 
policies and procedures in humanitarian and fragile 
settings.

7. Establish standard operating procedures that clearly 
describe arrangements for maintaining an adolescent’s 
confidentiality. Consult child rights, ethics or 
protection experts if needed during development of 
the procedure. For example, if immediate protection 
needs become apparent, it may not be possible to 
honour an adolescent’s confidentiality and also serve 
his or her best interest; this possibility should be 
addressed within the standard operating procedures.  

8. Ensure that policies and procedures for consent for 
services and data-gathering activities comply with 
existing local and national laws and policies, and take 
into account adolescents rights to autonomy and self-
determination.  

9. If adolescents are to be subject of information-
gathering, ensure that additional safeguards are in 
place, in line with WHO recommendations (246).

10. Ensure that human-resource policies include measures 
to protect girls and boys from exploitation and abuse 
by humanitarian workers.

Build an adolescent-competent workforce

11. Build provider capacities in adolescent-centred 
approaches and the principles of confidentiality, 
safety and security, respect and non-discrimination. 
This should be done across all sectors (e.g. for police, 
child units, probation officers, health workers, social 
workers, lawyers and judges).    

12. Build provider understanding of sexual violence issues 
and sensitivity to adolescent-specific gender and 
sexuality concerns.

13. Build health-provider capacity in line with WHO core 
competencies for adolescent health, i.e. adolescent 
development stages and implications for service 
delivery; age- and gender-sensitive interviewing; 
communication and counselling skills; adolescents’ 
evolving capacity and autonomous decision-making

14. Ensure that teachers and other education personnel 
receive periodic, relevant and structured training 
according to need and circumstances.

Adolescent-responsive service delivery

15. Ensure that the basic package of health services for 
adolescents includes the interventions described in 
Section 3.8 and below, including:

a. Mental health;
b. Nutrition;
c. Sexual and reproductive health –see Figure A3.1 on 

minimal interventions to prepare for and respond 
to adolescent sexual and reproductive health needs 
during emergencies;

d. Disability and injury; 
e. Violence; 
f. Water, sanitation and hygiene; 
g. Child protection – include child protection services in 

line with minimum standards for child protection in 
humanitarian action (318);

h. Education – In consultation with all relevant 
stakeholders including education authorities and 
community members, determine education options 
for children and youth and establish, as appropriate, 
temporary learning centres as a first response to 
children’s and adolescents’ right to education. Ensure 
that educational activities are planned to extend 
beyond the emergency context into the early recovery 
period and longer-term development. Ensure access 
to education for all adolescents is in line with the INEE 
Minimum Standards for Education: Preparedness, 
Response, Recovery (319). Examples of national 
contextualization of INEE Minimum Standards for 
Education from Afghanistan, Somalia, Viet Nam, South 
Sudan, Lebanon and other countries may be found 
at  http://www.ineesite.org/en/minimum-standards/
contextualization (320)
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16. For children associated with armed forces or armed 
groups, ensure that release and reintegration services 
are available in line with minimum standards for child 
protection in humanitarian action (318).

17. Ensure that goods and services deployed, including the 
minimum initial service package, are fairly distributed 
and reach all adolescents in need of such goods and 
services. Identify and address the causes and means of 
exclusion or inequitable distribution.

18. If needed, ensure that age-appropriate adaptations are 
made to interventions (e.g. providing adequate rations 
for adolescents based on age-specific requirements 
for caloric intake, as well as taking into consideration 
factors such as gender, weight, physical activity levels, 
pregnancy and lactation).

19. Establish procedures for making confidential referrals 
for follow-up care and support of adolescents, with 
their consent. Make sure that there is a referral system 
between all sectors, including education, protection, 
livelihood, health and psychosocial support providers

20. Establish, as appropriate, adolescent-friendly spaces 
as a first response to adolescent needs for protection, 
psychosocial well-being and non-formal education. 
See Case studies A3.25. from Nigeria and A3.26 from 
Malawi on establishing safe spaces for displaced 
adolescents and girls. Make sure that these spaces 
adhere to guidelines to ensure that recreational and 
learning environments are safe, secure and inclusive, 
and promote the protection and mental and emotional 
well-being of adolescents (321). 

21. Ensure that strategies for scaling-up services after 
an acute crisis provide adolescents with access 
to services they need, both in terms of scope and 
coverage. It is important that the basic health 
packages that guide health service implementation in 
protracted crises and recovery adequately incorporate 
core services, and that they further include clear 
guidance on how adolescents will access them.

22. Ensure that economic recovery programmes have a 
focus on working-age boys and girls and that they 
have access to adequate support to strengthen their 
livelihoods.

Ensure supply, technology and infrastructure for  
service delivery

23. Ensure that medicine, supplies, medical equipment 
and technology are fairly distributed and equitably 
used, and particularly that adolescents are not denied 
access to medicine (e.g. contraceptives) or health 
technologies for non-medical reasons.

24. Ensure safe access to, use and maintenance of toilets, 
and materials and facilities for menstrual hygiene 
management. See Box A3.6. on Good practice design 
for menstrual hygiene-friendly water, sanitation and 
hygiene facilities in emergencies, and Case study 
A3.27 from Ethiopia.

Build management and information systems that make 
adolescents visible

25. Ensure that the humanitarian needs and risk 
assessments approach facilitates improved 
understanding of adolescents unique needs and 
strengths, and identifies priority needs across sectors 
(e.g. health, educational and social-protection needs). 

26. Ensure that monitoring activities capture the evolving 
health, education, child protection and other needs of 
affected adolescents, and that they inform programme 
adjustments as communities transit from acute crisis 
to protracted and recovery phases.

27. Ensure that assessments of a programme’s social, 
political and psychological consequences have an 
adolescent focus. Outcome indicators across sectors 
should be measured and analysed in age- and sex-
disaggregated groups to enable analysis of adolescent 
subgroups.

28. Measure and record the unintended negative 
consequences of programmes on adolescents through 
monitoring and evaluation. Ensure that programmes 
do not put adolescents at risk due to excessive 
targeting leading to stigmatization; aggressive 
questioning; being “over-researched” by multiple 
partners; undermining of existing supports; or the use 
of stigmatizing labelling.

29. Because the evidence base regarding the effectiveness 
and sustainability of diverse interventions in 
humanitarian and fragile settings is weak in general, 
and with regards to adolescents in particular, ensure 
an adolescent focus in actions that aim to strengthen 
intervention research, evaluation and collaborative 
learning.

Engage community to build support for adolescent access 
to and use of services

30. Implement community-awareness actions to reduce 
stigma and promote adolescents’ access to services. 

31. Re-establish community-support networks and 
structures for orphans and vulnerable children, and 
ensure that adolescents who have lost their parents or 
carers have consistent, supportive caregiving.  

32. Implement community-mobilization activities to 
provide adolescent-friendly spaces, to determine 
emergency education options for boys and girls, and 
to establish temporary learning centres.

33. Implement self-help and resilience initiatives, such 
as adolescent support groups, dialogue groups, and 
community education and advocacy.

34. Ensure that affected communities actively participate 
in assessing adolescents’ educational needs, and that 
community resources are identified, mobilized and 
used to implement education programmes and other 
learning activities in schools or other settings.

35. As the situation stabilizes, develop programmes for 
adolescent socioeconomic empowerment, such as 
village savings and loan associations.

Promote adolescent participation in leadership 
and governance arrangements for accountability, 
implementation, and multisectoral action

36. Facilitate adolescent participation in governance 
arrangements for planning and implementation of 
humanitarian action, and their recognition as key 
agents for constructive social change, recovery, 
reconciliation, peace-building and development.

37. Ensure that adolescents are involved in establishing 
monitoring and evaluation systems, and mechanisms 
of accountability (see Case study A5.5 in Annex 5).

38. As the situation stabilizes, engage adolescents in 
community work, for example in assisting younger 
adolescents and the community in various activities, 
including health awareness and service provision. See 
Case study 9 on youth peer-to-peer counselling during 
a protracted crisis in the West Bank and Gaza Strip. 

39. Establish a transparent coordination mechanism for 
emergency education activities, including effective 
information sharing between stakeholders.

Mobilize financing and build adolescent-mindful financial-
protection systems

40. When health systems and service delivery are 
disrupted during a crisis, and contracting is used in 
response, make the terms of the contract conducive, 
and even explicitly designed, to assure adolescent 
access to key health, education and social-protection 
services.
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A6.1. 
Global Strategy indicators related to adolescent health

�able A¤W� -s a s<11ar@ of the �� 0e@ and �� add-tional -nd-cators that relate 
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that >ere 6ro6osed b@ the 
nd-cator and �on-tor-n+ 
ra1e>or0 for the Global 
�trate+@ for �o1enZsT �h-ldrenZs and AdolescentsZ Health (���¤g����) (�)W 

Table A6.1. Global �trate+@ -nd-cators related to adolescent health

INDICATOR (TYPE)

Covers adolescents, including specified  
age range

Covers adolescents if age disaggregated 
(no specified age range) Applicable to all (including adolescents)

TARGET: Reduce global maternal mortality to less than 70 per 100 000 live births

Proportion of women aged 15–49 who received 
four or more antenatal care visits (Outcome)

Maternal mortality ratio (Impact) 
Proportion of births attended by skilled health 
personnel (Outcome)
Proportion of women who had a postpartum 
contact with a health provider within two days 
(Outcome)
Maternal cause of death (direct/indirect) (Impact)
Proportion of women with obstetric complications 
due to abortion (Impact)

TARGET: End epidemics of HIV, tuberculosis, malaria, neglected tropical diseases and other communicable diseases

Number of new HIV infections per 1000 
uninfected population, disaggregated by age and 
sex (Impact)
Percentage of people living with HIV who are 
currently receiving antiretroviral therapy (ART), by 
age and sex (Outcome)
Human papillomavirus (HPV) vaccine coverage 
among adolescents (Outcome)

Malaria incident cases per 1000 persons per year 
(Impact)
Proportion of households with at least one 
insecticide-treated net (ITN) for every two people 
and/or sprayed by indoor residual spray (IRS) 
within the last 12 months (Outcome)

TARGET: Reduce by one third premature mortality from noncommunicable diseases and promote mental health and well-being

