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Addressing adolescent 
sexual and reproductive 
health in a complex 
world  
Adolescents and their sexual and repro-
ductive health needs are in the global 
health spotlight. Today’s adolescents—
those 10 to 19 years of age (see box on 
page 2)—are remarkable for their numbers 
alone. There were 1.2 billion adolescents in 
the world in 2009, with projections for the 
cohort size to continue to grow until 2050.1 
Despite the perception that adolescence is 
a time of good health, many adolescents 
in lower- and middle-income countries—
particularly girls—are at disproportionate 
risk for early pregnancy and its associated 
risks, unsafe abortion, HIV infection, and 
exposure to sexual violence. These risks 
are exacerbated by biological and cultural 
factors, including pervasive gender 
inequalities.

To address these risks, global health 
organizations and other advocates are 
calling for increased investments in adoles-
cent sexual and reproductive health.2–6 
Because the formation of health behav-
iors begins at an early age, investing in 
programs that help adolescents develop the 
skills and knowledge to protect their health 

has the potential for significant long-term 
impact.7 It is also seen as important to the 
overall health of communities, social and 
economic development,8 and the achieve-
ment of global health goals.

The economic implications of investing 
in adolescent sexual and reproductive 
health are striking, particularly for girls 
who are disproportionately affected by 
poor health outcomes. A recent World 
Bank report quantified the opportunity 
cost of girls’ exclusion from productive 
employment due to factors like early 
school dropout and teenage pregnancy. 
The lifetime cost of adolescent pregnancy 
of the current cohort of girls aged 15 to 
19, as a share of annual gross domestic 
product (GDP), ranges from 1 percent 
in China to 30 percent in Uganda.9 This 
economic impact is also intergenerational, 
with poor reproductive health outcomes 
in one generation adversely affecting the 
economic well-being of the next.10 

This issue of Outlook provides an over-
view of the sexual and reproductive health 
needs of adolescents, gives examples of 
different approaches to addressing those 
needs, and highlights some of the most 
intractable challenges.

Adolescents: a diverse group 
with complex needs
The ten-year age range of adolescents 
makes them a heterogeneous group, 
with the sexual and reproductive health 
concerns of a 10-year-old likely very 
different from those of a 19-year-old. 
Likewise, the concerns of girls can be 
substantially different from those of boys 
and can vary widely both between and 
within regions. Certain groups of adoles-
cents may be exceptionally vulnerable to 
adverse reproductive health outcomes and 
may be particularly hard to reach due to 
social marginalization, including adoles-
cents who are married, not in school, sex 
workers or involved in transactional sex 
with older men, living with HIV, males 
who have sex with males, displaced 
populations, disabled adolescents, and in 
conflict situations. 

The physical, cognitive, and emotional 
immaturity of adolescents can increase 
their risk and severity of adverse sexual 
and reproductive health outcomes 
compared with adults. In addition, adoles-
cents may face more sexual and repro-
ductive health challenges due to harmful 
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Adolescence is the period of 
time between the onset of puberty 
and adulthood, generally defined 
as ranging from 10 to 19 years 
of age. Since the characteristics 
and needs of adolescents vary 
enormously over this time span, 
adolescence is often further broken 
down into early adolescence, from 
10 to 14, and late adolescence, 
from 15 to 19. 

Adolescence is a time of remark-
able physical and social change. 
Both girls and boys experience 
sexual maturation as well as signif-
icant cognitive changes during this 
period, including the development 
of logical and abstract thinking 
skills. In addition, susceptibility 
to peer pressure and risk-taking 
behavior peak and then gradually 
taper during adolescence; new 
research on brain development has 
given us more insight into these 
factors than ever before.11 Social 
changes during adolescence can 
include transitioning out of school, 
entering the workforce, getting 
married, and having children, 
among others. 

Other terms that overlap with 
“adolescent” include “youth,” 
which generally refers to those 
15 to 24 years of age, and “young 
people,” which refers to the 
broader range of 10 to 24 years 
of age. This article focuses on the 
sexual and reproductive health 
needs of adolescents aged 10 to 
19, though the specific data and 
program examples presented may 
include overlapping age groups.

What is adolescence?
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China) were married as children 
(before age 18), with about one-third 
of these marriages actually occurring 
before age 15 (see Figure 1, page 3).1 

Child marriage increases the risk 
of HIV and sexually transmitted 
infection as well as partner violence, 
particularly when husbands are much 
older than wives. It also results in 
early childbearing and its associated 
risks for both mother and child. 

•	 Early	pregnancy: The health and 
social implications of early child-
bearing are well documented, 
including increased mortality and 
morbidity due to complications 
such as fistula and anemia, as well 
as lost educational and employ-
ment opportunities. Every year in 
developing countries there are 7.3 
million births to girls under age 18, 
the vast majority of which occur 
within marriage. Complications of 
pregnancy and childbirth result in 
70,000 deaths of adolescent girls.2 
While the adolescent birth rate has 
declined over time, it remains high, 
particularly in sub-Saharan Africa, 
at 121 births per 1,000 girls aged 
15 to 19.12 A portion of adolescent 
pregnancies are also aborted, often 
under unsafe conditions. The World 
Health Organization (WHO) esti-
mates that there were approximately 
3.2 million unsafe abortions in 2008 
among adolescents aged 15 to 19, 
with almost half of these taking place 
in African countries.13 Babies born to 
young mothers are also at risk, with 
stillbirth and death 50 percent more 
likely among babies born to teenage 
mothers than to women aged 20 to 
29.14  

