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SUMMARY 

The regional Workshop on Adolescent Health was held to determine the most suitable 
methodologies required to introduce or further develol? adolescen~ health programm~ ~ . 
activities in basic training curricula for health profesSIOnals, and m response to growmg mterest m 
adolescent health in the Region. 

The objectives of the workshop were: 

(1) to enable participants to have a better understanding of major psychological, health 
services and other factors that affect adolescent health and development; 

(2) to review the present status of adolescent health and assess training activities 
required to improve the capability of health personnel to promote adolescent health; 

(3) to review and strengthen participants knowledge of and skills in methodologies 
useful to train providers of adolescent health services; and 

(4) to develop draft outlines for adolescent health training for the trainers of health and 
education professionals. 

A total of 19 participants attended from Cambodia, China, Fiji, Malaysia, Papua New 
Guinea, the Philippines, Republic of Korea, Samoa, Tonga, and Viet Nam. 

The topics discussed during the workshop were selected to provide participants with 
knowledge and skills in adolescent development, adolescent health issues and adolescent health 
interventions. It also provided the opportunity for participants to develop plans of action to 
improve adolescent health in their respective countries. 

Throughout the workshop, participants were encouraged to reflect on adolescent health in 
their own countries and the need for countries to raise awareness of adolescent health and to 
strengthen, coordinate or expand adolescent health programmes, in particular to improve the 
knowledge and skills in adolescent health among workers with young people. 

The topics covered in the workshop were: exploring the concept of adolescent health; WHO 
policy framework (New horizons in health, governing body resolutions); adolescent development; 
adolescent health principles; social environment impact on adolescent health; communication and 
assessment skills; mental health promotion and intervention; tobacco and substance use; health 
promotion; service delivery; community work; nutrition, body image, oral health and chronic 
illness and disability; adolescent sexual health; utilizing research in programme development; 
monitoring and evaluation; education and training; and curriculum development. 

Following these workshop topics, the participants developed adolescent health initiatives for 
their respective countries which involved identifying an area requiring attention in adolescent 
health and developing an action plan to address the issue selected. These initiatives were presented 
and discussed at a plenary session. Most of the initiatives focused on integrating adolescent health 
into existing training curricula and the development of adolescent health policy. 
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The following conclusions were drawn by the participants: 

(1) In the countries of the participants at the workshop, there have been various 
adolescent/youth ongoing (health-related) activities and programmes. Participants found this 
wo~ksho'p .v~ry appropriate, timely and h~lpful for their future work in planning and implementing 
theIr actlVlttes and programmes. The regIOnal approach, outlined in the document New horizons 
in health. provides an excellent framework for their adolescent health programmes and activities. 

(2) Traditional values and practices that strengthen the ability of families and communities to 
provide support and opportunities to adolescents need to be acknowledged and better utilized. 

(3) Participation of young people should be incorporated into all activities related to adolescent 
health and development. 

(4) There is a need to improve conununication skills for all types of carers and workers dealing 
with adolescents/young people. 

(5) Workers with young people in all countries need to have increased knowledge on adolescent 
development and health issues. In particular, the knowledge and skills of health workers and 
teachers need to be improved to address these issues. Relevant information and skills need to be 
incorporated into all pre-service and in-service training curricula. 

(6) There is a need to improve the utilization of existing data on adolescent health and 
development. Such data need to be accessible to all people concerned. Further research may need 
to be conducted or a surveillance system developed where data are insufficient to inform policy, 
progranune and service development. The implementation of adolescent health activities also 
needs to be monitored and evaluated to assess activity coverage, quality and effectiveness. 

(7) There is a need for better intersectoral collaboration and social mobilization in terms of 
policy development, implementation, monitoring and evaluation. (To raise awareness of 
adolescent health as an important public health issue). 

(8) There is a need to develop mechanisms for sharing resources and good practices among 
countries. 

(9) Basic principles, such as the United Nations Convention on the Rights of the Child, and 
other global adolescent health and related policy documents, should form the basis of working with 
young people. Based on these global documents, specific national, culturally sensitive approaches 
should be developed and implemented. 

(10) Participants of the workshop envisage that WHO will continue to playa key role in 
supporting countries in their endeavour to improve adolescent health and healthy development of 
adolescents. 
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I. INTRODUCTION 

In response to a workshop held in 1995 and to g~owing.interest in adolescent health in the 
Region, the Workshop on Adolescent Health was held In Manda from 10 to 19 December 1997. 

1.1 Objectives 

(a) To enable participants to have a better understanding ofrnajor psychological, health service 
and other factors that affect adolescent health and development; 

(b) to review the present status of adolescent health and assess training activities required to 
improve the capability of health personnel to promote adolescent health; 

(c) to review and strengthen participants' knowledge of and skills in methodologies useful to 
train providers of adolescent health services; and 

(d) to develop draft outlines for health training for the trainers of health and education 
professionals; 

1.2 Participants 

A total of 19 participants, two WHO consultants, one official observer, five secretariat 
members from WHO and one temporary adviser attended the workshop. Participants were from 
the following eleven countries: Cambodia, China, Fiji, Malaysia, Papua New Guinea, the 
Philippines, Republic of Korea, Samoa, Tonga, and Viet Nam. The list of the participants is in 
Annex I. 

1.3 Organization of the workshop 

The Agenda topics (Annex 2) for the workshop were selected by the secretariat to provide a 
general overview of adolescent health and interventions, to address adolescent health issues and to 
develop action plans for the participants' respective countries. Participants were asked to submit a 
country report giving detail.s of adolescent health status, basic demographic data, adolescent health 
progranuning activities and relevant legislation in their countries. For the country reports 
participants were provided with a template to prepare data on the above aspects of adolescent 
health as well as identify the major adolescent health problems faced by their countries. This 
information was utilised to prioritise issues to be addressed during the workshop. 

The consultants and/or Secretariat members conducted the presentations for each session 
and encouraged participant involvement in whole group and small group discussions and role 
plays. Handouts were provided to the participants for each of the sessions. 

The final two days focused on the preparation and presentation of an adolescent health 
action plan by participants from each country. 

1.4 Opening ceremony 

The workshop was opened by Dr S.T. Han, Regional Director, World Health Organization, 
Western Pacific Regional Office (see Annex 3 for opening speech). The opening was attended by 
workshop participants, the Secretariat and WHO staff'members. 

In his opening remarks to the workshop participants, the Regional Director outlined WHO's 
role in providing support to countries who are developing activities to promote adolescent health. 
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WHO .Regional Of!:1ce for the Western Pacific has taken an increasing interest in adolescent health 
reflectmg the groWIng num~er of requests to address adolescent health from countries in the 
ReglO~. WHO has also mdirectly addressed adolescent health issues in collaboration with other 
agencIes such as UNFPA and UNICEF. 

He stated ~ this workshop could offer strategies and ideas to improve adolescent health. 
However, resolution of problems required the participants' commitment in collaboration with their 
employing organizations. 

Follo~ing these remarks office bearers were nominated. Dr Lapid Waqatairewa, Fiji was 
elected Chairperson, Dr Pham Thi Minh Duc, Viet Nam, was elected Vice Chairperson and 
Ms Nonna Escobido, Philippines, the rapporteur. 

All participants introduced themselves to the group, outlining their positions, their 
adolescent health concerns and the reasons for attending the workshop. 

2. PROCEEDINGS 

2.1 Facilitation of the workshop sessions 

The workshop was facilitated by the consultants with the exception of a few sessions. 
Dr J. Annus, Medical Officer, Maternal Health and Safe Motherh<><>d, WHO Regional Office for 
the Western Pacific (WHOIWPRO), outlined WHO policy framework and demonstrated the 
internet. Ms 1. Ferguson, Chief, Adolescent Health, WHO Headquarters, presented the framework 
for adolescent health programming, facilitated the service delivery session and, with Ms N. Fee, 
Training Officer, UNAIDS, WHOIWPRO, facilitated the sexual health session. Mr M. Tanimoto, 
Technical Officer, Substance Abuse, WHOIWPRO, contributed to the substance use session. 
Dr G. Pumerol, Regional Adviser, Sexually Transmitted Diseases and AIDS, WHOIWPRO, 
contributed to the sexual health session. Dr Cavalli-Sforza, Acting Regional Adviser in Nutrition, 
WHOIWPRO, contributed to the nutrition session. 