Adolescent mortality rate, by sex (Impact)
Age standardized prevalence of current 
tobacco use among persons 15 years and older, 
disaggregated by age (Outcome)
Adolescent cause of death (Impact) 
Harmful use of alcohol among adolescents 
(Outcome)

Suicide mortality rate, by age and sex (Impact)
Prevalence of depression, by age and sex (Impact)

TARGET: End all forms of malnutrition, and address the nutritional needs of adolescent girls, pregnant and lactating women and children

Prevalence of insufficient physical activity among 
adolescents (Outcome)
Prevalence of anaemia in women aged 15–49, 
disaggregated by age and pregnancy status (Impact)

TARGET: Ensure universal access to sexual and reproductive health-care services (including for family planning) and rights

Percentage of women of reproductive age  
(15–49) who have their need for family planning 
satisfied with modern methods (Outcome)
Adolescent birth rate (10–14, 15–19) per 1000 
women in that age group (Impact)
Proportion of women aged 15–49 who make 
their own informed decisions regarding sexual 
relations, contraceptive use and reproductive 
health care (Outcome)
Number of countries with laws and regulations 
that guarantee women aged 15–49 access to 
sexual and reproductive health care, information 
and education (Output)
Proportion of men and women aged 15–24 with 
basic knowledge about sexual and reproductive 
health and rights (SRHR) (Impact)
Proportion of secondary schools that provide 
comprehensive sexuality education (CSE) (Outcome)

INDICATOR (TYPE)

Covers adolescents, including specified  
age range

Covers adolescents if age disaggregated 
(no specified age range) Applicable to all (including adolescents)

TARGET: Substantially reduce pollution-related deaths and illnesses

Mortality rate attributed to household and 
ambient air pollution, by age and sex (Impact)
Proportion of population with primary reliance 
on clean fuels and technology (Outcome)

TARGET: Achieve universal health coverage, including financial risk protection and access to quality essential services, medicines and vaccines

Coverage of essential health services, including 
reproductive, maternal, newborn, child and 
adolescent health (RMNCAH) (Outcome)
Proportion of the population with financial 
protection (Output)
Current country health expenditure per capita 
(including specifically on RMNCAH) financed 
from domestic sources (Input/Process)
Out-of-pocket expenditure as percentage of total 
health expenditure (Input/Process)

TARGET: Eradicate extreme poverty

Proportion of population below international 
poverty line, by sex, age and employment (Impact)

TARGET: Ensure that all girls and boys complete free, equitable and good-quality secondary education

Proportion of children and young people: (a) in 
grades 2/3; (b) at the end of primary; and (c) at 
the end of lower secondary achieving at least a 
minimum proficiency level in (i) reading and (ii) 
mathematics, by sex (Impact)
Indicator of youth disenfranchisement (Impact)

TARGET: Eliminate all harmful practices and all discrimination and violence against women and girls

Percentage of women aged 20–24 who were 
married or in a union before age 15 and before 
age 18 (Impact)
Proportion of ever-partnered women and girls 
aged 15 and older subjected to physical, sexual 
or psychological violence by a current or former 
intimate partner, in the last 12 months, by form 
of violence and by age group (Impact)
Proportion of women and girls aged 15–49 who 
have undergone female genital mutilation/cutting 
(FGM/C), by age (Impact)
Whether or not legal frameworks are in place to 
promote, enforce and monitor equality and non-
discrimination on the basis of sex (Output)
Proportion of young women and men aged 
18–29 who experienced sexual violence by age 
18 (Impact)

Percentage of the population reporting having 
personally felt discriminated against or harassed 
within the last 12 months on the basis of a ground of 
discrimination prohibited under international human 
rights law, disaggregated by age and sex (Impact)

Proportion of rape survivors who received HIV 
postexposure prophylaxis (PEP) within 72 hours 
of an incident occurring (Outcome)
Health-sector specific indicator on discrimination 
(Outcome)

TARGET: Achieve universal and equitable access to safe and affordable drinking water and to adequate sanitation and hygiene

Percentage of population using safely managed 
sanitation services including a hand-washing 
facility with soap and water (Outcome)
Percentage of population using safely managed 
drinking-water services (Outcome)

TARGET: Enhance scientific research, upgrade technological capabilities and encourage innovation

Research and development expenditure as a 
proportion of gross domestic product (GDP), 
disaggregated by health/RMNCAH (Input)
Proportion of countries that have systematic 
innovation registration mechanisms in place for 
women’s, children’s and adolescents’ health and are 
reporting the leading three domestic innovations on 
an annual basis (Input/Process)
Proportion of countries that have mechanisms to 
review innovations using effective Health Technology 
Assessment approaches (Input/Process)

KEY: 
Bold text � 0e@ -nd-catorU 
normal text � add-tional -nd-catorU 
italic text � -nd-cator for f<rther de=elo61ent
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INDICATOR (TYPE)

Covers adolescents, including specified  
age range

Covers adolescents if age disaggregated 
(no specified age range) Applicable to all (including adolescents)

TARGET: Provide legal identity for all, including birth registration

Proportion of countries that (a) have conducted 
at least one population and housing census in 
the last 10 years; and (b) have achieved 100% 
birth registration and 80% death registration 
(Outcome)

TARGET: Enhance the global partnership for sustainable development

Number of countries reporting progress in 
multistakeholder development effectiveness 
monitoring frameworks that support the 
achievement of the SDGs (Input/Process)
Governance Index (voice, accountability, political 
stability and absence of violence, government 
effectiveness, regulatory quality, rule of law, 
control of corruption) (Impact)
Does the national RMNCAH strategy/plan of 
action specify that there should be community 
participation in decision-making, delivery of 
health services and monitoring and evaluation? 
(Input/Process)
Proportion of countries that address young 
people’s multisectoral needs within their national 
development plans and poverty reduction strategies 
(Input/Process)
Participation measures- women’s groups, youth, civil 
society etc. (Output)
Implementation rate of commitments to the 
Global Strategy (Output)

TARGET: Equity, humanitarian and human rights as cross-cutting considerations

Proportion of indicators at the national (regional, 
global) level with full disaggregation when 
relevant, for Global Strategy indicators (Input/
Process)
Ratification of human rights treaties related 
to women’s, children’s and adolescents’ health 
(Output)
Humanitarian Response Index (Outcome)
Health-sector specific indicators on anti-corruption 
and transparency (Outcome)
Percentage of programmes in humanitarian settings 
based on health needs assessments of women, 
children and adolescents (Input/Process)
Funding gap in the transition from humanitarian aid 
to sustainable development (Input/Process)

�o<rcesV (�) 

A6.2. 
Elements needed to monitor implementation of a programme to reduce adolescent pregnancies


n th-s sectionT one -nter=ention reco11ended b@ the Global 
�trate+@ (�) (see �ection �) -s <sed as an -ll<stration of the 
-nd-catorsU the-r 1eas<re1entU data so<rcesU re6ortin+ fre7<enc@U 
basel-nesU tar+etsU and res<ltsW �hese are -16ortant co16onents 
of 1on-tor-n+ 6ro+ress to>ards s<ccessf<l 6ro+ra11e 
-16le1entationW �he e?a16le 6ro=-ded belo> -n �able A¤W� sho>s 
s<++ested e?a16les of 6otential -nd-cators for each le=el of the 

H�� co11on 1on-tor-n+ and e=al<ation fra1e>or0 (-16actT 
o<tco1esT o<t6<tsT -n6<ts and 6rocesses) (��¥)U (���)W

Table A6.2. 
Elements needed to monitor implementation of a programme to reduce adolescent pregnancies

Global Strategy adolescent health intervention

Information, counselling and services for comprehensive sexual and reproductive health, including contraception

Indicator descriptors

IMPACT INDICATORS MEASUREMENT DATA SOURCE REPORTING 
FREQUENCY

BASELINE TARGET RESULTS

Reduce the 
adolescent birth 
rate

Adolescent birth rate (10–14, 
15–19 years) per 1000 women in 
that age group

Numerator: number of live 
births to women 10–14, 15–19 
years
Denominator: exposure to 
childbearing by women 10–14, 
15–19 years

CRVS, census 
and household 
surveys

1–5 years Specific 
for year 
of start of 
intervention

Contribution 
to global 
target

To be 
reported

Reduce 
obstetric 
complications in 
adolescents

Proportion of adolescent girls 
and young women with obstetric 
complications due to abortion 

Numerator: number of women 
15–19 years with obstetric 
complications due to abortion
Denominator: total number of 
pregnant women 15–19 years

National health 
surveys and 
administrative 
records

1 year Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Outcomes

Contraceptive 
services 
available 
with modern 
methods

Percentage of adolescent women 
who have their need for family 
planning satisfied with modern 
methods 

Numerator: number of women 
15–19 years who report using 
modern contraceptive methods
Denominator: number of 
women 15–19 years who 
report being sexually active

DHS, 
MICS and 
reproductive 
health surveys

3–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Proportion of adolescent women 
who make their own informed 
decisions regarding sexual 
relations, contraceptive use and 
reproductive health care 

Numerator: number of women 
15–19 years who report 
making their own informed 
decisions regarding sexual 
relations, contraceptive use and 
reproductive health care
Denominator: number of 
women 15–19 years who 
report being sexually active

DHS and 
other national 
surveys

3–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Sexuality 
education 
provided in 
secondary 
schools

Proportion of secondary schools 
that provide comprehensive 
sexuality education

Measurement of indicator is 
under development

Administrative 
data (survey 
of formal 
education) 
and household 
surveys

1–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Proportion of men and women 
15–24 years with basic knowledge 
about sexual and reproductive 
health services and rights 

Measurement of indicator 
is under development by 
Guttmacher Institute, UNFPA

NA NA Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

KEY: 
���� �-=-l re+-stration and =-tal statistics 
�H� �e1o+ra6h-c and health s<r=e@s
�
�� �<lti6le -nd-cator cl<ster s<r=e@s
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Global Strategy adolescent health intervention

Information, counselling and services for comprehensive sexual and reproductive health, including contraception

Indicator descriptors

IMPACT INDICATORS MEASUREMENT DATA SOURCE REPORTING 
FREQUENCY

BASELINE TARGET RESULTS

Legal protection 
for adolescent 
girls and young 
women

Proportion of women 20–24 years 
who were married or in union 
before age 15 and before age 18