•	 Family	planning	challenges: A 
contributing factor to high adoles-
cent pregnancy rates is that many 
adolescents lack access to contra-
ception or the ability to negotiate 
its use. In addition, many may have 
misperceptions or concerns about 
contraceptive side effects and their 
impact on future fertility. Sexually 
active adolescents who do not want 
to have a child soon and are not using 
contraception are considered to have 

an unmet need for contraception; 
this applies to 68 percent of sexu-
ally active 15- to 19-year-old girls in 
South Central and Southeast Asia and 
sub-Saharan Africa, and 48 percent in 
Latin America and the Caribbean.15 
Provider reluctance to supply contra-
ception to adolescents; community 
perceptions that contraception leads 
to promiscuity; and expectations of 
early childbearing for married adoles-
cents all exacerbate this problem.

•	 HIV/STIs: Another significant threat 
to adolescent health is infection 
with HIV and other sexually trans-
mitted infections (STIs). Worldwide, 
approximately 2 million adolescents 
are living with HIV—increasingly 
including those who were infected 
at birth. Girls are disproportion-
ately affected due to their increased 
biological and social susceptibility, 
which includes having older sexual 
partners who are more likely to 
be infected and exposure to early 
and forced sex.1,16 The high burden 
of HIV infection in sub-Saharan 
Africa, which accounts for about 85 
percent of infections in adolescents 
worldwide,17 puts a strain on health 
systems, which are largely unpre-
pared to help adolescents living with 
HIV access treatment or navigate 
their desires for fulfilling sexual and 
reproductive lives. Adolescents and 
young adults under 25 years old have 
the highest rates of curable STIs, 
with 1 in 20 adolescents developing 
a new STI each year and girls having 
six times the infection rate as boys.18 
STIs may be on the rise, according to 
a review of Demographic and Health 
Surveys (DHS) data trends from 41 
countries.19 

•	 Violence: Sexual and physical 
violence from male partners is a 
serious issue for many adolescent 
girls, particularly those who are 
married (see Figure 2, page 4). 
Globally, nearly 30 percent of 15- to 
19-year-old girls have ever expe-
rienced intimate partner violence; 
rates for women aged 15 and older 
are particularly high in Africa and 
Southeast Asia. Sexual violence is 

cultural norms that limit their rights 
and create inequalities based on age and 
gender.
•	 Child	marriage: Child marriage is 

a prime example of a cultural norm 
with significant adverse reproductive 
health implications for girls. More 
than one-third of young women 
in developing countries (excluding 
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associated with increased risks of 
adolescent pregnancy, HIV/STI 
infection, induced abortion, low 
birth weight and prematurity, as well 
as other physical and mental health 
problems.20 
   Harmful traditional practices are 
another form of violence that can 
adversely affect sexual and reproduc-
tive health. Despite overall declining 
rates of female genital cutting, 
approximately 3 million girls each 
year remain at risk of undergoing 
this dangerous practice, which is 
most prevalent in Africa.

•	 Mental	health	issues: The interac-
tion between adolescent mental 
health and sexual and reproduc-
tive health is an emerging area of 
interest. Adolescents are particularly 
vulnerable to mental health issues; 
75 percent of mental health prob-
lems present before age 24, and 
50 percent present before age 14.11 
Mental health problems can arise as 
a consequence of sexual and repro-

ductive health problems, including 
morbidity related to pregnancy and 
unsafe abortion, HIV and STIs, and 
exposure to sexual violence. Mental 
health issues also can lead to adverse 
health outcomes in that they are 
associated with risky sexual behav-
iors and impaired decision-making.21  

Evidence-based program 
approaches  
Although global data show some 
improvements in adolescent sexual 
and reproductive health indicators—
including increasing age at marriage 
and declining birth rates19—targeted 
efforts are clearly still needed. 

How to best meet the health needs 
of today’s large cohort of adoles-
cents is debatable. While evidence 
from programs over the past decades 
suggests that making health services 
more responsive to adolescents’ 
particular needs and providing compre-
hensive sexuality education can have a 
positive impact on health behaviors and 

outcomes, there is controversy about 
whether these approaches alone are 
sufficient to achieve significant health 
benefits for adolescents.22

There is growing evidence supporting 
programs that address the under-
lying causes of poor health outcomes. 
Research has found that the strongest 
determinants of adolescent health are 
structural factors, such as national 
wealth, income inequality, and access to 
education, along with having safe and 
supportive families, peers, schools, and 
communities.23 Data from sub-Saharan 
Africa that show that poverty, lower 
education, and rural residence are all 
related to higher adolescent birth rates 
help to illustrate this relationship.24 
Likewise, research shows that educated 
girls are less likely to get pregnant 
as teenagers and more likely to have 
correct and comprehensive information 
about HIV and AIDS.25

Multiple, complementary program 
approaches are likely needed to meet 
the diverse sexual and reproductive 
health needs of adolescents. This section 
provides examples of three types of 
evidence-based approaches: adolescent-
friendly health services, comprehensive 
sexuality education, and multisectoral 
programs. A common strategy in all of 
these approaches is the active participa-
tion of adolescents in designing and 
implementing the programs, which 
helps ensure that they meet adolescent 
needs and foster skills and confidence 
among participants. It is important 
to note, however, that most of these 
programs have only been implemented 
on a small scale. The significant chal-
lenges of scaling up and sustaining 
programs to reach today’s large adoles-
cent population are briefly discussed in 
the next section. 