The consultants and other facilitators used a range of techniques throughout the workshop. 
These included: audio-visual didactic presentations, facilitation of whole group and small group 
discussions; games; role plays; drawings; demonstrations; video simulation; and participant 
involvement. 

2.2 Participants' involvement 

The participants were involved in the running of the workshop in a number of ways: 

(a) a participant was elected each day to present a summary of the activities and topics of the 
day at the beginning of the following day; 

(b) office bearers chaired the sessions and, together with consultants and Secretariat, held 
coordination meetings at the end of each day to review the activities of the day and plan for the 
following day. A participant was elected each day to join the meeting to provide a participant 
perspective. 

(c) selected participants, office bearers, consultants and the Secretariat met twice to develop the 
workshop conclusions. The conclusions were discussed and endorsed by the plenary session. 
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2.3 Summary of workshop sessions 

Introduction 

(a) What is adolescence? 

Adolescence is the time of life between childhood and adulthood. It is the process of 
becoming an adult, but most importantly it is a developmental period, which is not simply 
definable in terms of chronological age. The World Health Organization has classified 
adolescence as the age between 10 and 19 years; youth, 15 to 24 years and young person 10 to 24 
years. If we accept the age range of adolescence as being between the age of 10 to 19 years, a 
nine-year life span, then this does not take into account the expectation of behaviour and the wide 
range of individual differences among young people. 

Participants were asked to think about their own adolescent years and answer several 
related questions. This highlighted differences in the cultural backgrounds of participants. This 
was summarized in terms of the four worlds of adolescents, school world, peer world, inner world 
and family world, all highly influenced by culture and community. 

Several defInitions of adolescence were presented for discussion and the consensus of the 
group was that physical transition was but one of many transitions and that psychological and 
social development must be acknowledged and included. 

(b) What is health? 

Every culture has their own understanding of health, hence it is important to demonstrate 
differences, how they compare and contrast among participants. 

Participants were asked to draw their understanding of health. The pictures reflected many 
concepts: holistic health, relationships/family, disease-based services, balance, being happy, 
environment, focus on wellness, peace ofmind/harmony, physical health, lovelhappiness and 
spirituality. 

Definitions of health from the World Health Organization and from Chinese and Aboriginal 
Australian perspectives were presented and critiqued for their utility. The WHO definition was 
regarded as an appropriate visionary definition. However, it was not specific and did not identify 
spirituality as an aspect of health. The Aboriginal Australian definition was regarded as too 
cumbersome. However, it did identify the concept of community well-being in terms of kinship as 
being relevant and appropriate. The concept of balance was noted in the Chinese definition. 

(c) What is adolescent health? 

Participants were asked how they thought adolescents viewed their health from the different 
perspectives of the participating countries. 

Adolescent health can be viewed as a 'transition pathway', influenced by many factors in 
different ways and at different stages. These influences include other people, health and their 
environment which is incorporated along the process of adolescence which occurs between 
childhood and adulthood. 

Most people would think the period of adolescence is a very 'healthy' time, as it has no 
specific diseases associated with it. If we only think of physical health then this would be true. 
However, if we include social and behavioural factors then it is not true. 
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A health definition from an adolescent perspective is, "being able to live up to one's 
potential; being able to function physically, mentally and socially; and experiencing positive 
affective states". (Millstein, 1991). This definition caused much debate, questioning how this 
differed to a young adult's perception. It was also noted that young people do not take 
responsibility. This was then negated by the thought that adolescents could not be responsible for 
their health as they did not have the money or power, nor the experience to be responsible for their 
health. 

2.3.1 WHO policy framework - Reproductive health - WHO's role 

From Cairo Conference (ICPD): Reproductive Health: A state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity, in all matters 
relating to reproductive health. 

(a) This definition means: satisfying and safe sex life, capability to reproduce, and freedom to 
decide if, when and how to reproduce. 

(b) To achieve this there is a need to: have access to fertility regulation; have access to health 
care; and go safely through pregnancy and childbirth to have the best chance of having a healthy 
infant. Reproductive health and adolescent health have many overlapping areas, such as 
pregnancy, abortion, sexually transmitted diseases/AIDS, female genital mutilation and sexual 
disorders. 

(c) Reproductive health in the Western Pacific Region: Under this topic the following subjects 
were presented: a brief history of reproductive health in the Region; the related Regional 
Committee Resolution; New horizons in health; Regional Workshop on Adolescent, Health in 
Kuala Lumpur in 1995; establishment of the Regional Training and Research Centre on 
Reproductive Health in the Pacific (Fiji School of Medicine), Suva in 1996; relevant WHO 
publications; summary of support to country programmes; reproductive health management 
seminars; preparations for the Safe Motherhood Year 1998; and the reproductive health database. 

WHO International Adolescent Health perspective: During this session, Ms I. Ferguson 
gave an overview of the framework for country programming for adolescent health. 

2.3.2 Overview of adolescent health 

Ms E. Davies gave an overview of adolescent health in the Region (Annex 4). During this 
session the following related topics were also discussed: 

(a) Adolescent health principles: Under this topic, the following principles were discussed: 
young people at risk, risk and protective factors, nature of morbidity and mortality, co-occurrence 
of risk factors, connectedness and bonding, prevention and treatment, development factors, 
research considerations and the need for an intersectoral and integrated approach. 

(b) Adolescent development: Physical development is one important side of adolescent 
development. How and when the biological clock is turned on is still largely not understood. We 
do not know that physical changes in adolescence commence with changes in the central nervous 
system and the endocrine system. 

The physical changes that occur in both males and females include: increase in height and 
weight (hands, feet and head); development of breast tissue; pubic, facial and underarm hair, sweat 
glands become obvious. 
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Physical changes in females: start of menstrual periods; fatty tissue development (breasts, 
hips and thighs). Changes in males include: increased muscle bulk and strength; increased penis 
and testicular size; voice deepens. 

Factors that influence growth: heredity, lifestyle, environment, nutrition, illness, exercise. 

Participants gave examples of cultural differences in adolescent development and what it 
meant to different cultures. In Papua New Guinea at first menstruation a public ceremony occurs 
which recognizes that the girl is now a woman, it makes the change normal, it is celebrated. In the 
Philippines adolescent males believe circumcision will make them grow taIler earlier, hence it is 
actively sought after. In the Cook Islands, Polynesia and Maori cultures, a boy's hair is cut at the 
back, at about the age of 18-21 years which indicates that the boy is now a man. 

The process of adolescent development is best thought of as comprising three sub-stages: 
early, middle and late adolescence. 

Early adolescence: 12-14 years in females, 13-15 in males, there is a preoccupation with 
'normalcy', usually have same sex friends, emancipation from the family begins, changes in 
cognitive process. Accompanying these phenomena is an increased desire for peer attachment and 
acceptance often marked by an acute awareness of the need to conform to group norms for fear of 
being different. 

Middle adolescence: 14-16 both for males and females, major concerns: the opposite sex 
and emancipation from parents, peer group's role expanded, relationships are narcissistic, 
risk-taking behaviour is common, they seek individualization and parental authority is questioned, 
caregiver relationships may be strained. Middle adolescence is associated with almost completed 
pubertal development, the refinement of growing and the growing sophistication of new cognitive 
skills - for many abstract thought becomes a possibility. There is a greater awareness of becoming 
or approaching adulthood and the interdependence on parents. Values and moral issues and 
thoughts are also taken into account. 