Numerator: number of women 
20–24 years who were married 
or in union before age 15 and 
before age 18
Denominator: number of 
women 20–24 years

DHS, MICS, 
other 
nationally 
representative 
surveys and 
occasionally 
census

3–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Proportion of women 20–24 years 
who report sexual debut before 
age 15 and before age 18

Numerator: number of women 
20–24 years who report sexual 
debut before age 15 and before 
age 18
Denominator: number of 
women 20–24 years

DHS, MICS, 
other 
nationally 
representative 
surveys

3–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Outputs

Laws and 
regulations

Number of countries with laws 
and regulations that guarantee 
adolescent girls and young women 
(15–19 years) access to sexual 
and reproductive health care, 
information and education 

Measurement of indicator is 
under development by UNFPA, 
UN Women and WHO

Self-
reporting by 
governments

NA NA NA To be 
reported

Health-care 
providers 
provide 
information 
and services for 
comprehensive 
sexual and 
reproductive 
health, including 
contraception 
to adolescents

Number and percentage of 
health-care providers trained in 
the provision of health services to 
adolescents 

Numerator: number of health-
care providers trained in the 
provision of health services to 
adolescents
Denominator: total number of 
health-care providers

1–5 years 1–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Proportion of target education and 
training institutions that have their 
faculty trained in recommended 
approaches to adolescent health 
education and training 

Numerator: number of 
target education and training 
institutions that have their 
faculty trained in recommended 
approaches to adolescent 
health education and training
Denominator: total number of 
target education and training 
institutions in the country

1–5 years 1–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Pregnancy 
reduction 
messages 
shared

Proportion of target audiences for 
adolescent pregnancy reduction 
messages reached 

Numerator: number of 
adolescents reached with 
pregnancy reduction messages 
(15–19 years)
Denominator: total number of 
15- to 19-year-olds

NA NA Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Inputs & Processes

Programme 
funding for 
reducing 
adolescent 
pregnancy

Source of funding Donor name, US$ amount Administrative 
data from 
programme

1–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Number of health workers per 
10 000 population by category, 
geographic area

Numerator: number of health 
workers
Denominator: number of 
people in country

Self-
reported by 
governments; 
UNFPA

1–5 years Specific 
for year 
of start of 
intervention

National 
target

To be 
reported

Appropriate 
processes in 
place to support 
the programme

Mechanisms in place to 
ensure that health systems are 
adolescent-responsive (including 
provision of contraceptive services 
to adolescents)

Measurement of indicator to be 
developed by programme

Self-
reported by 
governments

NA NA NA To be 
reported

Mechanisms in place for 
information, education and 
communication about reducing 
adolescent pregnancies

Measurement of indicator to be 
developed by programme

Self-
reported by 
governments

NA NA NA To be 
reported

A6.3. 
Additional case studies of monitoring, evaluation and research

�he 6otential =al<e of -nstit<tional-Aed 1on-tor-n+ and 6er-od-c 
e=al<ations of adolescent health 6ro+ra11es -s -ll<strated b@ the 
�eena+e �re+nanc@ �trate+@ for 	n+landT >h-ch -s s<11ar-Aed -n 

�ase st<d@ A¤W� (���)U (���) and b@ the <se of ro<tinel@ collected 
data to 1on-tor the eøects of a �ear of �obr-et@ -n �-th<an-a -n 
���¥ (���)T s<11ar-Aed -n �ase st<d@ A¤W�W

�o<rceV (���)W 

�o<rcesV (���)U (���)W

Routine clinic-attendance data proved very useful in 
detecting the effects of a national Year of Sobriety that 
was implemented in 2008. The rate of clinic attendances 
for treatment of toxic effects of alcohol in 7- to 14-year-

olds had increased consistently year-on-year from 2000 
to 2007. However, there was a substantially lower rate in 
2008. A similar pattern was seen for road traffic accidents, 
injuries and deaths.

The 10-year Teenage Pregnancy Strategy for England, 
launched in 1999, was a nationally led, locally 
implemented, evidence-based programme developed by 
the United Kingdom Government. The main objective of 
the strategy was to halve the under-18 conception rate. 
An independent advisory group on teenage pregnancy 
was created to monitor progress and advise ministers. 
One hundred and fifty local governments received a 
supplementary grant to add to their existing funding to 
develop local plans aligned to the government’s strategy. 
Progress was monitored through quarterly and annual 
conception data and through annual reports. The coverage 
of the programme was monitored through an annual 
tracking survey. In 2005, monitoring revealed  
that the under-18 conception rate had declined by  
11% but that wide variation in progress across local 
authorities remained. 

A mid-course evaluation showed that areas with lower 
under-18 conception rates had developed their strategies 
fully in line with the national guidance, involving all 
relevant agencies to create a whole-systems approach. 
The high-performing areas had strong senior leadership 
to prioritize the strategy and had continuous monitoring 
of their progress. Ten key factors for success were 
identified. These ranged from education and provision of 
products and services to training health professionals and 
supporting parents. These findings translated into new 
national guidance, which included strengthening local 
areas to improve on the 10 key factors for an effective 
local plan, and a self-assessment tool to help local areas 
identify and address gaps in their plans. The success of 
the strategy was shown by the achievement of a 51% 
reduction in the under-18 conception rate between 1998 
and 2014.

Lithuania’s use of routine data to monitor the effect of a Year of Sobriety

England’s monitoring and evaluation of its national teenage pregnancy strategy
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�o<rceV (���)W

An e?a16le of an e=al<ation of a re6rod<cti=e and se?<al health 6ro+ra11e -n �har0hand �tateT 
nd-a (���) -s +-=en -n �ase st<d@ A¤W�W

�o<rceV (��¥)W

�ase st<d@ A¤W� +-=es an e?a16le of a re=-e> of 6re=-o<sl@ 6<bl-shed adolescent-fr-endl@ health ser=-ces 6ro+ra11e e=al<ations that 
had been cond<cted -n 
nd-a (��¥)W 

The Tarunya project in Jharkhand State, India, was 
launched in 2008 by EngenderHealth with support from 
the David and Lucile Packard Foundation. The main 
objective of the project was to improve the quality of 
adolescent sexual and reproductive health services (ASRH). 
The project aimed to provide ASRH training to government 
staff, to strengthen outreach activities to enhance 
community engagement, and to institutionalize necessary 
changes in state policies to achieve this. The project was 
initiated in 12 districts, and in 2011 it was scaled up to all 
24 districts of the state. 

After five years of implementation, internal and external 
evaluations were carried out. Three main components of 
the ASRH programme were evaluated: 

• the project’s strategy to improve and expand ASRH 
service provision to adolescents

• the quality of ARSH services for adolescents and 
whether this had improved

• utilization of health services by adolescents.

The evaluation was conducted in 34 health facilities in 
19 of the 24 districts, using individual interviews and 
focus-group discussions, observations in the facilities, and 
household surveys. A composite index for the quality of 
service provision (including 20 indicators) was developed 
to measure the health facility and individual health-care 
worker performance in ASRH services. Each health facility 
was then assigned to one of the categories of performance 
(high, medium or low).

The evaluation reported that the project had carried out 
a number of activities to improve the quality of ASRH 
services to adolescents, including the development of 
problem-solving tools. A significant improvement in 
quality of ASRH services was noted to be linked to the 
intensity of the project’s intervention. However, there 
was no consistent association between the facility’s 
quality ranking and the client’s perception of quality of 
health- service delivery. In addition, the team’s assessment 
revealed that there was only a limited increase in service 
use by adolescents. These results were used to highlight 
the need for continued staff training, institutionalization 
of monitoring and data management and further research, 
better to understand adolescents’ health-service needs.

A literature review was conducted of articles published 
in the 15 years from 2000 to 2014 that reported on 
evaluations of initiatives to improve health services 
for adolescents in India.  Thirty such reports met the 
inclusion criteria and were reviewed in detail. The 
great majority of the evaluations were conducted 
either by nongovernmental agencies (14) or academic 
institutions (11), with only one each being conducted 
by the government or a multilateral agency. Eighteen 
evaluations used a cross-sectional (after-only) design 
with measurements only being collected after the 
implementation of the intervention and without there 
being any comparison group. Eight used a before-after 
(repeated cross-sectional) study design. In addition to 
quantitative methods, 15 evaluations used qualitative 
methods such as key informal interviews, in-depth 
interviews and focus-group discussions. Other methods 
such as facility checklists or attendance record reviews, 
or provider and/or client interviews were also used by a 
minority of studies.  
 

Only one study used the powerful mystery-client approach 
in which a young person attended a clinic posing as a 
client requesting services and the quality and adolescent-
friendliness of the service they received was assessed. 
Only four evaluations explicitly reported on the seven 
standards of quality provision of adolescent-friendly health 
services specified by the Ministry of Health and Family 
Welfare of India. The evaluations primarily measured 
programme outputs (such as service quality and utilization) 
and/or health behavioural outcomes (such as self-reported 
condom use). 

The review concluded that most evaluations reported 
improvements in service quality and utilization. 

The findings of the review have been shared with the 
Ministry of Health and Family Welfare and other partners, 
and will be discussed at a meeting to review progress 
within the national adolescent health programme, and to 
identify how best to scale-up the programme.  

India’s evaluation of an adolescent sexual and reproductive health services project

India’s adolescent-friendly health services: a review of 15 years of evaluation research
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A6.4. 
Priority areas for future research

�ables A¤W� and A¤W� sho> the )=e to6-ran0ed ��H research 7<estions -n each of the se=en do1a-ns of adolescent se?<al and 
re6rod<cti=e health (���) (�able A¤W�)T and the e-+ht other areas of adolescent health (���) (�able A¤W�) that >ere -ncl<ded -n recent 
research 6r-or-t@-seষn+ e?erc-ses coord-nated b@ �H�W 

Table A6.3. �esearch 6r-or-ties related to adolescent se?<al and re6rod<cti=e health

HEALTH CATEGORY TYPE OF QUESTION

Maternal health

1 What strategies can improve the use of antenatal care, skilled birth attendants, prevention of mother-
to-child transmission (PMTCT) and postnatal care by adolescents in resource-poor settings?

Development: operations research/scaling-up of 
existing interventions

2 What factors (including barriers and facilitators) are associated with the utilization of maternal health 
services (antenatal, intrapartum, postpartum) and neonatal care by adolescents in different settings?