“Adolescent-friendly” services 
within health care systems
The WHO has been a strong proponent 
of strengthening the capacity of existing 
health systems to better serve adoles-
cents.26,27 Evidence suggests that efforts 
to make services more available, acces-
sible, and acceptable to adolescents can 
lead to increased use by adolescents.28 

Figure 1. More than one-third of women in the 
developing world were married as children
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Percentage of women 20 to 24 years old who were first married or in union before 
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which comparable data are not available). Regional estimates represent data 
from countries that cover at least 50% of the regional population. Data coverage 
was insufficient to calculate an average for industrialized countries.

Source: UNICEF global databases, 2011, based on Demographic Health Surveys, 
Multiple Indicator Cluster Surveys, and other national surveys, 2000–2010.1
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The activities that appear to contribute 
most to successful programs for adoles-
cents are training service providers, 
making improvements to clinics to 
increase privacy and create a more 
adolescent-friendly environment, and 
conducting activities in the community 
that help generate awareness of and 
demand for services. In addition, being 
treated with respect and ensuring confi-
dentiality are of particular importance 
to youth.30 

All of these areas were addressed in 
a program to expand youth-friendly 
services in Ethiopia. Collaborating 
with the Ministry of Health, Path-
finder International trained providers 
at 120 service delivery sites to provide 
confidential comprehensive sexual 
and reproductive health services, 
including HIV/STI counseling and 
testing; contraceptive information and 
methods; antenatal, postnatal, and 
postabortion care; and sexual abuse 
and violence counseling, treatment, 
and referral. Site assessments, which 
included youth participants, identi-
fied gaps and resulted in action plans 
to improve facilities, such as providing 
private areas for youth services. 
Community outreach included targeted 
efforts to reduce bias and stigma 
through peer-to-peer counseling as well 

products that are specially designed 
to resonate with youth. The commu-
nications component of the program 
goes far beyond traditional radio, 
television, and print venues, leveraging 
modern technology such as internet, 
cell phones, and video games to reach 
the 10- to 24-year-old target audience. 
The branded campaign is linked to a 
broad range of services designed to 
provide youth with access to sexual and 
reproductive health services, education, 
life skills training, financial literacy, and 
employment opportunities. 

Comprehensive sexuality 
education
Appropriately designed, high-quality 
comprehensive sexuality education 
programs can have a beneficial impact 
on behaviors that are likely to prevent 
unintended pregnancy, pregnancy at a 
young age, and STI infection, including 
delaying sexual initiation, decreasing 
the number of sexual partners, and 
decreasing the frequency of sexual 
intercourse.33–35 Sexuality education 
programs typically work within the 
existing educational system to provide 
both information about sexual and 
reproductive health and skills, such 
as partner communication and self-
advocacy. Some programs are also 
starting to address issues of sexual and 
reproductive rights, gender equality, 
and gender-based violence, such as the 
“It’s All One” curriculum.33,36 Fears that 
talking about sex in these programs will 
lead to increased sexual activity have 
not been borne out in research.35

Brazil’s Programa de Educação 
Afetivo-Sexual (PEAS): Um Novo Olhar 
[the Program for Sexual and Emotional 
Education: A New Perspective] adopted 
a rights-based approach that included 
information about both the risks 
and positive aspects of sexuality. The 
school-based program also emphasized 
gender equality and the development 
of adolescent decision-making and 
autonomy. Adolescents were involved 
in planning and implementing activi-
ties, which included outreach to parents 
and the local community within the 
school environment. Teacher training 

as outreach to local workplaces with 
large youth populations. Finally, the 
program promoted national, regional, 
and local policies in support of youth-
friendly services.31 

Pharmacies—which are perceived 
by adolescents as convenient, afford-
able, and anonymous—present another 
opportunity to reach adolescents 
through an established health system. 
Social marketing programs, which 
promote branded contraceptives 
and other health products as well as 
messaging to promote positive health 
behaviors, have greatly expanded 
the accessibility and affordability of 
health products through pharma-
cies and other community outlets. A 
review of these programs found that 
their cumulative effect on condom use 
could be substantial.32 Newer social 
marketing approaches are expanding 
their reach to youth through the use of 
modern communication technologies 
and branding that links products to 
larger health initiatives. For example, 
HIV Free Generation/Kenya, which is 
funded by the US Agency for Interna-
tional Development (USAID) and many 
private-sector partners, capitalizes on 
youth engagement with technology and 
popular culture to promote unified, 
branded HIV prevention messages and 

Figure 2. Married girls are at increased risk for sexual 
and physical violence 

Data from selected Demographic and Health Surveys between 2006 and 2011 
for girls aged 15 to 19 years who report ever experiencing violence from a male 
partner.29  
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was a main focus of the program, along 
with participatory interventions by 
adolescents focused on sexuality and 
reproductive health, including radio 
programs, school newspapers, and 
theatrical plays. An evaluation of the 
program found that, while there was 
no effect on age at sexual debut or 
the proportion of students who had 
ever been sexually active, participants 
were twice as likely to use a condom 
consistently with a casual partner and 
68 percent more likely to have used 
modern contraception at last inter-
course.37 