Late adolescence: 17-20+ years, they seek to define and understand functional role in life, 
confront identity crises, often leave home, relationships are based on mutual respect aod affection, 
there is increased commitment and responsibility, plans are developed for the future 
career/vocation. This period sees the completion of the process of growth towards adulthood, with 
further separation from parent, clarification of goals and the establishment of a personal value 
system. 

Identity development is the other side of adolescent development. Accompanying the 
physical changes in adolescence is the corresponding growth in cognitive capabilities. According 
to the theories of Piaget at around the age of eleven, a more sophisticated mode of thought, known 
as the 'formal operational' stage, develops enabling the adolescent to think more abstractly, to 
form hypotheses about the future alongside deductions and judgements based on more concrete, 
immediate realities. This formal operational thought makes possible the self-assessment of the 
value of the person the adolescent is becoming, and of the person they would like to become, and 
permits the individual to think about the content of thoughts themselves. As a result of these new 
capabilities the adolescent begins forming beliefs which together combine to forge his or her sense 
of identity which in turn is a key determinant of behaviour. 

Participants felt that young people did not often have the ability to think about the 
consequences of their actions and that this was not because they are being irresponsible but 
because they did not have the life experience or future perspective. 

The social environment has an impact on adolescent health. Individuals influence their 
environment and the environment influences the individual. Thus, there is a need to work both to 
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enhance individual's ability to effectively live in their environment and equally a need to positively 
influence how the environment impacts on the individual. 

To improve adolescent health, social environmental issues need to be considered in tenns of 
how they promote young people's well-being or how they compromise their health. Adolescent 
health is not just about working with the young person it is also about influencing those structures 
which impact on adolescent health. 

Understanding the impact of social environmental issues on adolescent health not only 
points to the need to attempt to influence such structures it also enhances our understanding of 
adolescent health. For instance, there is a need to address drug abuse but equally one needs to find 
out what is going on in their lives causing them stress and also address these issues. A structural 
perspective allows a more holistic understanding of young people which can guide work with 
them. 

In many developing countries young people face two transitions: from childhood to 
adulthood; from traditional society to a more western society. Human beings are naturally 
resistant, to change and prefer things to stay as they are. It is difficult for young people to cope 
with physical, psychosocial, cognitive changes whilst society is rapidly changing around them. 

2.3.3 Communication skills 

General communication skills were outlined. It was stated that all those who work with 
young people need good communication skills. These skills are not specific to communicating 
with young people. It was emphasized that communication skills are not counselling skills. 
Listening, attending, responding, following and reflecting skills were outlined as were the qualities 
of a good communicator and the importance of confidentiality. 

A video of an interview between a doctor and young person was shown. The video 
provoked good discussion. The participants advised that if a young person was distressed they 
would use touch to communicate empathy. They also recognized the reality that there is often not 
enough time to fully engage with an adolescent. 

A psychosocial assessment tool was introduced which aims to assess a young person's 
family situation, education/employment activities, recreational activities, drug use, sexual health 
and mental health. 

Participants were then asked to form groups of three to role play taking an assessment ofa 
young person. Each group role played a young person, a worker and the third person was an 
observer to comment on the role play. Important feedback from participants was the need to 
prepared, the importance of good attending skills in terms of body language, establishing rapport 
and recognizing that counselling is not for everyone. 

2.3.4 Mental health promotion and intervention 

(a) Participants were asked to identify risk and protective factors young people face at the 
individuaVpeer level, family level, school level, religious and community levels. A wide range of 
risk factors and protective factors were identified. 

(b) A presentation was given an mental health promotion. Mental health promotion can help 
prevent mental illness and emotional ill health, reduce health care costs and improve quality of life. 
Risk factors to young people's mental health were identified as rapid social change, 
family/community breakdown, exposure to violence or abuse, high expectations in school. 
Protective factors in mental health were family, school and community support, personal efficacies 
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and coping strategies. These factors reflected the participants' own identification of risk and 
protective factors outlined above. 

A~~roaches to mental health promotion include life skills training, support to families and 
commurutJes, research, education and training, advocacy, service provision and policy. 

. ~outh suicid~ and self-inflicted ~jury were then discussed since they are becoming an 
mcreasmg problem m the Western Pacific Region. Causes of youth suicide were identified as 
rapid social change, relationship breakdown and family conflict. Youth suicide is more conunon 
among young males than young females, with the exception of China, although it appears young 
woman attempt suicide more than men. Youth suicide is higher in rural than urban areas. 

Suicide risk factors and warning signs were also identified. These included: mental illness, 
substance abuse, prior suicidal behaviour, relationship or family conflict, substance abuse, and 
stress. For those young people demonstrating some or all of these factors it is still impossible to 
predict who will commit suicide. Hence, it was emphasized that interventions need to target the 
risk factors. 

In terms of intervention a risk assessment was outlined to establish the problem or triggering 
event, evaluate lethality of suicidal intent and the development of an action plan such as 
negotiating a no suicide contract, removing the means of suicide, close supervision and referral. 

Intervention after a suicide has occurred was outlined, that is, the necessity to debrief those 
associated with the person who has committed suicide, grief counselling and ongoing support. 
This was also identified as a preventative measure given that those associated with someone who 
has committed suicide are at increased risk of suicide themselves. 

Participants were then asked to divide into groups according to family, school, health 
systems and community settings to discuss existing knowledge and interventions and to identify 
mental health promotion approaches relevant to each setting. 

2.3.5 Alcohol and substance use 

All participants identified alcohol and drug use as being a concern for the young people. 

The question of why young people use drugs was difficult to answer as the reasons are 
multiple. It is usually for a combination of reasons such as: need drugs to relax and feel more 
accepted; experimenting and taking risks are an important part of growing up; drug dependence or 
drug misuse does not come about as a result of accidental or experimental exposure to drugs, drug 
problems in young people are usually part of a much bigger problem, for example, not fitting in at 
school, problems at home andlor relationship issues. 

Students perceive legal drugs as being less dangerous than illegal drugs. Drugs requiring 
the use of needles and syringes were generally perceived as being more dangerous than other 
drugs. The danger perception of alcohol, tobacco and marijuana decreased with each increasing 
year level, and those who used a drug perceived less 'drug danger' than students who did not use 
it. 

The group then discussed various commonly used drugs and assessed their risks on a 
continuum of most harmful to least harmful and how this may be related to their use in different 
cultures and occasions. 
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2.3.6 Tobacco 

The impact of tobacco smoking is international with more females taking up and continuing 
smoking than males in many countries. 

Promising results have been seen in school-based programmes that teach young people how 
to resist social influences to smoke, rather than 'just say no'. Such programmes are even more 
successful when supported in the adolescent's home and community. 

Other measures and strategies include: taxes that raise the price of cigarettes, strongly 
enforced laws that prohibit the sale of tobacco to young people; policies in the school, workplace 
and community that forbid smoking; effective smoking prevention education programmes, with 
professional development for teachers and links with parents and the local community. 

Parents need to encourage their children to be smoke free and to support school policies and 
programmes. 

Health promotion is a good strategy to decrease drug use in school/education, public health 
and community settings. The WHO New horizons in health strategy has identified that health 
promotion and health prevention/protection need to be addressed together. . 

Health-promoting schools have a long history in the Region and were reported as 
widespread among the participants' countries. 

Activities: Participants were arranged into community, public health and education/school 
groups to develop a health promotion strategies to reduce tobacco smoking in young people. They 
were then asked to identify how health promotion strategies in their countries decreased tobacco 
use among their young people. 

2.3.7 Health service delivery 

It is widely acknowledged that young people do not attend health service often. There are 
various barriers which prevent adolescents from using health services. Teachers: It is important 
to know the experiences ofteachers in referring adolescents to health services. Curricula may be 
weak in matters related to adolescence. Teachers may need pre-service training. Student 
problems may not be a priority of the teacher. Teachers may be inexperienced in counselling or 
have no training in adolescent health. Students may be scared to go to teacher as it might affect 
their academic grades. 