Descriptive: epidemiological research/evaluation of 
existing interventions

3 What pregnancy outcomes (maternal and neonatal) among adolescents are related to mode of 
delivery, presence of a skilled birth attendant at delivery and care of infants up to 6 months of age?

Descriptive: epidemiological research/evaluation of 
existing interventions

4 Do programmes that promote postnatal family planning for adolescent mothers reduce subsequent 
unwanted pregnancies in this group?

Descriptive: epidemiological research/evaluation of 
existing interventions

5 Do adolescent girls and adult women receive different antenatal, delivery and postnatal care? If so, 
how and why?

Descriptive: epidemiological research/evaluation of 
existing interventions

Contraception

1 What strategies can delay first births among married adolescents? Descriptive: epidemiological research/evaluation of 
existing interventions

2 Through what mechanisms can the provision of regular and emergency contraceptives to adolescents 
be financed or subsidized?

Development: operations research/scaling-up of 
existing interventions

3 What strategies can increase consistent and effective condom use among both male and female 
adolescents?

Development: operations research/scaling-up of 
existing interventions

4 What barriers do health-care providers face when trying to offer contraception services to unmarried 
adolescents?

Descriptive: epidemiological research/evaluation of 
existing interventions

5 In settings with high rates of pregnancy in adolescence, what factors protect adolescents from 
unwanted and/or unsafe pregnancy?

Descriptive: epidemiological research/evaluation of 
existing interventions

Gender-based violence

1 How do programmes that aim to keep girls in school longer through measures such as conditional cash 
transfers affect the prevalence of gender-based violence?

Descriptive: epidemiological research/evaluation of 
existing interventions

2 What interventions can be integrated into community settings (e.g. schools) to address gender-based 
violence and its related reproductive outcomes?

Development: operations research/scaling-up of 
existing interventions

3 What strategies might reduce gender-based violence among adolescent sex workers? Development: operations research/scaling-up of 
existing interventions

4 How feasible, effective and sustainable is the training of community-based health workers on 
identification and referral of cases of gender-based violence?

Development: operations research/scaling-up of 
existing interventions

5 What is the impact of “healthy schools” initiatives on the reduction in gender-based violence? Descriptive: epidemiological research/evaluation of 
existing interventions

HIV treatment and care

1 What factors facilitate uptake, retention and adherence, and minimize treatment failure among 
adolescents?

Development: operations research/scaling-up of 
existing interventions

2 How do user fees affect access to, use of and retention in treatment among adolescents living with 
HIV?

Development: operations research/scaling-up of 
existing interventions

3 What factors influence the disclosure of HIV status to others among adolescents? Descriptive: epidemiological research/evaluation of 
existing interventions

4 What proportion of young women who test positive for HIV in antenatal or delivery care: (i) 
receive and take drugs for PMTCT; (ii) are assessed to determine if they need lifelong highly active 
antiretroviral therapy (HAART); (iii) are started on lifelong HAART if clinically indicated?

Descriptive: epidemiological research/evaluation of 
existing interventions

5 What aspects of the delivery of HIV testing and counselling services are most important from the 
perspective of adolescents: the speed of the results; confidentiality and anonymity; the social and 
health services offered; the counselling offered; whether or not they are integrated into the health 
system?

Development: operations research/scaling-up of 
existing interventions

HEALTH CATEGORY TYPE OF QUESTION

Abortion

1 How does the provision of contraceptive methods (especially long-acting, reversible methods) as part 
of postabortion care affect unintended pregnancy and repeat abortion rates among adolescents?

Descriptive: epidemiological research/evaluation of 
existing interventions

2 What interventions are effective for informing adolescents about the availability and safe use of 
misoprostol?

Development: operations research/scaling-up of 
existing interventions

3 How does cost influence adolescents’ abortion-seeking behaviour? Development: operations research/scaling-up of 
existing interventions

4 How much awareness of abortion law, access to safe abortion services and postabortion care exists 
among adolescents?

Descriptive: epidemiological research/evaluation of 
existing interventions

5 What do adolescents know about less-invasive procedures for pregnancy termination and 
postabortion care (e.g. misoprostol), and to what extent do they have access to them or use them?

Descriptive: epidemiological research/evaluation of 
existing interventions

Family planning and HIV service integration

1 What modalities for delivering integrated HIV/family planning services to adolescent boys work best? Development: operations research/scaling-up of 
existing interventions

2 Does the provision of comprehensive sex education at school: (i) reduce adolescent pregnancies, 
(ii) increase health-care seeking behaviour among adolescents, or (iii) reduce the incidence of STIs, 
including HIV infection?

Descriptive: epidemiological research/evaluation of 
existing interventions

3 What are the most effective and affordable models for delivering integrated contraception and HIV 
services and information to young married couples?

Development: operations research/scaling-up of 
existing interventions

4 What female-controlled methods for preventing both STIs and pregnancy can be developed and 
tested?

Discovery: new interventions

5 How much do young female sex workers and injecting drug users need and use contraceptives?? Descriptive: epidemiological research/evaluation of 
existing interventions

Sexually transmitted infections (STIs) and human papillomavirus (HPV) infection

1 What alternative dosing schedules can facilitate HPV vaccine delivery in low-resource settings? Discovery: new interventions

2 How can school-based and community-based programmes for STI counselling and testing, HPV 
vaccination and sex education be scaled-up?

Development: operations research/scaling-up of 
existing interventions

3 What are the most effective, efficient and sustainable ways to deliver vaccination against HPV? Development: operations research/scaling-up of 
existing interventions

4 How can adolescents who do not use available STI services (e.g. conditional cash transfers, mobile 
clinics) be reached?

Development: operations research/scaling-up of 
existing interventions

5=2 What is the cost-effectiveness of HIV/STI screening programmes among adolescents at highest risk? Development: operations research/scaling-up of 
existing interventions

5= How can the incorporation of syphilis testing in SRH and maternal health services be optimized to 
ensure that all adolescents, including pregnant girls, get screened and treated?

Development: operations research/scaling-up of 
existing interventions

�o<rceV (���)W
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Annex 6. Additional information about monitoring, 
evaluation and research

Table A6.4. �esearch 6r-or-ties -n e-+ht areas of adolescent health

HEALTH CATEGORY TYPE OF QUESTION

Communicable diseases prevention and management

1 What are the key barriers faced by adolescents to access TB and TB/HIV diagnostic and treatment 
services in high- and low-income countries, and how can these be overcome?

Intervention: Delivery/implementation

2 What are treatment adherence rates, and what are the risk factors for non-adherence or default, 
among adolescents on long-term treatment for TB?

Descriptive epidemiology

3 What is the potential contribution of peer-led interventions for improving retention in care among 
adolescents with TB and/or HIV?

Intervention: Delivery/implementation

4 Which programmatic interventions developed to improve adolescent retention in care and treatment 
adherence for other communicable diseases (i.e. HIV) would be useful for application in TB 
programmes?

Intervention: Delivery/implementation

5 What is the incidence and burden of TB among young (10–14 years) and older (15–19 years) 
adolescents in the world by sex, particularly among adolescents with HIV, and what proportion of the 
adolescents have drug-resistant TB?

Descriptive epidemiology

Injuries and violence

1 What are the barriers and facilitators to increasing compliance with motorcycle helmet legislation? Intervention: Delivery/implementation

2 What are the risk and protective factors at various levels (individual, family, peer/social, community) 
for injuries and violence among adolescents in low- and middle-income countries (LMICs)?

Descriptive epidemiology

3 How best can school-based “safe routes to school” initiatives be scaled-up to include larger numbers 
of schools and to be incorporated with community-based initiatives?

Intervention: Delivery/implementation

4 To what extent do strategies that have been shown to reduce one form of violence (e.g. bullying) 
effectively prevent other forms of violence that youth experience (e.g. partner violence, sexual 
violence, suicidal behaviour)?

Intervention: Development/testing

5 What types of communication strategies work best to actually change the key behaviours that put 
adolescents at increased risk of injuries?

Intervention: Delivery/implementation

Mental health

1 What would be the most cost-effective, affordable and feasible package of interventions for 
promotion of mental health and prevention of mental health disorders among adolescents?

Intervention: Development/testing

2 What are effective interventions to prevent and treat mental health problems of adolescents that can 
be delivered at primary care level in LMICs?

Intervention: Development/testing

3 What are effective interventions addressing self-harm/suicide in adolescent girls in LMICs? Intervention: Development/testing

4 What are the costs and benefits of integrating management of child and adolescent mental disorders 
with other child and adolescent health-care delivery platforms?

Intervention: Delivery/implementation

5 How can mental health and psychosocial support (including identification, support and basic 
management of relevant conditions) be integrated with adolescent-friendly services, general health, 
reproductive health etc.?

Intervention: Delivery/Implementation

Noncommunicable disease management

1 Can a low-cost rapid antigen test for diagnosis of streptococcal pharyngitis (which can lead to 
rheumatic heart disease) be developed that is suitable for use in low-resource settings?

Intervention: discovery

2 Can interventions for the management of noncommunicable diseases (NCDs) that have been shown to 
be effective in adults be used directly in adolescents?

Intervention: Development/testing

3 How do interventions devised for the management of NCDs in high-income countries be used for 
adolescents in LMICs translate globally?

Intervention: Delivery/implementation

4 What are the mortality and morbidity rates and their causes among adolescents with diabetes in 
LMICs?

Descriptive epidemiology

5 What proportion of children born with sickle-cell disease survive into and through adolescence? Descriptive epidemiology

Nutrition

1 What are the causes of anaemia among adolescent girls and how does this vary by region? Descriptive epidemiology

2 What are the relationships between early pregnancy and stunting, anaemia, and NCD risk (overweight, 
diabetes, hypertension)?

Descriptive epidemiology

3 What social and behaviour change communication platforms are the most effective to reach 
adolescents to help them to improve their diet?

Intervention: Development/testing

HEALTH CATEGORY TYPE OF QUESTION

4 How does the burden of disease from nutritional causes for adolescent boys and girls vary by country 
and within countries, and by socioeconomic status?

Descriptive epidemiology

5 What is the prevalence of adolescent undernutrition and overnutrition by risk/protective factors such 
as sex, urban/rural residence, schooling, access to green spaces, access to food and socioeconomic 
strata in different world regions?