Schools are assumed to be a logical 
place to reach large numbers of 
adolescents with sexuality education 
because the existing infrastructure 
serves this audience. These programs 
do not reach out-of-school children, 
however, especially girls who may have 
no or shortened educational opportuni-
ties. To address this gap, some groups 
have reached beyond school walls to 
offer sexuality education programs 
through workplaces, youth groups, 
faith communities, and community 
resources, such as radio stations. For 
example, Ipas partnered with youth-led 
organizations in Nepal to bring sexual 
and reproductive health and rights 
education—including information 
about safe abortion— to young migrant 
factory workers. The program not only 
helped to increase participant knowl-
edge about family planning, abortion, 
and the rights of girls and women, but 
also trained a subset of participants as 
peer educators who could continue the 
education process in their communi-
ties.38  

Some programs are taking advan-
tage of adolescents’ increasing access 
to electronic media as a way to reach 
them with sexual health information. 
For example, Ipas Mexico developed 
an interactive computer game, “When 
prevention fails: How to end a preg-
nancy using medication” to help young 
people learn how to access and safely 
use misoprostol to terminate an early 
pregnancy.

Multisectoral programs that 
address the social determinants 
of health
A new generation of multisectoral 
programs are demonstrating that 
addressing the social determinants of 
health, with an emphasis on rights and 
gender equality, can have a powerful, 
bidirectional impact on sexual and 
reproductive health outcomes. These 
programs recognize that sexual and 
reproductive health is influenced 
by—and influences—other aspects of 
life, including education, employment, 
and social connection. Multisectoral 
programs do not seek to replace other 
approaches, but rather to comple-
ment them and accelerate progress by 
creating synergies between health and 
other sectors.

Within the multisectoral approach, 
momentum is growing for programs 
that focus exclusively on the needs of 
girls, particularly those who are socially 
marginalized and therefore at higher 
risk.5,6,9 Advocates for these programs 
argue that conventional health-sector 
programming often fails to acknowl-
edge inequalities that affect girls’ abili-
ties to prevent pregnancy and disease.39 
An area of particular interest is reaching 
younger girls before or as they reach 
puberty (see box, page 6). Programs for 
girls often have a strong focus on rights 
and gender equality, a component that 
may be necessary to achieve significant 
and long-term change.3,22 A number of 
multisectoral programs are also starting 
to address the critical issue of gender-
based violence, though most have yet 

to be evaluated.29 Evidence from early 
efforts to implement rights-based, 
girl-focused programs that address the 
social determinants of health show that 
these programs are making a differ-
ence.40 Given this emphasis, most of the 
following examples focus on programs 
for girls. 

BRAC’s Empowerment and Liveli-
hood for Adolescents (ELA) program in 
Uganda involved girls in an integrated 
program through community-based 
adolescent development clubs. The 
program provided safe spaces for girls 
to meet and helped them develop life 
skills and knowledge to reduce risky 
behaviors, vocational skills to help 
them establish small-scale enterprises, 
and financial literacy. The randomized 
controlled trial involved 4,800 girls and 
demonstrated positive results after two 
years, both for health-related and voca-
tional indicators. Girls participating in 
the program had increased knowledge 
about HIV and pregnancy, and sexu-
ally active participants increased their 
condom use by 13 percent. The fertility 
rate among ELA participants fell by 
three percentage points (a 28.6 percent 
decrease). Participants were also more 
likely to be engaged in an income-
generating activity than the control 
group.41 

Programs to both prevent child 
marriage and address the sexual and 
reproductive health needs of married 
adolescents are particularly important, 
as this population has typically been 
underserved.7 CARE’s TESFA project 
in Amhara, Ethiopia, has successfully 
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There is growing interest in engaging young girls—those aged 10 to 14 and even younger—in programs that address 
their health and social well-being. This is a key age for development of health beliefs and behaviors and, for many girls, 
a time when they may be still in school and not yet married or sexually active. Reaching young girls with information 
and services before or as they reach puberty can help them develop skills and community connections to successfully 
navigate the many challenges of adolescence.7,48 

Programs that focus on the needs of younger girls are showing good results. Biruh Tesfa is a Population Council “safe 
spaces” program in the urban slums of Ethiopia that involves girls as young as seven years old. Safe spaces programs 
address the needs of isolated adolescents for social support and adult mentoring. Participants, including domestic 
workers, daily manual laborers, and girls with disabilities, receive mentoring in basic literacy, life skills, financial literacy, 
and sexual and reproductive health. Vouchers for subsidized or free medical and HIV services help link girls to the 
health system. Participants in the program were twice as likely as controls to report social support, score highly on HIV 
knowledge questions, know where to be tested, and want to be tested than girls not in the program.49

Examples of other interventions that address the unique sexual and reproductive health needs of this younger popula-
tion include:  
•	 Menstrual hygiene: Many girls lack the supplies and facilities needed to manage menstruation, leaving them unable to 

attend school or work and creating social isolation. A United Nations Children’s Fund (UNICEF) program in Nepal 
used a comic book and an adolescent-focused radio show to raise awareness about menstrual hygiene and taught girls 
how to make menstrual pads as a way to generate income.50

•	 Nutrition: Being malnourished and underweight can lead to poor maternal and child health outcomes. Incorporating 
nutrition education and snacks or meals into programs for girls can help them be better prepared physically for future 
healthy pregnancies.51