Adolescent perspective: Some of the obstacles to the use of health services include: lack of 
knowledge of services and health system; health workers are not knowledgeable or friendly; 
absence oflife skills; mistrust Western medicine; confidence/trust privacy; afraid people will laugh 
at them; inaccessibility/distance; health problem misunderstood; immortality; low priority; fear; 
unfamiliarity; inconvenient; scared of parents; cost; and time. 

At the health service/policy level the following can be done: training; organization of 
adolescent services; revision of in-service training; attitudeslbehavioural restructuring; 
resource/manpower improvement; upgrading of facilities; funding, improved manpower; 
advocacy/promotion; legislation; information, education and communication materials which are 
attractive and interesting; mobilization of all sectors; establishing policy. 
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2.3.8 Community work 

Two community work approaches were described: community development and social 
action. Both these approaches work to empower communities to resolve issues affecting their own 
well-being. 

Community work approaches are useful in addressing issues that hinder a community's 
ability to support its young people and can also be utilized to develop youth participation. Youth 
participation was recognized as essential in the development, implementation and evaluation of 
adolescent health activities. 

2.3.9 Sexual health 

Participants were asked to reflect on sexual practices in their parents' time, their time as an 
adolescent and at present. Three countries presented their discussion with feedback from the other 
countries. From the reports and the discussion it was clear that there are marked differences 
between countries. 

2.3.10 SexuaJly transmitted diseases and AIDS in the Region 

AIDSIHIV: From 1988-1996, the number ofHIV infections in the Region has increased 
from 2000 to 16 000. Only 20% of cases are believed to be reported. There is a lot of variety in 
HIV transmission between and within countries. There is a declining epidemic in male 
homosexuals in Australia and New Zealand. Australia and New Zealand had very aggressive 
programmes especially among intravenous drug users and homosexuals, which has been very 
effective. 

There are three levels of infection rate: high infection more than 1% HIV infected 
(Cambodia 1.6%, Myanmar 1.6%; and Thailand 2.3%); intermediate infection 0.1-1%; (Malaysia, 
Papua New Guinea and Viet Nam); and low infection between 01-09 (Australia, China, New 
Zealand, Philippines and Republic of Korea). 

Transmission through heterosexual contraction is increasing, through intravenous drug is 
decreasing and homosexual contraction is decreasing. Thus it is a dynamic epidemic. There is a 
gender bias: more males are detected, although since 1991, there is an increasing number of 
women. 

SexuaJly transmitted diseases: Curable sexuaJly transmitted diseases prevalence is high in 
Asia. The general population prevalence rate is 5% and among sex workers 20-40%. Young 
women are particularly vulnerable to sexually transmitted diseases for physiological reasons. 
There are 35 000 000 new cases of curable sexually transmitted diseases in the Western Pacific 
Region every year. Gonorrhoea is showing increasing resistance to antibiotics. The most common 
sexually transmitted diseases are syphilis and chlamydia. Chlamydia is the most common, with 
13 million new cases each year. Chlamydia has a negative effect on pregnancy and can negatively 
affect children. 

There is a close relationship between sexually transmitted diseases and HIV. 

There are some important factors to note regarding adolescent reproductive health: the 
average age of first intercourse for unmarried sexually active youth is decreasing; few married 
youth use contraceptives before first birth; after becoming sexually active, unmarried youth delay 
the use of contraceptives about a year; sexual activity is unplanned and there is a lack of 
knowledge of contraceptives; a high proportion of births are unintended in young people due to 
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a lack of contraceptive use; there are psychological and social consequences of pregnancy for 
unmarried youth; maternal mortality is higher for young women; there are medical risks associated 
with pregnancy in young women, such as undeveloped pelvis, hypertensive disorders, and 
disorders of pregnancy. 

2.3.11 Nutrition 

Participants identified the following nutritional health problems in their countries: 
Malaysia, no nutritional problem, but rather obesity, bulimia, anorexia nervosa; Viet Nam -
malnutrition very high up until now, up to 50% especially in the countryside; Singapore, obesity is 
a major problem, affecting 12% of schoolchildren; Papua New Guinea - anaemia, malnutrition or 
parasites. Malnutrition in childhood affects adolescent development. 

The main nutritional deficiencies: iron, calcium and iodine and to a lesser extent thiamine 
and Vitamin A were presented to participants. 

Identification of anorexia nervosa and bulimia is an issue in Malaysia and Singapore. 
Eating disorders relate to the amount of food. In countries with a lot of food the disorder is 
evident, where there is little food, the problem is not seen. 

2.3.12 Oral health 

Dental diseases have been recognized as an important public health issue in developed 
countries since the 1920's and 1030's. Periodontal or gum diseases in 15-19 years old is highly 
predictive oftooth loss in later life. 

There are differences between some countries of the Region: dentists are rarely accessed in 
Samoa and the Philippines due to young people not using health services unless they are sick; in 
Papua New Guinea surveyed schoolchildren suffered nutritional problems, a result not expected 
for schoolchildren. Betel nut used to clean teeth, but breath smells, lack of dentists; in China -
very difficult to find dental clinic in rural China, sugar not common, starch main food, dental 
caries not common although in the cities there are overweight adolescents; Fiji - there is a school 
health programme which teaches children in primary school to use toothbrushes. WHO has 
init!ated a preventative programme in oral health which seals children's teeth to prevent dental 
canes. 

2.3.13 Body image 

Definition: A concept relating to one's perception of one's physical appearance. 
Mesomorph - medium and preferred build. Ectomorph - tall and skiruty. Endomorph - short and 
fat. 

There are differences between countries: In China there is concern with facial beauty; this 
is also true in Samoa and in the Philippines - short and skinny but the males want to be muscular; 
in Samoa - where the build is mesomorphic, big boned women want to be tall and slim; in Papua 
New Guinea - body image comes from the media and thus is more of an urban problem where 
there is a desire to look Europeans. 

2.3 .14 Chronic illness/disability 

Activity: Brainstorming on chronic illness/disability in participants' countries. A wide 
variety of chronic diseases and conditions were mentioned. 

Adolescents want to be normal, achieve developmental tasks and have a good quality of life, 
this can differ from the goals of the health worker. 
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~ne has to f~ce the realities of adolescents with chronic illness. There is a need to develop 
appropnate strategies for young people with chronic diseases, conditions and disabilities. Various 
ways of dealing with these problems were also discussed. 

Activity: Participants were asked to identify the impact of disability on adolescence. A 
wide range of resulting problems were mentioned. These included: psychological, social, sexual, 
feelings of anxiety, frustration, inadequacy, fear, low self-esteem, self pity, shame, manipulative in 
getting what they want, depressed, or can be highly motivated to achieve, social problems: 
discrimination in re-employment and educational opportunities, alienated; girls do not want to out 
with them, lack of mobility, economic problems: dependence, education problems: loss of desire 
to go to school, sexuality problems. 

Activity: Participants were asked to identify the impact of adolescence on disability. 
Among others the following were mentioned: devastating, difficult to accept disability, angry at 
themselves, why me?, struggle to achieve their mission, adults try and help as much as they can, 
but adults do not understand, missed opportunity, coping mentally, feel threatened, withdraw, end 
of bright future. 

The impact of disease on adolescents was also discussed. The following were mentioned: 
physical delays and sexual maturation, education and vocation, recreation and socialization, peer 
relationships, independence. 

Among the possible impacts of adolescence on disease the following were mentioned: 
inconsistent behaviour, feeling of invulnerability, autonomy and control, focus on peer inter 
relationships, compliance. 

2.3.15 Utilizing research in programme development 

The importance of utilizing existing data sources was emphasized. Participants were asked 
to brainstorm existing sources of data. Existing sources of data identified included: government 
departments such as health, education, labour, you~ statistics, sports, police; nongovernmental 
organizations; hospitals; register of births and deaths; journals; CD ROM; and the Internet. 

The limitations of these data sources were identified as data not being broken down into the 
adolescent age group and inaccurate reporting. The Internet was identified as one of the sources of 
information. 