Descriptive epidemiology

Physical activity

1 Considering comprehensive theoretical models and variables from different levels/systems/contexts 
(e.g. Socioecological Model), which variables predict, at an individual or population level, the different 
patterns of physical activity in adolescents living in LMICs?

Descriptive epidemiology

2 What is the best (feasibility, cost, acceptability, effectiveness, sustainability) design of a school-based 
intervention that aims to engage and gain the support of students, parents and teachers for young 
people to take the recommended 60 minutes of physical activity daily, and to ensure that there are at 
least two physical education (PE) classes within schools per week, with at least 50% of the time for PE 
classes spent in moderate-to-vigorous-intensity physical activity)?

Intervention: discovery

3 What are the policy and/or environmental changes that influence physical activity among adolescents 
in LMICs?

Intervention: Delivery/implementation

4 How best can the capacity of the education sector be improved to deliver high-quality physical 
education programmes within schools?

Intervention: Delivery/implementation

5 How does one best implement a sustainable, structured physical activity programme for adolescents in 
schools and out of schools in LMICs?

Intervention: Delivery/implementation

Substance use

1 Considering comprehensive theoretical models and variables from different levels/systems/contexts 
(e.g. Socioecological Model), which variables predict, at an individual or population level, the different 
patterns of physical activity in adolescents living in LMICs?

Descriptive epidemiology

2 What is the best (feasibility, cost, acceptability, effectiveness, sustainability) design of a school-based 
intervention that aims to engage and gain the support of students, parents and teachers for young 
people to take the recommended 60 minutes of physical activity daily, and to ensure that there are at 
least two physical education (PE) classes within schools per week, with at least 50% of the time for PE 
classes spent in moderate-to-vigorous-intensity physical activity)?

Intervention: discovery

3 What are the policy and/or environmental changes that influence physical activity among adolescents 
in LMICs?

Intervention: Delivery/implementation

4 How best can the capacity of the education sector be improved to deliver high-quality physical 
education programmes within schools?

Intervention: Delivery/implementation

5 How does one best implement a sustainable, structured physical activity programme for adolescents in 
schools and out of schools in LMICs?

Intervention: Delivery/implementation

Adolescent health: policy, health and social systems

1 What platforms and strategies are most effective to reach and help the most vulnerable adolescents 
(e.g. those not in school, slum dwellers and/or those in poor families)?

Intervention: Delivery/implementation

2 What are the most cost-effective interventions to decrease multiple health-risk behaviours and 
conditions and promote healthy behaviours?

Intervention: Development/testing

3 How can primary health care services be designed to most effectively meet the unique health needs of 
adolescents?

Intervention: Delivery/implementation

4 How can new technologies such as cell phones and the internet be used effectively to provide 
information, referral and treatment for adolescents?

Intervention: Delivery/implementation

5 What is the coverage of primary health care services for adolescents? Descriptive epidemiology
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Appendices

Appendix I. 
The Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030) – action areas, 
and its operational framework’s ingredients for action and implementation objectives.

Sources: (�)U (�)W

Action area 1. Country leadership
�e-nforce leadersh-6 and 1ana+e1ent l-n0s and ca6ac-ties at all 
le=elsU 6ro1ote collecti=e actionW 
Ingredient for action 1. �o<ntr@ leadersh-6W
Implementation objectives:
�W a stron+ 1<ltista0eholder co<ntr@ 6laĤor1 for >o1enZsT 

ch-ldrenZs and adolescentsZ healthU
�W national and s<bnational ��G tar+etsU
�W a s-n+le 6r-or-tiAedT costedT national 6lan for >o1enZsT 

ch-ldrenZs and adolescentsZ healthU and 
�W eøecti=e ste>ardsh-6 and 1on-tor-n+ of -16le1entation 

across sectorsW

Action area 2. Financing for health
�ob-l-Ae reso<rcesU ens<re =al<e for 1one@U ado6t -nte+rati=e and 
-nno=ati=e a66roachesW 
Ingredient for action 2. Al-+n-n+ and 1ob-l-A-n+ )nanc-n+W 
Implementation objectives:
�W -denti)cation of f<nd-n+ re7<-re1ents and 1ob-l-Aation of all 

6otential so<rces and s<66ort for f<nd-n+U
�W coord-nation of f<nd-n+ *o>sU and
�W stren+thened )nanc-n+ ca6ac-t@ at decentral-Aed le=elW

Action area 3. Health system resilience
�ro=-de +ood-7<al-t@ care -n all seষn+sU 6re6are for e1er+enc-esU 
ens<re <n-=ersal health co=era+eW 
Ingredient for action 5. �tren+then-n+ health s@ste1sW 
Implementation objectives:
�W a stron+ health >or0forceU
�W rel-able s<66l@T access and a=a-lab-l-t@ of co11od-tiesU
�W eøecti=e health 1ana+e1ent -nfor1ation s@ste1sU and
�W 7<al-t@ health ser=-ces del-=ered at scale >-th res-l-enceW

Action area 4. Individual potential

n=est -n -nd-=-d<alsZ de=elo61entT s<66ort 6eo6le as a+ents of 
chan+eU address barr-ers >-th le+al fra1e>or0sW 
Ingredient for action 7. 	stabl-sh-n+ 6r-or-ties for real-A-n+ 
-nd-=-d<al 6otentialW
Implementation objectives:
�W an e=-dence and 6lann-n+ base for 6ro+ra11-n+U
�W 6artic-6ation of adolescentsU
�W 6r-or-ties for adolescent 6ro+ra11-n+U and
�W 6r-or-ties for earl@ ch-ldhood de=elo61ent 6ro+ra11-n+W

Action area 5. Community engagement
�ro1ote enabl-n+ la>sT 6ol-c-es and nor1sU stren+then co11<n-t@ 
actionU ens<re -ncl<s-=e 6artic-6ationW 
Ingredient for action 3. �<66ortin+ co11<n-t@ en+a+e1entT 
6artic-6ation and ad=ocac@W 

Implementation objectives:
�W a s<66orti=e en=-ron1ent for co11<n-t@ en+a+e1entT 

6artic-6ation and soc-al acco<ntab-l-t@U
�W stron+ ad=ocac@ and co11<n-cation 6laĤor1sU and
�W -nte+ration of ser=-ce del-=er@ b@ co11<n-ties -nto national 

s@ste1sW

Action area 6. Multisector action
Ado6t a 1<ltisector a66roachU fac-l-tate cross-sector collaborationU 
1on-tor -16actW 
Ingredient for action 6. 	nhanc-n+ 1echan-s1s for 1<ltisectoral 
actionW
Implementation objectives:
�W +o=ernance to enable 1<ltisectoral actionU and
�W str<ct<res to s<66ort 1<ltisectoral collaborationW

Action area 7. Humanitarian and fragile settings
Assess r-s0sT h<1an r-+hts and +ender needsU -nte+rate 
e1er+enc@ res6onseU address +a6s -n the trans-tion to s<sta-nable 
de=elo61entW 
Ingredient for action 8. �tren+then-n+ ca6ac-t@ for action -n 
h<1an-tar-an and fra+-le seষn+sW 
Implementation objectives:
�W h<1an-tar-an and fra+-le seষn+s as core b<s-ness of national 

health and soc-al s@ste1sU
�W a core e16has-s on neonatal s<r=-=al and se?<al and 

re6rod<cti=e health -n h<1an-tar-an and fra+-le seষn+sU and
�W e16has-s on h<1an r-+htsW

Action area 8. Research and innovation

n=est -n a ran+e of research and b<-ld co<ntr@ ca6ac-t@U l-n0 
e=-dence to 6ol-c@ and 6racticeU test and scale-<6 -nno=ationsW 
Ingredient for action 9. 
oster-n+ research and -nno=ationW 
Implementation objectives:
�W stren+thened -16le1entation research ca6ac-t@U and
�W an eøecti=e +lobal -nno=ation 1ar0et6laceW

Action area 9. Accountability
Har1on-Ae 1on-tor-n+ and re6ortin+U -16ro=e c-=-l re+-stration and 
=-tal statisticsU 6ro1ote -nde6endent re=-e> and 1<ltista0eholder 
en+a+e1entW 
Ingredient for action 4. �e-nforc-n+ +lobalT re+-onal and national 
acco<ntab-l-t@ 1echan-s1sW 
Implementation objectives:
�W rob<st acco<ntab-l-t@ 6rocessesU and
�W eøecti=e c-=-l re+-stration and =-tal statistics s@ste1sW

Appendix II. 
The Global Strategy’s broader interventions that are important to adolescent health

SourceV (�)W

�h-s l-st s<11ar-Aes add-tionalT essentialT e=-dence-based 6ol-c-es 
and -nter=entionsT >h-ch sho<ld be -ncl<ded >-th-n national 
strate+-es for adolescent health and >h-ch relate to 1<lti6le 
sectorsT as -denti)ed -n the Global �trate+@ for �o1enZsT 
�h-ldrenZsT and AdolescentsZ Health (���¤g����)W

A. Special needs in humanitarian and fragile settings

�W 
n the e=ent of h<1an-tar-an e1er+enc@T ens<re de6lo@1ent of 
essential health -nter=entionsT s<ch as se?<al and +ender-based 
=-olence 6re=entionU contrace6ti=es (short-actin+ and lon+-
actin+ e1er+enc@ contrace6ti=es)U 6oste?6os<re 6ro6h@la?-sW

�W 
n the e=ent of h<1an-tar-an e1er+enc@T ens<re that 6ol-c-es 
and 6ractices 6ro1oteT 6rotect and s<66ort breasĤeed-n+ 
and other essential -nter=entions for >o1enZsT ch-ldrenZs and 
adolescentsZ healthT based on conte?t and needW

B. Broader health systems

Health s@ste1s 6ol-c-es and -nter=entions nall �¥ essential 
reco11endationsoT as rele=ant to adolescentsW �hese fall <nder �� 
broad cate+or-esV
�W �onstit<tional and le+al entitle1entsU h<1an r-+hts-T e7<-t@- 

and +ender-based a66roaches g  eW+W <n-=ersal access to 
health care and ser=-cesT -ncl<d-n+ se?<al and re6rod<cti=e 
health -nfor1ationT ser=-cesT +oods and r-+htsW