•	 HPV vaccine: Another intervention for early adolescent girls is the human papillomavirus (HPV) vaccine, which 
needs to be given before girls become sexually active (boys can also receive the vaccine). Early introduction efforts 
in India, Peru, Uganda, and Vietnam have demonstrated a high acceptability for the vaccine among parents because 
it protects against cancer, with little opposition based on the fact that the disease is sexually transmitted.52 Engaging 
parents and girls in initial discussions about cervical cancer prevention, which is not viewed as controversial, may 
open channels of communication for discussion of potentially controversial topics, like sexual health. 
As more programs focus on this younger age group, programs will need to develop age-appropriate implementation 

strategies as well as research methods and protocols that are specific to this age group, including the collection of age-
disaggregated data.48

Addressing the needs of young adolescent girls
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tested one approach to reaching this 
vulnerable population. The project 
used community conversations with 
local gatekeepers, including husbands, 
in-laws, and religious leaders, as a way 
to get buy-in and identify married 
girls for the program. The pilot project 
then created safe spaces for these girls 
to meet for participant-led groups 
focused on sexual and reproductive 
health, economic empowerment, and 
other topics of interest to the commu-
nity. Participants increased their use of 
health facilities as well as their savings 
and income-generation activities.42 In 
Jamaica, the Women’s Centre has had 
longstanding success working with 
adolescent mothers to delay second 
pregnancies and return to school. The 
program provides educational support 
to help young mothers return to school 

or successfully complete their exams 
so they can receive their diploma. Girls 
also receive job skills training, such as 
chicken and fish farming, bee keeping, 
and baby clothes manufacturing. 
The program also provides nutrition 
information and lunch, nursery care, 
and counseling. Program participants 
delayed second births by an average 
of 5.5 years and were more likely to 
complete their education and establish a 
career, find jobs, and receive higher pay 
compared to girls who did not partici-
pate in the program.43

Conditional cash transfer programs 
also are drawing attention as effec-
tive ways to influence sexual health 
outcomes. These programs offer a 
cash incentive on the condition that 
the recipient complies with a desired 
behavior, such as attending school. A 

randomized program in Malawi offers 
current schoolgirls and recent dropouts 
support for school fees as well as a direct 
payment (on average $10 per month) 
as long as the girls attend school. The 
program has found significant declines 
in early marriage, teen pregnancy, and 
self-reported sexual activity. Among 
those who were not in school at base-
line, there was a 40 percent reduction in 
the marriage rate of participants versus 
controls. These participants were also 
30 percent less likely to have become 
pregnant in the past year than controls.44 
Additional studies have documented the 
effect of cash transfers on lowering rates 
of HIV and herpes simplex virus 2,45 
increasing the age of marriage46,47 and 
decreasing the total number of children 
born to program participants.46 These 
programs may be difficult to sustain 
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over time, however.
Efforts to change laws and poli-

cies that are detrimental to adoles-
cent sexual and reproductive health 
also can have significant impact. For 
instance, establishing a minimum age 
for marriage might delay first pregnan-
cies and the associated adverse health 
consequences of early childbearing.53 
Laws and policies related to legalization 
of abortion, protection from violence, 
and elimination of parental consent 
laws can also significantly affect adoles-
cent reproductive health outcomes.54

Although the emphasis of many 
donors and programs has increasingly 
been on girls, addressing the needs of 
boys is also important. Program H, 
a gender-transformative approach, 
reaches young men aged 15 to 24 in 20 
countries with a curriculum designed 
to encourage discussion and individual 
reflection about how men are social-
ized and the impact of this socializa-
tion, both positive and negative. Topics 
include sexual and reproductive health, 
HIV prevention and treatment, father-
hood, and violence, among others. 
The program has been shown to have 
a positive impact on gender attitudes, 
condom use, and self-reported STI 
symptoms.55  

Challenges moving forward
Given the complexity of factors influ-
encing adolescent sexual and reproduc-
tive health and the large number of 
adolescents who need access to infor-
mation, life skills, and services, diverse 
approaches and programs are likely 
needed to make a significant impact. 
•	 The greatest potential for improving 

health may lie in reaching	marginal-
ized	adolescents.56  Because these 
individuals are not likely to be well 
served by existing infrastructure, 
creative mechanisms will need to 
be tested to reach them. Efforts to 
engage them may need to reach 
beyond health centers and schools, 
to families (including spouses and 
mothers-in-law), traditional leaders, 
neighborhood markets, churches, 
and sources of essential supplies, 
such as water and wood. Research 

is needed, including the collection 
of age-disaggregated data, to better 
understand the health concerns and 
best ways to meet their needs.

•	 Incorporating	a	rights	and	gender-
equality	approach	and	addressing	
the	social	determinants	of	health 
are emerging as necessary strate-
gies to achieve long-term change 
in adolescent health outcomes and 
reach the most disadvantaged popu-
lations. Programs that adopt these 
approaches often address multiple 
issues—for instance, health, educa-
tion, and job skills—and are likely 
to involve government agencies 
and partners from multiple sectors. 
While such programs offer a high 
potential for effecting sustainable, 
normative change, they may be 
difficult and costly to implement and 
measure. 