Participants then identified how data could be utilized in adolescent activities. These 
included guiding policy formulations; budget allocation; confirming a problem; planning 
programmes; reviewing existing programmes; monitoring and evaluating programmes, and 
development of information, education and communication materials. 

2.3.16 Monitoring and evaluation 

Two models of evaluation were introduced, the audit review and the open inquiry models. 

The audit review model identifies three types of evaluation: process (monitoring); impact 
(measuring short term effects, i.e. objectives); and outcome (measuring long term effects, i.e. the 
goals). Evaluation designs were outlined as: single group, post-test only; single group, 
pre-test and post-test; non-equivalent control group, pre-test and post-test; single group, time 
series; non-equivalent groups, time series; and randomized controlled study. 

Particip'ants noted that impact and outcome evaluations were not possible given the expense 
and size of such studies. Evaluation generally involved only process evaluation. 
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The open inquiry model is cyclical and emphasizes the need to reflect on current practices 
and the need to extensively involve the consumers of services in the evaluation. Monitoring and 
evaluation of changes in programmes as a result of an evaluation is required to constantly ensure 
its effectiveness. 

2.3.17 Advocacy 

Advocacy traditionally means advocating on behalf of the poor, the oppressed and 
disadvantaged. TIlls was usually undertaken by the group themselves, relatives or welfare 
workers. Advocacy is increasingly recognized as the need to advocate for health-promoting 
physical, social and fiscal environments. 

Advocacy has proved successful in the introduction of immunization programmes, 
fluoridation, and anti-tobacco legislation. Media advocacy is recognized as an essential strategy to 
raise awareness among the public and shift public opinion. Thus media advocacy is able to place 
issues on the political policy agenda. 

Strategies for using the media were then outlined, in particular skills in using print media 
such as letters to the editor and press releases. Examples of letters to the editor and press releases 
were given. Participants were asked to write a press release about the workshop upon their return 
to their country. Participants were then asked to write a title for the press release. 

2.3.18 Policy development 

A presentation was made on policy development. The primary focus was on how to 
influence government policy, however, the principles remain the same for professional or 
organizational policy. 

The policy development process was outlined. Firstly, agenda setting was recognized as a 
sociaVpolitical process. The next stage is policy formulation in which data is collected, the course 
of action identified and an approach selected. Important trade-off decisions that often have to be 
made at this stage included: intensive vs extensive services, generic staff vs specialist staff, 
community based vs institutional, preventative vs curative, and universal vs selective. 

The next stage is the implementation of policy. Implementation can occur at varying levels, 
that is, policies are often not fully implemented and at times are never implemented. The final 
stage is evaluating the effectiveness of the policy. 

Strategies for influencing the development of policy was providing research documents that 
support a position, using personal contacts such as friends of politicians and identifying influential 
people. 

Barriers to influencing policy were identified as: governments with a vested interest, where 
only a few have power to make decisions; lack of cooperation between the health and education 
ministries; lack of inaccurate data on adolescents; lack of coordination and collaboration; lack of 
manpower; changes in leadership; and lack of an opposition to further causes. 

2.3.19 Education and training 

Many of the participants had experience in conducting workshops so the focus was on 
sharing experiences. Participants were divided into three groups to answer three questions. 

What can you achieve in a workshop/what can't you achieve? It was noted that workshops 
were not the appropriate solution for some issues, which might be policy issues. Thus it is 
important to know when a workshop could be most effectively utilized. 
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What techniques facilitate learning?1What techniques hinder learning? Techniques that 
facilitate learning were noted as: games, role play, debates, quizzes, group discussions, case 
presentations, lectures, sununary recapitulations, visual aids. Disadvantage noted were: language 
barriers; passive learning; didactic sessions; one-way communication. Thus, techniques which 
actively involved participants were regarded as important techniques to facilitate learning. 

What techniques facilitate group cohesion? What techniques hinder group cohesion? 
Techniques that facilitate group cohesion: brain stonning, ice breakers, panel discussion, 
experiential sharing, open forum. Physical space is an important issue which can either facilitate 
or discourage group cohesion. Similarly, the facilitator's style can be conducive to group cohesion 
or hinder cohesion. 

2.3.20 Curriculum development 

The term "curriculum" covers all the arrangements the school makes for students learning 
and development. It includes the content of the courses, student activities, teaching approaches, 
and the ways in which teachers and classes are organized. It also included decisions on the need 
for and use of facilities. 

Activity: Volunteers for four people to be in a committee to discuss how to integrate 
adolescent health into curriculum. 

Group task: Integration of adolescent development and adolescent health problems into 
existing curriculum for a secondary school. 

Summary of curriculum development includes: Why? Who? What? When? How long? 
Methodologies? Evaluation of curriculum? 

2.3.21 Participant presentations 

The country presentations are summarized in Annex 5. 

2.3.22 Closing 

The chairperson outlined the importance of addressing adolescent health and the timeliness 
of the workshop. The workshop was closed by the Regional Director, Dr S.T. Han. The 
participants thanked the organizers, WHO and the host countries, through a short speech by one of 
the country participants. 

2.4 Evaluation 

The workshop was evaluated by questionnaire three times, on days 2, 6 and 8. Following 
each day, the consultants, office bearers, Secretariat and one other participant were asked to 
evaluate the day. 

In general participants found the workshop useful for their future work. They found that 
the workshop achieved its objectives, and they learned many useful techniques. Details of the 
evaluation are in Annex 3. 
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3. CONCLUSIONS 

During the workshop, the participants discussed various aspects and elements of adolescent 
health with a focus on elements related to reproductive health and concentrating on training and 
training-related aspects. They concluded the following: 

(1) In each country, represented at the workshop, there have been various adolescents/youth 
ongoing (health related) activities and programmes. Participants found this workshop very 
appropriate, timely and helpful for their future work in planning and implementing their activities 
and programmes. The regional approach, outlined in the document New horizons in health 
provides an excellent framework for their adolescent health programmes and activities. 

(2) Traditional values and practices that strengthen the ability offamilies and communities to 
provide support and opportunities to adolescents need to be acknowledged and better utilized. 

(3) Participation of young people should be incorporated in all activities related to adolescent 
health and development. 

(4) There is a need to improve generic communication skills for all types of carers and workers 
dealing with adolescents/young people. 

(5) Workers with young people in all countries need more knowledge on adolescent 
development and health issues. In particular, health workers' and teachers' knowledge and skills 
need to be improved to address these issues. Such information and skills need to be incorporated 
into all pre-service and in-service training curricula. 

(6) There is a need to improve the utilization of existing data on adolescent health and 
development. Such data needs to be accessible to all people concerned. Further research may 
need to be conducted or a surveillance system developed where data are insufficient to inform 
policy, programme and service development. The implementation of adolescent health activities 
also needs to be monitored and evaluated to assess activity coverage, quality and effectiveness. 

(7) There is a need for better intersectoral collaboration and social mobilization in terms of 
policy development, implementation, monitoring and evaluation (raising awareness of adolescent 
health as an important public health issue). 

(8) There is a need to develop mechanisms for sharing resources and good practices among 
countries. 

(9) Basic principles, such as the United Nations Convention of the Rights of the Child and other 
global adolescent health and related policy documents, should form the basis of working with 
young people. Based on these global document, specific national, culturally sensitive approaches 
should be developed and implemented. 