�W �trate+-es and 6lans g eW+W 6r-or-tiAed and >ell-de)ned health 
tar+ets and -nd-cators for adolescentsW

�W 
-nanc-n+ g eW+W s<sta-nable )nanc-n+ of adolescentsZ health 
>-th eøecti=e and eăc-ent <se of do1estic and e?ternal 
reso<rcesW

�W H<1an reso<rces g eW+W ade7<ate recr<-t1entT tra-n-n+T 
de6lo@1ent and retention of health 6ersonnelW

�W 	ssential health -nfrastr<ct<re g eW+W f<nctional health fac-l-ties 
>ell-e7<-66ed to del-=er antic-6ated ser=-cesW

¤W 	ssential 1ed-c-nes and co11od-ties g eW+W 7<al-t@ ass<rance 
and 1eas<res to 1a-nta-n s<66l-es at re7<-red le=elsW

�W �er=-ce e7<-t@T access-b-l-t@ and 7<al-t@ g eW+W adolescentsZ 
health ser=-ces de)ned b@ le=el of health ser=-ce del-=er@ 
(6r-1ar@T secondar@T tertiar@)W

¥W �o11<n-t@ ca6ac-t@ and en+a+e1ent g eW+W co11<n-t@ 
en+a+e1ent -n learn-n+ 6ro+ra11es to -ncrease health 
l-terac@ and caresee0-n+ beha=-o<rsW

�W Acco<ntab-l-t@ g eW+W ann<al -nde6endent national and 
s<bnational adolescentsZ health c health sector re=-e>W

��W 	1er+enc@ leadersh-6 and +o=ernanceU health >or0forceU 
1ed-cal 6rod<ctsT =acc-nes and technolo+@U health 
-nfor1ationU health )nanc-n+U and ser=-ce del-=er@ g eW+W 
e1er+enc@ 1ed-cal ser=-ces s@ste1 and 1ass-cas<alt@ 
1ana+e1entW

C. Multisectoral interventions
Finance and social protection
�W �ed<ce 6o=ert@T -ncl<d-n+ thro<+h the <se of +ender- and 

ch-ld-sens-ti=e cash transfer 6ro+ra11es des-+ned to -16ro=e 
healthW

�W 
16le1ent soc-al 6rotection and ass-stance 1eas<res ens<r-n+ 
access for adolescentsW

�W �tren+then access to health -ns<rance to decrease the 
-16act of catastro6h-c o<t-of-6oc0et health s6end-n+T and to 
-ns<rance related to other essential ser=-ces and +oodsW

Education
�W 	nable +-rls and bo@s to co16lete 7<al-t@ 6r-1ar@ and 

secondar@ ed<cationT -ncl<d-n+ b@ re1o=-n+ barr-ers that 
s<66ress de1and for ed<cationW

�W 	ns<re access to ed<cation -n h<1an-tar-an seষn+s and -n 
1ar+-nal-Aed and hard-to-reach areasT -ncl<d-n+ for -nd-=-d<als 
>-th d-sab-l-tiesW

Gender
¤W �ro1ote >o1enZs soc-alT econo1-c and 6ol-tical 6artic-6ationW
�W 	nforce le+-slation to 6re=ent =-olence a+a-nst >o1en and 

+-rls and ens<re an a66ro6r-ate res6onse >hen -t occ<rsW
¥W �ro1ote +ender e7<al-t@ -n dec-s-on-1a0-n+ -n ho<seholdsT 

>or06laces and co11<n-ties and at national le=elW
�W �re=ent d-scr-1-nation a+a-nst >o1en -n co11<n-tiesT 

ed<cationT 6ol-ticalT econo1-c and 6<bl-c l-feW

Protection: registration, law and justice
��W �tren+then s@ste1s to re+-ster e=er@ b-rthT death and ca<se of 

death and to cond<ct death a<d-tsW
��W �ro=-de 6rotection ser=-ces for adolescents that are a+e- and 

+ender-a66ro6r-ateW
��W 	stabl-sh and enact a le+al fra1e>or0 for 6rotectionT ens<r-n+ 

<n-=ersal access to le+al ser=-ces (-ncl<d-n+ to re+-ster h<1an 
r-+hts =-olations and ha=e reco<rse to re1ed-al action a+a-nst 
the1)W

Water and sanitation
��W �ro=-de <n-=ersal access to safel@ 1ana+edT aøordable and 

s<sta-nable dr-n0-n+ >aterW
��W 
n=est -n ed<cation on the -16ortance of safel@ 1ana+ed 

>ater <se and -nfrastr<ct<re -n ho<seholdsT co11<n-tiesT 
schools and health fac-l-tiesW

��W �ro=-de <n-=ersal access to -16ro=ed san-tation fac-l-ties and 
h@+-ene 1eas<res and end o6en defecationW

�¤W 	nco<ra+e -16le1entation of san-tation safet@ 6lansW

Agriculture and nutrition
��W 	nhance food sec<r-t@T es6ec-all@ -n co11<n-ties >-th a h-+h 

6o=ert@ and 1ortal-t@ b<rdenW
�¥W �rotectT 6ro1ote and s<66ort o6ti1al n<tr-tionT -ncl<d-n+ 

le+-slation on 1ar0etin+ of breast 1-l0 s<bstit<tes and of 
foods h-+h -n sat<rated fatsT trans-faħ@ ac-dsT s<+ars or saltW
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Appendix III. 
WHO region and country income status as used in the 2015 Global Health Estimates

Appendix II. (continued)
The Global Strategy’s broader interventions that are important to adolescent health 

Environment and energy
��W �ed<ce ho<sehold and a1b-ent a-r 6oll<tion thro<+h the 

-ncreased <se of clean ener+@ f<els and technolo+-es -n the 
ho1e (for coo0-n+T heatin+T l-+htin+)W

��W �a0e ste6s to 1-ti+ate and ada6t to cl-1ate chan+es that 
aøect the health of adolescentsW

��W 	l-1-nate non-essential <ses of lead (eW+W -n 6a-nt) and 1erc<r@ 
(eW+W -n health care and artisanal 1-n-n+) and ens<re the safe 
rec@cl-n+ of lead- or 1erc<r@-conta-n-n+ >asteW

��W �ed<ce a-r 6oll<tion and cl-1ate e1-ss-ons and -16ro=e +reen 
s6aces b@ <s-n+ lo>-e1-ss-ons technolo+@ and rene>able 
ener+@W

Labour and trade
��W 	?6and o66ort<n-ties for 6rod<cti=e e16lo@1entW
��W 	ns<re +ender e7<al-t@W
��W 	nforce decent >or0-n+ cond-tionsW
�¤W �ro=-de entitle1ents for 6arental lea=e and for ch-ldcare for 

>or0-n+ 6arentsT and 6ro1ote -ncenti=es for *e?-ble >or0 
arran+e1ents for 1en and >o1enW

��W �etect and s@ste1aticall@ el-1-nate ch-ld labo<rW
�¥W �reate a 6os-ti=e en=-ron1ent for b<s-ness and trade >-th 

re+<lations to 6rotect and 6ro1ote the health and >ell-be-n+ 
of -nd-=-d<als and 6o6<lationsW

Infrastructure, information and communication technologies 
and transport
��W �<-ld health-enabl-n+ <rban en=-ron1ents for adolescentsT 

thro<+h -16ro=ed access to +reen s6aces and >al0-n+ and 
c@cl-n+ net>or0s that oøer ded-cated trans-tT safe 1ob-l-t@ and 
6h@s-cal acti=-t@W

��W �e=elo6 health@T ener+@-eăc-ent and d<rable ho<s-n+ that 
-s res-l-ent to e?tre1es of heat and coldT stor1sT nat<ral 
d-sasters and cl-1ate chan+eW

��W 	ns<re that ho1eT >or0 and le-s<re s6aces are access-ble to 
adolescents >-th d-sab-l-tiesW

��W 	ns<re ade7<ate healthT ed<cation and >or0 fac-l-ties and 
-16ro=e access b@ b<-ld-n+ roadsW

��W �ro=-de safe trans6ortation to healthT ed<cation and >or0 
fac-l-tiesT -ncl<d-n+ d<r-n+ e1er+enc-esW

��W 
16ro=e access to -nfor1ation and co11<n-cation 
technolo+-esT -ncl<d-n+ 1ob-le 6honesW

��W 
16ro=e road safet@T -ncl<d-n+ thro<+h 1andator@ >ear-n+ of 
seat-belts and c@cle and 1otorc@cle hel1etsW

�¤W 
16ro=e re+<lation and co16l-ance of dr-=ersT -ncl<d-n+ 
-ntrod<ction of a +rad<ated dr-=-n+ l-cence that restr-cts 
dr-=-n+ o6tions for -ne?6er-enced dr-=ersW

WHO AFRICAN REGION LMICS

Algeria

Angola

Benin

Botswana

Burkina Faso

Burundi

Cabo Verde

Cameroon

Central African Republic

Chad

Comoros

Congo

Côte d'Ivoire

Democratic Republic of the Congo

Eritrea

Ethiopia

Gabon

Gambia

Ghana

Guinea

Guinea-Bissau

Kenya

Lesotho

Liberia

Madagascar

Malawi

Mali

Mauritania

Mauritius

Mozambique

Namibia

Niger

Nigeria

Rwanda

Sao Tome and Principe

Senegal

Seychelles

Sierra Leone

South Africa

South Sudan

Swaziland

Togo

Uganda

United Republic of Tanzania

Zambia

Zimbabwe

WHO AMERICAS REGION LMICS

Argentina

Belize

Bolivia (Plurinational State of)

Brazil

Colombia

Costa Rica

Cuba

Dominica

Dominican Republic

Ecuador

El Salvador

Grenada

Guatemala

Guyana

Haiti

Honduras

Jamaica

Mexico

Nicaragua

Panama

Paraguay

Peru

Saint Lucia

Saint Vincent and the Grenadines

Suriname

Venezuela (Bolivarian Republic of)
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WHO EASTERN MEDITERRANEAN REGION LMICS

Afghanistan

Djibouti

Egypt

Iran (Islamic Republic of)