•	 As emphasis shifts toward programs 
that address girls and gender issues 
more broadly, continuing	to	address	
sexual	and	reproductive	health is 
essential. One criticism of programs 
for girls has been that they some-
times fail to address sexual and 
reproductive health because it is 
viewed as too controversial by some 
donors and local stakeholders.57 

Engaging boys and men in positive 
ways to adopt positive gender norms 
and support gender equality and 
improved sexual and reproductive 
health outcomes will also be critical.7

•	 Expanding	the	size	and	reach	of	
programs—or	“scaling	up”—will 
be necessary to reach a large enough 
proportion of adolescents to make 
a significant impact on improving 
health outcomes and changing 
cultural norms. Scaling up is a 
complex process, however, requiring 
time, resources, and planning, 
which ideally should happen during 
the initial program design stages.58 
Programs that are successful on a 
pilot basis may not be as effective 
when expanded to include more 
participants, or the approaches used 
may be too complicated or costly to 
replicate on a larger scale. Key issues 
to consider in scaling up programs 

include ensuring a high quality of 
care as programs become larger, 
ensuring equality in expansion of 
services so vulnerable populations 
are not further marginalized, and 
sustaining the level of financial 
commitment that is needed to main-
tain scaled-up services.59

•	 A longstanding challenge for 
development programs has been 
ensuring	the	financial	and	technical	
sustainability	of	services once pilot 
projects and large donor-funded 
initiatives end. Strategies that can 
help reduce overall program costs 
and ensure sustainability include 
introducing programs or main-
streaming a focus on adolescents 
within existing structures, and diver-
sifying partnerships to include the 
private sector, community agencies, 
and academic institutions in addition 
to government agencies.3,60 

•	 Even with sustainability strategies 
in place, a significant and long-
term investment will be needed to 
fully address adolescent sexual and 
reproductive health needs. Directing	
continued	advocacy toward govern-
ments and donors can highlight the 
potential high yield of investing in 
adolescents.

Conclusion
As global health leaders and govern-
ments chart a course of action beyond 
the 2015 Millennium Development 
Goals, the sexual and reproductive 
health needs of today’s large population 
of adolescents must be recognized as a 
strategic priority. Strengthening health 
systems to meet adolescent sexual and 
reproductive health needs as well as 
providing comprehensive sexuality 
education programs are important 
strategies to pursue, but may not be 
sufficient to achieve long-term change. 
Multisectoral programs that address 
the social determinants of health, 
with emphasis on rights and gender 
equality have the potential to accelerate 
progress toward meeting the needs of 
adolescents, particularly those who are 
socially marginalized and therefore 
most vulnerable.



ISSN:0737-3732
Outlook is published by PATH, whose mission 
is to improve the health of people around 
the world by advancing technologies, 
strengthening systems, and encouraging 
healthy behaviors. Selected issues are 
available in Chinese, French, Hindi, 
Portuguese, Russian, and Spanish. Outlook 
features news on reproductive health issues 
of interest to developing-country readers. 
This issue is made possible with support from 
the William and Flora Hewlett Foundation. 
The opinions expressed herein do not 
necessarily reflect the views of the donor or 
individual members of the Outlook advisory 
board or PATH.

Subscriptions
Outlook is sent at no cost to readers in 
developing countries. To subscribe, please 
contact:

Outlook Editor 
PATH

Mail:  
PO Box 900922
Seattle, WA 98109 USA

Street:  
2201 Westlake Avenue, Suite 200
Seattle, WA 98121 USA 

Phone: 206.285.3500
Fax: 206.285.6619
Email: outlook@path.org

Back issues
Previous issues of Outlook are available 
online at:  
www.path.org/publications/series.php?i=3

Advisory board
Paul Blumenthal, MD, MPH, Stanford 
University,	USA	•	Lawrence	Corey,	MD,	
Fred Hutchinson Cancer Research Center, 
USA	•	Peter	J.	Donaldson,	PhD,	Population	
Council,	USA	•	Christine	Kaseba,	MD,	
University	Teaching	Hospital,	Zambia	•	
Mary	Kawonga,	MD,	University	of	the	
Witwatersrand,	South	Africa	•	Nuriye	
Ortayli, MD, MPH, United Nations Population 
Fund,	USA	•	Roberto	Rivera,	MD,	Health	
Consultant,	USA	•	Pramilla	Senanayake,	
MBBS, DTPH, PhD, Global Forum for Health 
Research,	Sri	Lanka	and	UK

Contributors
This issue was written by Elisa Wells and 
produced	by	Beth	Balderston	and	Jennifer	
Kidwell	Drake.	Outlook appreciates 
the inputs of the following experts and 
reviewers: Gwyn Hainsworth, Silvia 
Huaynoca,	Jane	Hutchings,	Jill	Keesbury,	
Miles	Kemplay,	Monica	Kothari,	Catherine	
Lane,	Janna	McDougall,	Rikka	Transgrud,	
Pawana Wienrawee, and Nancy E. 
Williamson.

Copyright © 2013, Program for Appropriate 
Technology in Health (PATH). All rights 
reserved. The material in this document 
may be freely used for educational or 
noncommercial purposes, provided 
that the material is accompanied by an 
acknowledgment line.

Printed on recycled paper.

References
1. United Nations Children’s Fund (UNICEF). Progress for Children: 

A Report Card on Adolescents. New York: UNICEF; 2012. 
2. United Nations Population Fund (UNFPA). Motherhood in Child-

hood: Facing the Challenge of Adolescent Pregnancy: State of the 
World Population. New York: UNFPA; 2013.

3. World Bank. World Development Report 2012: Gender Equality 
and Development. Washington, DC: World Bank; 2012. 

4. Lloyd CB, ed. Growing Up Global: The Changing Transitions to 
Adulthood in Developing Countries. Washington, DC: National 
Academies Press; 2004.

5. Levine R, Lloyd CB, Greene M, Grown C. Girls Count: A Global 
Investment & Action Agenda. Washington DC: Center for Global 
Development; 2008.

6. Temin M, Levine R. Start with a Girl: A New Agenda for Global 
Health. Washington DC: Center for Global Development; 2009.