(10) Participants of the workshop envisaged that WHO will continue to playa key role in 
supporting countries in their endeavour to improve adolescent health and healthy development of 
adolescents. 
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ANNEX 2 

AGENDA 

1. Opening ceremony 

2. Adoption of agenda 

3. WHO's role in reproductive health, WPRO approach to adolescent health through New 
horizons in health 

4. Introduction: what is a young person? what is health? what is adolescent health? 

5. Epidemiological overview of adolescent health; adolescent development; adolescent 
health theories; structural issues related to adolescent health 

6. Drug and alcohol issues; tobacco; mental health 

7. Adolescent sexual health and chronic illness; sexuality; nutrition; oral health 

8. Communication skills; psychosocial assessment skills; health promotion; service delivery 
community work 

9. Research skills; evaluation; policy development and advocacy; curriculum development 

10. Education and training; curriculum development 

II. Participant presentations of curriculum plan 

12. Conclusions 

13 . Closing ceremony 
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OPENING REMARKS BY DR S.T. HAN, REGIONAL DIRECTOR 
AT THE WORKSHOP ON ADOLESCENT HEALTH 

Manila, 10-19 December 1997 

DISTINGUISHED PARTICIPANTS, 
COLLEAGUES, 
LADIES AND GENTLEMEN, 

ANNEX 3 

I am very happy to welcome you to Manila and to this important Workshop on Adolescent Health. I thank 
you for devoting your time and energies to improving the health of young people in the Western Pacific Region. 

Young people's health is an area that has traditionally received little attention in many countries of the 
Region. In the past it was believed that young people do not have significant health problems and that they do not 
need specific attention from the health services. Fortunately this view is slowly changing. 

There are a number of reasons for the increased awareness of adolescent health issues. One is 
demographic. The number and proportion of adolescents is growing rapidly in most developing countries of the 
Region. More than 20% of people in developing countries of the Region are now in the 10-19 years age group. 
It is obvious that health services can no longer ignore the needs of more than one fifth of the population. 

Another is that unhealthy behaviours are being adopted by an increasing number of young people. These 
include smoking tobacco, unhealthy and unsafe sexual practices, and alcohol and substance. Such behaviours 
will have their greatest effect much later in life. Thus, adolescence provides a golden opportunity to positively 
influence the health of the population by promoting healthy behaviours before irreversible damage occurs. 

Young people are now faced with two major transitions. One is their own passage from childhood to 
adulthood. At the same time many young people live in developing countries which are characterized by 
urbanization, changing family and community structures and evolving roles in society. Associated with these 
changes, young people also face increasing stresses as they compete for places in the education system and then 
in the employment market. There are indications that the confusion and stress caused by such transitions are 
reSUlting in increasing morbidity and mortality among young people. 

The sexual health of young people is causing particular concern. Sexual activity is believed to be 
increasingly common in younger age groups and is generally practised without any contraception. Sexually 
transmitted diseases, or STDs, such as chlamydia, syphilis and gonorrhoea, are now more prevalent in 
adolescents than in the past. The 35 million new cases ofSTDs every year in the Western Pacific Region clearly 
pose a grave health risk, especially for adolescents. In addition, STDs also significantly increase the risk ofIDV 
transmission. 

Teenage pregnancy has also been identified as an increasingly important issue in several countries. 
Adolescent women, married or unmarried, give birth to almost 20% of all babies born in some countries. It is 
well known that pregnancy and childbirth in adolescence is dangerous for both the young mother and her infant. 

WHO has been cooperating with several countries to raise awareness of adolescent health problems and 
establish health and counselling services specifically designed for young people. The significance we attach to 
this topic can be seen from the fact that supporting healthy lifestyles in adolescence is an important objective of 
our policy framework document, New horizons in health. If we are to achieve this objective, education and 
training of workers in the health and education sectors is essential. That is why we have convened this workshop, 
which is a follow up to a Consultation Meeting on Adolescent Health which was held in Manila in 1995. The 
knowledge, skills and attitudes you will gain over the next few days will enable you to train other workers in 



- 26-

Annex 3 

adolescent health issues. You will also be able to raise awareness of adolescent health issues when you return 
home. 

This workshop will provide a rich opportunity to learn, to discuss, to consider and to develop skills for the 
benefit of young people. I wish you all the very best and look forward very much to hearing the results of your 
work. 

II 
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AHREX 4 

ADOLESCENT HEALTH STATUS OVERVIEW 

Introduction 
The following provides an overview of some of the main causes of adolescent morbidity and 
mortality, obviously they will not be all equally applicable to your countries but hopefully they 
will cover some of the significant causes of morbidity and mortality in young people from your 
country. The areas covered are sexual health/sexuality, substance use, mental health, 
intentionaVunintentional injuries, nutrition, oral health. 

The information presented comes from a variety of published sources, aid agency reports, 
country reports, research studies etc. The 'A Picture of Health? A Review and Annotated 
Bibliography of the Health of Young People in Developing Countries' (WHOfUNICEF, 1995) 
has been used to provide a general introduction to each adolescent health issue. As you know 
there is often little information on these areas and much is anecdotal or unpublished. 

Statistics will be presented from the countries represented here, however, in most cases 
country comparisons cannot be made because the statistics reported although mostly collected 
in the 90's were collected in different years and varying definitions and reporting procedures 
vary from country to country. 

I have tried to give a brief overview of the area for developing countries and then look at the 
issue in terms of countries represented here. 

Sexuality/Sexual Health 
This section is divided into five areas: Sexual beliefs/attitudes; Reproductive health mc. 
abortion and maternal mortality; STD's/AlDS; contraception; sexuality; sexual abuse. 

Sexual beliefs/attitudes: 
These beliefs and attitudes clearly inform the sexual behaviours and practices of young people, 
thus are important to be aware how the beliefs and attitudes towards sexual activity influence 
such activity. 

Probably the main point here is that sexual matters in most developing countries are rarely 
talked about in the family or school largely due to either the subject being taboo or the belief 
that by informing young people about sex would result in sexual activity. Thus, most 
information re sexual matters is obtained by young people from their friends or the media 
which is often inaccurate. This issue oflack of information or mis-information would seem to 
be consistent with the experience of most countries here?? 

Other common beliefs that were identified in the readings for the Western Pacific region 
related to: 
• in some countries that menstruation associated with dirt, pollution and shame thus 

menstrual taboos 
• in some countries higher status of male babies which often resulted in the death of female 

babies 
• generally sex before marriage and pregnancy before marriage is actively discouraged 
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Reproductive Health . 
Fertility varies among women in the Western Pacific Region with average number of children 
ranging from 1.6 in South Korea to 5.8 in Cambodia with the average fertility rate reported for 
countries represented here being between 3-4. 

Although maternal mortality has greatly reduced in most Western Pacific countries in recent 
years it still remains high for many countries. There appears to be a strong relationship 
between the number of births attended by trained personnel and maternal mortality i.e. the 
lower the attendance rate the higher the maternal mortality rate and conversely the higher the 
attendance rate the lower the maternal mortality rate. Rates of maternal mortality vary across 
the region e.g. Singapore 4.111100,000 live births; South Korea 131100,000 live births; China 
611100,000 live births; Western Samoa 70/100,000 live births; Vietnam 120/100,000 live 
births; Philippines 1901100,000; Tonga 197.3/100,000 live births; Cambodia 473/100,000 live 
births; PNG 93011 00,000 live births;. Most of these statistics are 2-3 years old. Clearly it is 
more of a problem in some countries than others. 

Abortions contribute to maternal mortality rates. Abortions are illegal in many Western 
Pacific region countries however illicit abortions seem to be common, using methods such as 
bitter concoctions, heavy or excessive weight on the uterus, herbal medicines etc. 

Because abortions are illegal it is almost impossible to determine the rate of abortions, 
however it has been estimated that in some countries abortions occur twice as much as live 
births and a third are undertaken by adolescents ( Korea) in others that 113 of 
pregnancies end in abortion (Vietnam) . 

Evidence such as hospital admissions due to complications with abortions, suggest that young 
women are over-represented in women having abortions with complications. It is suggested 
that young women are at high risk of abortion complications due to being more likely to obtain 
illegal abortions or delay seeking help. 

Reasons for adolescent women choosing abortion is due to shame she would bring on family if 
not married, social ostracism, termination of studies. A major reason for abortion of female 
foetuses in some Western Pacific countries is due to the higher status of male children e.g. 
China, South Korea. 