Iraq

Jordan

Lebanon

Libya

Morocco

Pakistan

Somalia

Sudan

Syrian Arab Republic

Tunisia

West Bank and Gaza Strip

Yemen

WHO SOUTH-EAST ASIA REGION LMICS

Bangladesh

Bhutan

Democratic People's Republic of Korea

India

Indonesia

Maldives

Myanmar

Nepal

Sri Lanka

Thailand

Timor-Leste

WHO WESTERN PACIFIC REGION LMICS

Cambodia

China

Cook Islands

Fiji

Kiribati

Lao People’s Democratic Republic

Malaysia

Marshall Islands

Micronesia (Federated States of)

Mongolia

Nauru

Niue

Palau

Papua New Guinea

Philippines

Samoa

Solomon Islands

Tonga

Tuvalu

Vanuatu

Viet Nam

ALL HICS WHO REGION

Andorra European

Antigua and Barbuda Americas

Australia Western Pacific

Austria European

Bahamas Americas

Bahrain Eastern Mediterranean

Barbados Americas

Belgium European

Brunei Darussalam Western Pacific

Canada Americas

Chile Americas

Croatia European

Cyprus European

Czech Republic European

Denmark European

Equatorial Guinea African

Estonia European

Finland European

France European

Germany European

Greece European

Iceland European

Ireland European

Israel European

Italy European

Japan Western Pacific

Kuwait Eastern Mediterranean

Latvia European

WHO EUROPEAN REGION LMICS

Albania

Armenia

Azerbaijan

Belarus

Bosnia and Herzegovina

Bulgaria

Georgia

Hungary

Kazakhstan

Kyrgyzstan

Montenegro

Republic of Moldova

Romania

Serbia

Tajikistan

The former Yugoslav Republic of 
Macedonia

Turkey

Turkmenistan

Ukraine

Uzbekistan

ALL HICS WHO REGION

Lithuania European

Luxembourg European

Malta European

Monaco European

Netherlands European

New Zealand Western Pacific

Norway European

Oman Eastern Mediterranean

Poland European

Portugal European

Puerto Rico Americas

Qatar Eastern Mediterranean

Republic of Korea Western Pacific

Russian Federation European

Saint Kitts and Nevis Americas

San Marino European

Saudi Arabia Eastern Mediterranean

Singapore Western Pacific

Slovakia European

Slovenia European

Spain European

Sweden European

Switzerland European

Trinidad and Tobago Americas

United Arab Emirates Eastern Mediterranean

United Kingdom European

United States of America Americas

Uruguay Americas

Appendix III. (continued)
WHO region and country income status as used in the 2015 Global Health Estimates
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Appendix IV. 
List of country case studies of adolescent health interventions or programmes

Section 3:
�ase st<d@ �W 
nd-aZs national 1enstr<al h@+-ene 1ana+e1ent 
6ro+ra11e for r<ral adolescent +-rls
�ase st<d@ �W �ha-landZs dr-=-n+ ed<cation and tra-n-n+ 
6ro+ra11es for @o<n+ no=-ce 1otorc@cle dr-=ers
�ase st<d@ �W �raA-lZs 6ro+ra11e to red<ce alcohol-related 
=-olence a1on+ h-+h-r-s0 @o<th
�ase st<d@ �W �-cara+<aZs =o<cher 6ro+ra11e to -ncrease access 
to se?<al and re6rod<cti=e health care a1on+ <nderser=ed 
adolescents
�ase st<d@ �W �oAa1b-7<eZs 6eer s<66ort +ro<6s to 6ro1ote 
treat1ent adherence a1on+ adolescents l-=-n+ >-th H
�
�ase st<d@ ¤W �an+ladeshZs co11<n-t@ -n-tiati=es to sto6 o6en 
defecation
�ase st<d@ �W �he �e6<bl-c of �oreaZs 6ro1otion of health@ d-ets 
thro<+h schools
�ase st<d@ ¥W �h<tanZs 6ro/ect to enhance s0-lls and ca6ac-ties of 
6arents of adolescents
�ase st<d@ �W �o<th 1entor-n+ and co<nsell-n+ d<r-n+ a 6rotracted 
cr-s-s -n the �est �an0 and GaAa �tr-6

Section 4:
�ase st<d@ ��W  a1b-aZs adolescent health s-t<ation anal@s-s and 
strate+-c 6lan
�ase st<d@ ��W �cotlandZs action fra1e>or0 and 6ol-c@ landsca6e 
anal@s-s to -16ro=e @o<n+ 6eo6leZs health
�ase st<d@ ��W �on+ol-aZs adolescent health s-t<ation anal@s-s and 
6ro+ra11e 6r-or-t@ seষn+
�ase st<d@ ��W �h<tanZs co16rehens-=e national adolescent 
health 6ro+ra11-n+

Section 5:
�ase st<d@ ��W 	n+landZs teena+e 6re+nanc@ strate+@
�ase st<d@ ��W �he ��AZs e?6ans-on of 1-norsZ access to ��
 
ser=-ces
�ase st<d@ �¤W �he �e6<bl-c of �oldo=aZs address-n+ of 
adolescent health and de=elo61ent -n state 1ed-cal <n-=ers-t@ 
c<rr-c<la
�ase st<d@ ��W Ar+entinaZs national 6ro+ra11e for -nte+rated 
adolescent health
�ase st<d@ �¥W �>andaZs co16rehens-=e school health 6ol-c@
�ase st<d@ ��W �he �ahel re+-onZs -n-tiati=es to e16o>er +-rls

Section 6:
�ase st<d@ ��W �o<th Afr-caZs e=al<ation of standards to -16ro=e 
the 7<al-t@ of adolescent ser=-ces -n cl-n-cs

Annex 3:
�ase st<d@ A�W�W 	+@6tZs @o<th-fr-endl@ health ser=-ces and health 
ed<cation -n schools
�ase st<d@ A�W�W  -1bab>eZs @o<th-fr-endl@ health ser=-ces to 
red<ce <n-ntended 6re+nanc-es
�ase st<d@ A�W�W �he 
sla1-c �e6<bl-c of 
ranZs school 1ental 
health 6ro1otion 6ro/ect
�ase st<d@ A�W�W �>edenZs national 6ro+ra11e to 6ro=-de school 
1eals to all st<dents
�ase st<d@ A�W�W �raA-lZs e?6er-ence >-th c<rr-c<l<1-based se? 
ed<cation -n schools
�ase st<d@ A�W¤W �raA-lZs -16ro=e1ent of road safet@ le+-slation
�ase st<d@ A�W�W 
ra7Zs 6ost-con*-ct -nno=ati=e e1er+enc@ 
1ed-cal ser=-ces
�ase st<d@ A�W¥W �-et �a1Zs 6ro1otion of ch-ld 1otorc@cle  
hel1et <se
�ase st<d@ A�W�W �olo1b-aZs <6+rad-n+ of lo>--nco1e <rban 
ne-+hbo<rhoods
�ase st<d@ A�W��W �he �<ss-an 
ederationZs 1entor-n+ 6ro+ra11e
�ase st<d@ A�W��W �he for1er ����Zs str-ct alcohol re+<lation
�ase st<d@ A�W��W �he ��AZs ho1e =-s-ts to 6re=ent ra6-d re6eat 
adolescent 6re+nanc-es
�ase st<d@ A�W��W �o<th Afr-caZs red<ced a+e of consent for H
� 
testin+
�ase st<d@ A�W��W �a1-b-aZs stren+thened l-n0a+e of testin+ and 
s<66ort ser=-ces for adolescents l-=-n+ >-th H
�
�ase st<d@ A�W��W �he �n-ted �e6<bl-c of �anAan-aZs dro6--n 
centre for @o<n+ 6eo6le >ho sell se? or -n/ect dr<+s
�ase st<d@ A�W�¤W �e6alZs a66roach to -16ro=ed food h@+-ene
�ase st<d@ A�W��W �a<r-tan-aZs -16ro=e1ent of >ater 7<al-t@T 
san-tation and h@+-ene -n =<lnerable schools
�ase st<d@ A�W�¥W �a6<a �e> G<-neaZs school �A�H fac-l-ties 
des-+ned b@ adolescent +-rls
�ase st<d@ A�W��W �a1oaZs fa1-l@ 6ro+ra11e to -16ro=e health 
and co1bat nonco11<n-cable d-seases
�ase st<d@ A�W��W �a0-stanZs 6ro1otion of 6h@s-cal acti=-t@ for 
+-rls
�ase st<d@ A�W��W �osta �-caZs l-fe-s0-lls 6ro+ra11e to 6re=ent 
adolescent alcohol and tobacco <se �ase st<d@ A�W��W �e> 
 ealandZs 1<ltisectoral 6ro+ra11es to red<ce s<-c-de a1on+ 
or- @o<thࢵ�
�ase st<d@ A�W��W �r- �an0aZs tar+eted 6estic-de bans
�ase st<d@ A�W��W Hon+ �on+Zs (�h-na �A�) -n-tiati=es to 6re=ent 
s<-c-de a1on+ @o<th and ad<lts
�ase st<d@ A�W��W �-+er-aZs safe s6aces for +-rls and >o1en 
d-s6laced b@ the 1-l-tant +ro<6 �o0o Hara1
�ase st<d@ A�W�¤W �ala>-Zs @o<th cl<bs for adolescent +-rls and 
bo@s d-s6laced b@ *oods
�ase st<d@ A�W��W 	th-o6-aZs ref<+ee ca16 d-str-b<tion of 
1enstr<al h@+-ene 0-ts to 6ro1ote +-rlsZ school aħendance