7. Catino J. The Health of Vulnerable Adolescent Girls: A Strategic 
Investment for Double Return. New York: Population Council; 
2012. 

8. The Lancet (editorial). Putting adolescents at the centre of health 
and development. The Lancet. 2012;379(9826):1561. 

9. Chaaban J, Cunningham W. Measuring the Economic Gain of 
Investing in Girls: The Girl Effect Dividend. World Bank Policy 
Research Working Paper 5753. Washington DC: World Bank; 
2011.

10. Grepin K, Klugman J. Closing the deadly gap between what we 
know and what we do. Washington, DC: World Bank; 2013.

11. Sawyer SM, Afifi RA, Bearinger LH, et al. Adolescence: a founda-
tion for future health. The Lancet. 2012;379(9826):1630–1640.

12. World Health Organization (WHO). Early Marriages, Adolescent 
and Young pregnancies: Report by the Secretariat. Geneva: WHO; 
2011.

13. Shah IH, Ahman E. Unsafe abortion differentials in 2008 by 
age and developing country region: high burden among young 
women. Reproductive Health Matters. 2012;20(39):169–173.  

14. WHO. Adolescent Pregnancy: Fact Sheet 364. Geneva: WHO; 
2012. 

15. Guttmacher Institute. Facts on the Sexual and Reproductive Health 
of Adolescent Women in the Developing World. New York: Guttm-
acher Institute; 2010. 

16. Klot JF, Auerbach JD, Veronese F, et al. Greentree white paper: 
sexual violence, genitoanal injury, and HIV: priorities for 
research, policy, and practice. AIDS Research and Human Retrovi-
ruses. 2011;28(11):1379–1388.

17. Kasedde S, Luo C, McClure C, Chandan U. Reducing HIV and 
AIDS in adolescents: opportunities and challenges. Current HIV/
AIDS Reports. 2013;10(2):159–168.

18. US Centers for Disease Control (CDC) and World Bank. Sexually 
Transmitted Infections In Developing Countries: Current concepts 
and strategies on improving STI prevention, treatment, and control. 
Atlanta, GA, and Washington, DC: CDC and World Bank; 2008. 

19. Kothari M, Wang S, Head S, Abderrahim, N. Trends in Adolescent 
Reproductive and Sexual Behaviors. DHS Comparative Reports 
No. 29. Calverton, MD: ICF International; 2012.

20. WHO, London School of Hygiene and Tropical Medicine, South 
African Medical Research Council. Global and Regional Estimates 
of Violence Against Women: Prevalence and Health Effects of Inti-
mate Partner Violence and Nonpartner Sexual Violence. Geneva: 
WHO; 2013.

21. WHO and UNFPA. Mental Health Aspects of Women’s Reproduc-
tive Health: A Global Review of the Literature. Geneva and New 
York: WHO and UNFPA; 2009. 

22. McQueston K, Silverman R, Glassman A. Adolescent Fertility in 
Low- and Middle- Income Countries: Effects and Solutions. Center 
for Global Development Working Paper 295. Washington, DC: 
Center for Global Development; 2012.

23. Viner RM, Ozer EM, Denny S, et al. Adolescence and the social 
determinants of health. The Lancet. 2012;379(9826):1641–1652. 

24. UNFPA. How Universal is Access to Reproductive Health? A 
Review of the Evidence. New York: UNFPA; 2010. 

25. UNICEF. State of the World’s Children 2011. Adolesence: An Age of 
Opportunity. New York: UNICEF; 2011.

26. WHO. Strengthening the Health Sector’s Response to Adolescent 
Health and Development. Geneva: WHO; 2010.

27. WHO. Making Health Services Adolescent Friendly: Develop-
ing National Quality Standards for Adolescent-Friendly Health 
Services. Geneva: WHO; 2012. 

28. Dick B, Ferguson J, Chandra-Mouli V, Brabi L, Chatterjee S, Ross 
DA. A review of the evidence for interventions to increase young 
people’s use of health services in developing countries. In: Ross 
D, Dick B, Ferguson J, eds. Preventing HIV/AIDS in Young People: 
A Systematic Review of the Evidence from Developing Countries. 
Geneva: UNAIDS; 2006: 151–204.

29. Blanc A, Melnikas A, Chau M, Stoner M. A Review of the Evi-
dence on Multi-Sectoral Interventions to Reduce Violence Against 
Adolescent Girls. 2013.

30.  WHO. Adolescent-Friendly Health Services: An Agenda for 
Change. Geneva: WHO; 2002.

31. Asnake M, Cole CB, Hainsworth G, et al. Bringing Youth Friendly 
Services to Scale in Ethiopia. Watertown, MA: Pathfinder Interna-
tional; 2012. 

32. Sweat M, Denison J, Kennedy C, Tedrow V, O’Reilly K. Effects of 
condom social marketing on condom use in developing coun-
tries: a systematic review and meta-analysis, 1990-2010. Bulletin 
of the World Health Organization. 2012;90(8):613–622A.

33. United Nations Educational, Scientific and Cultural Organization 
(UNESCO). The International Technical Guidance on Sexuality 
Education: An evidence-informed approach for schools, teachers 
and health educators. Paris: UNESCO; 2009.

34. Ross D, Dick B, Ferguson J, eds. Preventing HIV/AIDS in Young 
People: A Systematic Review of the Evidence from Developing 
Countries. WHO Technical Report Series 938. Geneva: WHO; 
2006.