Adolescent child bearing is hazardous to young people and to their off-spring. Young women 
are more likely to die child bearing, there pelvis is often not fully formed and their offspring is 
more likely to be low birth weight and malnourished. In Western Pacific Region countries 
represented here teenage pregnancy is an issue identified as of concern withan average of 15% 
of all births in the Western pacific region being to teenagers. 

Average age of first marriage for women is generally between 20-25 years old in most of the 
countries here with low rates of marriage recorded for young women aged 10-19 years. 

STD'S/AIDS 
STD's and HIV is becoming a major problem in the Western pacific region, it is suggested that 
the main causes of morbidity and mortality in the future will be STD's and HIV. 
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Young people are recognised as displaying high risk behaviour and thus susceptible to 
infection. There are high incidences of STD's in particular groups of young people e.g. out-of
school youth, commercial sex workers. Unfortunately little research has occurred re STD 
prevalence among the general youth population. What studies have been done suggest a high 
STD rate among young people, in particular chlamydia, syphilis and gonorrhoea. 

Gonorrhoea and chlamydia can result in pelvic inflammatory disease which can then lead to 
infertility. Infertility for a young women can be devastating, particularly if the belong to a 
culture which highly values fertility. 

STD's are also regarded as a risk factor for the development in later years of cervical cancer. 

The main form of HIV transmission in the Western Pacific region is firstly intravenous drug 
use e.g. China, Vietnam, Malaysia and heterosexual contact e.g. Cambodia, PNG and 
Philippines. 

It is estimated that there are 50,000 HIV infected adults in East Asia and the Pacific (1994). It 
is believed that HIV is under-reported to varying degrees in this region for various reasons. 
This rate is relatively low compared to other developing regions, particular Africa and South 
Asia, however the potential for an epidemic of AIDS in the Western Pacific region is very real 
due to the following reasons, particularly in Asian countries: 

Two of the biggest fears with regard to young people and STDslAIDS is young people's lack 
of knowledge or inaccurate information with regard to these diseases and the second major 
concern is the lack of knowledge and use of protection from STD'si AIDS e.g use of condoms. 
The latter will be discussed soon when discussing contraception. 

Case Studies 
Data obtained re prevalence of STD's/ AIDS in the region indicate: 
• high rates of STD's reported in PNG i.e. 232/100,000 gonorrhoea, 7l.8/100,000 syphilis, 

with rates of genital ulcers the highest in the world, high rates of infertility also reported 
due to PID; estimated AIDS 0.61J00,000. 

• Philippines, 20-24 year olds second highest group to report STD's; AIDS 0.11100,000 
• high rates of PID reported in Vietnam, 15-24 year olds most affected by STDs; .203% 

AIDS prevalence 
• the AIDS rate in Cambodia is l.9/100,OOO however it has reached epidemic proportions in 

high risk groups i.e. 39.5% of sex workers HIV+ and blood donors 41% HIV+. It is 
believed that many people were infected by HIV prior to their 20's. Reproductive tract 
infections and STD's are believed to be high in the population. 

• In China in 1995 3,341 people were reported to be HIV+ with 117 people having AIDS 
although it is estimated that as many as 100,000 are HIV+; AIDS prevalence rate .007%. 

• Fijian rate of AIDS in 1996 reported as 0.3/100,000. More than 2/3rds of reported cases 
of gonorrhoea are aged between 15 to 24. 

• Malaysia's AIDS prevalence rate is .530%. 
• Korea's AIDS prevalence rate is .009% 
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As with reproductive health young people often lack knowledge of modern contraceptive 
methods. Availability of contraception is often a problem as well. In most countries adequate 
sex education, knowledge of contraception and availability or accessibility of contraceptive 
services is rare. Even if contraception is available many young people are scared to access 
them for fear of criticism from health workers, family etc. Cultural factors often also influence 
use of contraceptives. What cultural factors would influence contraceptive use in your 
country? 

Levels of contraception prevalence in the countries represented here vary from very low to 
very high. Countries with high rates of prevalence reflect family planning policies in these 
countries: 
• China: 83% 
• South Korea 79% 
• Malaysia 48% 
• Tonga 39% 
• Vietnam 36% 
• Fiji 32% 
• Samoa and Phil~pplnes 38% including traditional methods 

• PNG3%. 

The main forms of contraception used are depo provera, tubal ligation, the pill and condoms. 

Sexuality 
Little information was found on sexuality which I believe reflects the lack of cultural and 
religious acceptance in most countries of sexual orientations other than heterosexuality. 

It is important to distinguish between same-sex sexual behaviour and sexual orientation. It is 
believed that same-sex sexual behaviour occurs in most culturcs, sometimes such activity is 
part of cultural life and is accepted as such. 

Sexual orientation refers to someone's predominant sexual preference e.g heterosexual, 
homosexual, bisexual, transsexual. However cultural taboo often ensures that people who are 
homosexual do not identifY themselves as gay or lesbian which often forces such people 
underground. 

In terms of adolescence, same sex behaviour is regarded as a part of young people developing 
their sexual identity and this is a normal part of experimentation. Thus, same-sex sexual 
activity does not mean that they are gay or lesbian. 

Pacific cultures in particular Polynesian culture is one of the few cultures which appear to be 
more accepting of sexual roles/sexuality other than heterosexuality. 

Case Studies 
For example, an article entitled 'A Gay Life' reports that in Samoa there are people identified 
as 'faafafine' or feminine men who are mostly accepted by all parts of society due to their 
contribution to society i.e. are able to perform male and female chores and the charity 
provided by drag organisations. 
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An article on the HIV epidemic in PNG reports that homosexuality is not talked about, 
'coming out' is not acceptable for women or men although men can and do hide same-sex 
sexual activity as bisexuality i.e. are married with children but also have sex with men. 
Prolonged sexual activity between boys and men in remote tribes and villages is an accepted 
part of preparation for manhood and heterosexual life. This is not regarded as homosexual, 
homosexuality being illegal, however PNG culture does have tolerance towards sex between 
men and general tolerance of bisexuality. 

Child Sexual Abuse 
Anecdotal evidence suggests sexual abuse is a serious problem in developing countries. Rape 
is not rare, a very high proportion of rape victims are under 15 years old and most victims 
knew their perpetrators. However, due to the sensitivity of such abuse there is a paucity of 
data. 

CSA is defined as when any person uses their power overa child to involve that child in sexual 
activity. Child sexual abuse is not about sex it is about power. Child sexual abuse includes 
incest, any sexual relations with a minor, child prostitution, sexual assaults, sexual 
exploitation. 

Case Studies: 

Cambodia: There is an increasing demand for children for sexual exploitation driven by 
internal and external demands. The main demand is internal, men wanting virgins maybe 
because of AIDS or the belief that they can rejuvenate themselves by sleeping with virgins. 
The external demand is highly organised via sex tourism and paedophilia networks. It is 
reported that there are an increasing number of abductions of children and an increasing 
number of women under eighteen working in brothels, it is estimated that 30-35% of women 
involved in the sex trade are under eighteen years old. Young women from Vietnam and 
South China are also believed to be abducted to Cambodia. The Government has passed a law 
against trafficking in women and children inn 1996 however it is awaiting implementation. 

Vietnam: it is estimated that 8,000 - 12,000 young people aged 1O-I7 are sexually exploited; 
7% of prostitutes are believed to be under 18. Women are sold or abducted mainly for 
domestic purposes but also transnational to Cambodia and China. Such actions are illegal 
however, often the young women is treated as the criminal. 

Papua New Guinea: In 1994 47% of sexual assaults had victims aged less than 15 years old. 
In a study it was reported that 15% of young women had been sexually harassed by male 
members of the family i.e. cousins, uncles and step fathers, half succumbed, half resisted. 
Another issue is forced group sex which is maintained as punishment to women to teach her 
not to be sexually arousing, for refusing a husband. 
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Knowledge of the harmful effects of tobacco is generally lacking in developing countries. 
Tobacco companies are attracted to developing countries due to facing increasing restrictions 
in developed countries, few restrictions in developing countries, westemisation of developing 
countries, and low awareness of harm. It is generally recognised that people who do not begin 
smoking tobacco in adolescence are far less likely to commence smoking tobacco as adults, 
thus adolescence is a keyage group to target tobacco prevention. However, in many 
developing countries the prevalence of smoking is low priority, due to the powerful forces of 
tobacco companies able to influence government, economic reliance of growing tobacco etc, 
however it is likely to be a leading cause of early adult mortality. 