Annex 5:
�ase st<d@ A�W�W �e6alZs trans-tion fro1 6ro/ects to a national 
adolescent se?<al and re6rod<cti=e health 6ro+ra11e
�ase st<d@ A�W�W �he ��AZs school health ser=-ces 6ro+ra11e
�ase st<d@ A�W�W �ort<+alZs health@ schools 6ro+ra11e
�ase st<d@ A�W�W �<r0e@Zs 1<lti-sectoral action on dr<+ 
de6endence
�ase st<d@ A�W�W �-erra �eoneZs -n=ol=e1ent of ch-ldren -n a tr<th 
and reconc-l-ation co11-ss-on
�ase st<d@ A�W¤W Ar+entinaZs 1<n-c-6al b<d+etin+ for @o<th 
6artic-6ation
�ase st<d@ A�W�W �o<th =-olence red<ctionT �edellÐnT �olo1b-a
�ase st<d@ A�W¥W �ala>-Zs cash transfer sche1e as a =eh-cle to 
ach-e=e 6<bl-c health ob/ecti=es
�ase st<d@ A�W�W �o<th Afr-caZs national 6ol-c@ on -nfor1ed 
consent for testin+ ch-ldren for H
�
�ase st<d@ A�W��W �@r+@AstanZs @o<th-centred care
�ase st<d@ A�W��W �oroccoZs national 6ro+ra11e for school and 
<n-=ers-t@ health
�ase st<d@ A�W��W 
nd-aZs contractin+ o<t of re6rod<cti=e and ch-ld 
health ser=-ces thro<+h the �other �G� �che1e
�ase st<d@ A�W��W �<ltico<ntr@ 1ob-le 6hone +a1es to create 
H
�cA
�� a>areness -n As-a and Afr-ca
�ase st<d@ A�W��W A<stral-aZs H�� =acc-nation 6ro+ra11e
�ase st<d@ A�W��W �h-leZs national 6ro+ra11e for -nte+rated 
adolescent and @o<th health
�ase st<d@ A�W�¤W �he �ard-ø �odel of =-olence 6re=ention
�ase st<d@ A�W��W A<stral-aZs 1ental health and res-l-ence 
c<rr-c<l<1 for 6arentsT teachersT and st<dents
�ase st<d@ A�W�¥W �cotlandZs @o<th 6re+nanc@ and 6arenthood 
strate+@ +o=ernance
�ase st<d@ A�W��W �oAa1b-7<eZs 1<ltisectoral adolescent se?<al 
and re6rod<cti=e health 6ro+ra11e
�ase st<d@ A�W��W �0ra-neZs school-based s<bstance-<se-
6re=ention c<rr-c<la
�ase st<d@ A�W��W �ordanZs res6onse to ch-ld 1arr-a+e a1on+ 
�@r-an ref<+ees
�ase st<d@ A�W��W �o<th Afr-caZs 6artic-6ator@T sa1e-se? health 
ed<cation 6ro+ra11e
�ase st<d@ A�W��W 	l �al=adorZs -ntersectoral e?6er-ence -n the 
e16o>er1ent of adolescent +-rls
�ase st<d@ A�W��W A<stral-aZs +o=ern1ent f<nd-n+ of 6os-ti=e 
de=elo61ent a66roaches -n 6ro+ra11-n+
�ase st<d@ A�W��W �-ber-aZs sec<re f<nd-n+ for 6r-or-t@ 
-nter=entions for adolescent health

Annex 6:
�ase st<d@ A¤W�W �-th<an-aZs <se of ro<tine data to 1on-tor the 
eøect of a �ear of �obr-et@
�ase st<d@ A¤W�W 	n+landZs 1on-tor-n+ and e=al<ation of -ts 
national teena+e 6re+nanc@ strate+@
�ase st<d@ A¤W�W 
nd-aZs e=al<ation of an adolescent se?<al and 
re6rod<cti=e health ser=-ces 6ro/ect
�ase �t<d@ A¤W�W 
nd-aZs adolescent-fr-endl@ health ser=-cesV a 
re=-e> of �� @ears of e=al<ation research
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�W  	�	�W �he +lobal strate+@ for >o1enZsT ch-ldrenZs and 
adolescentsZ health (���¤g����)W �e> �or0U ����W (hħ6Vcc
>>>W>hoW-ntc61nchc1ed-ace=entsc����c+si���¤i��W6df)W

�W  	�	�T �H�W �6erational fra1e>or0 for the +lobal strate+@ for 
>o1enZsT ch-ldrenZs and adolescentsZ healthW �e> �or0U ���¤W 
(hħ6Vcc>>>W>hoW-ntcl-fe-co<rsec6artnersc+lobal-strate+@ce>ec-
o6erational-fra1e>or0cenc)W

�W  	�	�W 
nd-cator and 1on-tor-n+ fra1e>or0 for the +lobal 
strate+@ for >o1enZsT ch-ldrenZs and adolescentsZ healthW �e> 
�or0U ���¤W (hħ6Vcc>>>W>hoW-ntcl-fe-co<rsec6<bl-cationsc+s-

nd-cator-and-1on-tor-n+-fra1e>or0W6df)W

�W  �6adh@a@ �W 	ns<r-n+ 1ean-n+f<l ch-ld and @o<th 6artic-6ation 
-n the )+ht a+a-nst co11erc-al se?<al e?6lo-tation of ch-ldrenV 
�he 	��A� e?6er-enceU ���� (hħ6Vcc>>>Wec6atWor+c>6-
contentc<6loadsc���¤c��cc@6-re6ort-ens<r-n+-1ean-n+f<l-i
en+W6df)W

�W  �o<th�etT 
a1-l@ Health 
nternationalT Ad=ocates for 
�o<thW �o<th 6artic-6ation +<-deV assess1entT 6lann-n+T 
and -16le1entationW Arl-n+tonU ����W (hħ6sVcc>>>W
ad=ocatesfor@o<thWor+c6<bl-cationsc6<bl-cations-a-Ac�¤��-
@o<th-6artic-6ation-+<-de-assess1ent-6lann-n+-and-
-16le1entation)W

¤W  �

�g��� �o<th �or0-n+ Gro<6W �o<th 6artic-6ation -n 
de=elo61entV a +<-de for de=elo61ent a+enc-es and 6ol-c@ 
1a0ersW �ondonU ���� (hħ6Vccrestlessde=elo61entWor+c)lec
@o<th-6artic-6ation--n-de=elo61ent-6df)W

�W  
rench �T �haħachar@a �T �len-0 �W �o<th en+a+e1ent -n 
de=elo61entV eøecti=e a66roaches and action-or-ented 
reco11endations for the )eldW ��A
�V �ash-n+ton ��U ����W 
(hħ6Vcc6dfW<sa-dW+o=c6dfidocsc6a��/6¤sW6df)W

¥W  �H�T ��A
��W Global standards for 7<al-t@ health-care 
ser=-ces for adolescentsW A +<-de to -16le1ent a standards-
dr-=en a66roach to -16ro=e the 7<al-t@ of health-care ser=-ces 
for adolescentsW Gene=aU ����W (hħ6Vcca66sW>hoW-ntc-r-sc
b-tstrea1c��¤¤�c�¥����c�c��¥����������i=ol�ien+W6df)W

�W  �H�W Global fra1e>or0 for accelerated action for the health 
of adolescents (AA-HA! fra1e>or0)V res<lts of the )rst ro<nd 
of cons<ltations g e?ec<ti=e s<11ar@W Gene=aU ���¤W (hħ6Vcc
>>>W>hoW-ntc1aternalich-ldiadolescentcto6-cscadolescencec
fra1e>or0-cons<ltation-re6ortcenc)W

��W  �H�H�W �on=ention on the r-+hts of the ch-ldW �e> �or0U 
��¥�W (hħ6Vcc>>>WohchrWor+cenc6rofess-onal-nterestc6a+esc
crcWas6?)W

��W  �n-ted �ations 	cono1-c and �oc-al �o<nc-lW General 
co11ent �oW �� (���¤) on the r-+ht to se?<al and 
re6rod<cti=e healthT (article �� of the 
nternational �o=enant 
on 	cono1-cT �oc-al and �<lt<ral �-+hts)W �o11-ħee on 
	cono1-cT �oc-al and �<lt<ral �-+htsW (	c�W��cG�c��U hħ6Vcc
tb-nternetWohchrWor+cila@o<tsctreat@bod@e?ternalcdo>nloadW
as6?Ss@1bolno�eccW��c+cc��{lan+�en)W

��W  �n-ted �ations �o11-ħee on the �-+hts of the �h-ldW General 
co11ent �oW �� (���¤) on the -16le1entation of the r-+hts 
of the ch-ld d<r-n+ adolescenceW (���c�cG�c��U hħ6Vcc>>>W
ref>orldWor+cdoc-dc�¥�dad�d�Wht1l)W

��W  �n-ted �ations �o11-ħee on the �-+hts of the �h-ldW 
General co11ent �oW �� (����)T on the r-+ht of the ch-ld to 
the en/o@1ent of the h-+hest aħa-nable standard of healthW 
(���c�cG�c��U hħ6sVcc>>>Weach-for-s-c0-ch-ldrenWor+c
-1a+esc����c+eneralico11entinoi��ir-+htiofich-lditoi
healthi-i��ia6r-l-�W6df)W

��W  �n-ted �ations �o11-ħee on the �-+hts of the �h-ldW General 
co11ent �oW �� (����) on the r-+ht of the ch-ld to ha=e h-s or 
her best -nterests ta0en as a 6r-1ar@ cons-derationW (���c�c
G�c��U hħ6Vcc>>>�WohchrWor+cen+l-shcbod-esccrccdocsc+cc
crcici+ci��ien+W6df)W

��W  �n-ted �ations �o11-ħee on the �-+hts of the �h-ldW 
General �o11ent �oW �� (����)T on the r-+ht of the 
ch-ld to be heardW (���c�cG�c��U hħ6Vcctb-nternetW
ohchrWor+cila@o<tsctreat@bod@e?ternalcdo>nloadW
as6?Ss@1bolno�crc¦�fc¦�f+c¦�f��{lan+�en)W

�¤W  �n-ted �ations �o11-ħee on the �-+hts of the �h-ldW
General co11ent �oW � (����) on adolescent health and 
de=elo61ent -n the conte?t of the �on=ention on the �-+hts 
of the �h-ldW (���cG�c����c�U  hħ6Vcc>>>Wref>orldWor+c
doc-dc���¥¥��f�Wht1l)W

��W  �n-ted �ations General Asse1bl@W 
nternational �on=ention 
on the �rotection of the �-+hts of All �-+rant �or0ers and 
�e1bers of the-r 
a1-l-esW �e> �or0U ����W (Ac�	�c��c��¥U 
hħ6Vcc>>>Wref>orldWor+cdoc-dc�ae¤b��¥�Wht1l)W

�¥W  �n-ted �ations General Asse1bl@W �n-=ersal �eclaration of 
H<1an �-+htsW �e> �or0U ���¥W (hħ6Vcc>>>WohchrWor+cenc
<dhrcdoc<1entsc<dhritranslationscen+W6df)W
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