35. Kirby DB, Laris BA, Rolleri LA. Sex and HIV educa-
tion programs: their impact on sexual behaviors of young 
people throughout the world. Journal of Adolescent Health. 
2007;40(3):206–217.

36. International Sexuality and HIV Curriculum Working Group. It’s 
All One Curriculum: Guidelines and Activities for a Unified Ap-
proach to Sexuality, Gender, HIV, and Human Rights. New York: 
Population Council; 2011.

37. Andrade HH, de Mello MB, Sousa MH, Makuch MY, Bertoni N, 
Faúndes A. Changes in sexual behavior following a sex education 
program in Brazilian public schools. Cadernos de Saúde Pública. 
2009;25(5):1168–1176. 

38. Ipas. Empowering Women Workers Though Youth-led Education 
on Reproductive Health and Safe Abortion in Nepal. Chapel Hill, 
NC: Ipas; 2013. 

39. Bruce J, Temin M, Hallman K. Evidence-Based Approaches 
to Protecting Adolescent Girls at Risk of HIV. AIDSTAR-One 
Spotlight on Gender. Washington, DC: USAID; 2012.

40. Hallman K, Stoner M, Chau M, Melnikas AJ. A Review of Control-
Comparison Interventions on Girls and Health in Low and Middle-
Income Countries. Beaverton, OR: Girleffect.org; 2013.

41. Bandiera O, Buehren N, Burgess R, et al. Empowering Adolescent 
Girls: Evidence from a Randomized Control Trial in Uganda. 
Washington, DC: World Bank; 2013.

42. Tassew F, Edmeades J. Reaching recently married adolescents 
with family planning programming: Lessons from the TESFA 
Project in Amhara, Ethiopia. Presented at: 2011 International 
Conference on Family Planning, November 30, 2011; Dakar.

43. McNeil P. Women’s Centre Jamaica: Preventing Second Adolescent 
Pregnancies by Supporting Young Mothers. Watertown, MA: 
Pathfinder International; 1999.

44. Baird S, Chirwa E, McIntosh C, Ozler B. The short-term impacts 
of a schooling conditional cash transfer program on the sexual 
behavior of young women. In: Impact Evaluation Series No. 40. 
Washington, DC: World Bank; 2009. 

45. Baird SJ, Garfein RS, McIntosh CT, Ozler B. Effect of a cash trans-
fer programme for schooling on prevalence of HIV and herpes 
simplex type 2 in Malawi: a cluster randomised trial. The Lancet. 
2012;379(9823):1320–1329.

46. Gulemetova-Swan M. Evaluating the Impact of Conditional Cash 
Transfer Programs on Adolescent Decisions about Marriage and 
Fertility: The Case of Oprotunidades. Philadelphia: University of 
Pennsylvania; 2009.

47. Alam A, Baez JE, Del Carpio XV. Does Cash for School Influence 
Young Women’s Behavior in the Longer Term? Evidence from 
Pakistan. Discussion Paper No. 5703. Bonn, Germany: IZA; 2011.

48. Chong E, Hallmann K, Brady M. Investing When it Counts: 
Generating the Evidence Base for Policies and Programmes for Very 
Young Adolescents: Guide and Tool Kit. New York: UNFPA and 
Population Council; 2006. 

49. Erulkar A, Ferede A, Girma W, Ambelu R. Evaluation of “Biruh 
Tesfa” (Bright Future) program for vulnerable girls in Ethiopia.
Vulnerable Children and Youth Studies. 2013;8(2):182–192. 

50. Sommer M, Vasquez E, Worthington N,  Sahin M. WASH in 
Schools Empowers Girls’ Education: Proceedings of the Menstrual 
Hygiene Management in Schools Virtual Conference 2012. New 
York: United Nations Children’s Fund and Columbia University; 
2013.

51. Bhutta ZA, Das JK, Rizvi A, et al. Evidence-based interventions 
for improvement of maternal and child nutrition: what can be 
done and at what cost? The Lancet. 2013;382(9890):452–477.

52. LaMontagne DS, Barge S, Le NT, et al. Human papillomavirus 
vaccine delivery strategies that achieved high coverage in 
low- and middle-income countries. Bulletin of the World Health 
Organization. 2011;89(11):821–830B. 

53. UNICEF. Progress for Children: A Report Card on Maternal 
Mortality. New York: UNICEF; 2008. 

54. WHO. Safe Abortion: Technical and Policy Guidance for Health 
Systems. Second Edition. Geneva: WHO; 2012. 

55. Promundo, UNFPA, MenEngage. Engaging Men and Boys in 
Gender Equality and Health: A Global Toolkit for Action. New 
York and Rio de Janero: UNFPA and Promundo; 2010.

56. UNICEF. Narrowing the Gaps to Meet the Goals. New York: 
UNICEF; 2010. 

57. UN Foundation. Landscape Analysis of the Adolescent Girl Field. 
Washington, DC: UN Foundation; 2013. 

58. Simmons R, Fajans P, Ghiron L, eds. Scaling up Health Service 
Delivery: From Pilot Innovations to Policies and Programmes. 
Geneva: WHO; 2007. 

59. Mangham L, Hanson K. Scaling up in international health: what 
are the key issues? Health Policy and Planning. 2010;25(2):85–96.

60. Population Council. Financial Sustainability of Reproductive 
Health Services. Frontiers in Reproductive Health Legacy Series. 
New York: Population Council; undated.