Case Studies 
China: 61% of men 16 years and over smoke tobacco; 7% of women smoke tobacco. More 
than 300 million smoke tobacco and make up 30% of worlds cigarette production. Half a 
million people die annually from tobacco related diseases. 

South Korea: smoking tobacco an increasing problem, a study indicated that 1/3 of school 
students smoke tobacco, the stress of academic performance is cited as a reason for why they 
smoke tobacco. Another study of 100,000 school students reported that 70% of their fathers, 
2.7% of mothers and 22% of friends smoked tobacco. The students themselves reported a 
smoking rate of8.45%. 

Singapore: a study reported that average age of experimentation with smoking tobacco is 12 
years old and are smoking regularly by 14 years old. It was estimated that 10% of the boys 
and 7% of girls aged 18 years were regular smokers. 

Alcohol Use 
Evidence that misuse of alcohol is a growing problem in developing countries related to 
changes in its use from traditional ceremonies to day-to-day socialising, and increased 
urbanisation and availability. In relation to young people increasing alcohol use and misuse is 
associated with stressful and poor living conditions and the rapid pace of change. 

Case Study 
China: Increased alcohol use in last 20 years. In one study of 2,000 8-12th graders 30% had 
been intoxicated with average of first use being 12 years old. They noted a rapid increase in 
liquor use among males in higher grades. Alcohol use was associated with smoking tobacco, 
school truancy, stealing and fighting and engaging in unconstructive activities. However 
although there is a high prevalence of use among adolescents it was in the main 
experimentation. Beer was the most common drink. 

Other Drugs 
There is little research on drugs common in developing countries e.g. betel nut, cola nut and 
khat, instead the focus of research has been on narcotics used in developed countries e.g. 
marijuana, cocaine, heroin. Research into betel nut use suggest that the associated use of lime 
with betel nut can cause oral cancer. 
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Case Studies: 
Philippines: drug use in mainly an urban male problem i.e. 55% of 15 - 24 year old males. 
The most abused drugs are cough syrup, alcohol and marijuana. 

Fiji: Increased use of kava has been linked with health and nutritional problems, decrease in 
food crops and pressures in family life. 

Tonga: kava is actively promoted because unlike alcohol it does not provoke aggression. 

PNG: Marijuana fasting growing industry, this involves children and young people as users 
and dealers. Drug related offences have doubled in three years. 

Singapore: Substance abuse and glue sniffing are endemic among teenager who drop out of 
school or coming from broken families. 

Mental Health 
In Western countries I in 12 men and 1 in 6 women will experience a clinically diagnosed 
mental illness. Mental illness is a concern in adolescence as it is mainly in adolescence that first 
symptoms of mental illness occur. A WHO study suggests that rates of schizophrenia are 
comparable to western countries. Little research has been conducted into mental illness in 
developing countries, however, access to psychiatric services are much more limited in 
developing countries and concepts of psychological normality and abnormality differ from 
country to country. 

Antisocial behaviour/delinquency a big mental health issue in western countries is reported to 
be a problem in males in only 24/186 developing countries and for girls in 6/186 developing 
countries. Anorexia nervosa and bulimia nervosa, eating disorders, are also very culture 
specific and pertain to westernised countries. 

A significant and increasingly recognised mental health problem in developing countries is the 
care of adolescents who have suffered psychological trauma as a result of war, natural 
disasters or human rights abuse. 

Psychiatric illness is grossly under-diagnosed and under-reported in developing countries. 
Most disorders will go undetected, even those people who access a health service for a 
physical complaint are often not detected. 

Causes and types of mental illness do not differ markedly from western countries, however 
their presentation and symptoms maybe very different e.g. mental illness is sometimes seen as 
a possession by spirits. Developing countries approach to mental illness challenges the 
western model of psychiatric illness and treatment. Ironically, many developing countries 
approach to mental illness is the model which western countries aspire to , that IS, a 
community rather than an institutional response to mental illness. 



- 34 -

Annex 4 

Youth suicide of great concern in Western countries is increasing in some developing 
countries. This will be discussed further later in the section on unintentional injuries. 

Case Studies 
Vietnam: It has been noted that there is an urgent lack of child and adolescent mental health 
services, although there is no data on the prevalence of mental disorders among children and 
young people. The Vietnamese have a much narrower definition of mental illness. Generally 
the only time a person would access mental health services is if they are psychotic and disrupt 
social order the safety of family members to an extent that family members can not manage 
them. Psychological and emotional distress are not perceived as mental illness, rather you 
either bear the burden alone or seek help from family, friends or priest or shaman for prayer or 
exorcism. Counselling/psychotherapy is alien to Vietnamese culture. 

Mental illness is regarded as a supernatural event and is stigmatising for both the individual 
and family. Mental illness is believed to be due to offending a God/demon or for having 
committed a sin. Thus, family try and hide the mental illness and will take responsibility for 
the person as long as the behaviour can be controlled. 

China: post natal depression is a lot more common with the birth of a girl. 

Cambodia: Extended periods of war, dislocation and loss of family and relatives and fear of 
mine injuries has resulted in significant psychological morbidity. Cambodians in refugee camps 
demonstrate a particularly high rate of mental illness. Access to psychiatric or psychological 
assistance is limited, health personnel do not receive training in this area. 

Malaysia: as with Vietnam mental illness is believed to be caused by supernatural factors, evil 
spirits witchcraft or severe mental stress. Traditional Malay medicine men 'bomoh's' are 
believed to better equipped to treat mental disorders than the medical profession. Bomoh's 
heal using holy water, incantations and talismans. Malaysia also notes the social desirability of 
slimness as in western countries. 

Intentional Injury 
Intentional and unintentional injury are the leading causes of death and disability among young 
people in many developing countries. Intentional injury generally refers to suicide, attempted 
suicide and self-inflicted injury. In many developed countries suicide is the second or third 
most common form of youth morbidity and mortality, it would seem that countries represented 
here experience the same tragic problem. 

Case Studies 
Western Samoa: It was reported that in 1994 suicide was the foremost cause of in-hospital 
mortality among 15-45 year olds. 

Singapore: In 199426% (10.2/100,000) offemale deaths aged 15-24 were by suicide or self
inflicted injury. 

China: an adolescent suicide study analysed 90 youth suicides reported between 79-89, 68% 
of suicides were women, with the leading reason being dating/marital tensions (arranged 
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marriages) or domestic conflicts with family. Women were more likely to think about suicide, 
whilst more males attempt suicide. 

Telephone counselling services which provide the main form of counselling report that young 
people aged between 20-24 years and adults over 60 years were the top groups contacting the 
service about suicide. 

Suicide and self inflicted injuries are the second highest cause of mortality among rural young 
males at 18% (16.71100,000) whilst the urban rate for young males was 7% (3.6/100,000). 
Female youth suicide/self-inflicted injury rate is attributed for 41 % of mortality rates 
(331100,000) in rural areas and is 7% in urban areas (3.61100,000). 

South Korea: In 1994 10% (11/100,000) of young male deaths was by suicide and 12% 
(5.9/100,000) of young female deaths were by suicide. 

Fiji: It is reported that more Indians than Fijians commit suicide, with more Indian women 
committing suicide than men, whilst of the Fijians that commit suicide more male Fijians 
suicide than female Fijians. The most common method is hanging. 

Papua New Guinea: one of the main cause of intentional injury in PNG is violence which is 
believed to be so endemic it is feared that it is becoming normalised. Spouse abuse is 
widespread whilst child abuse is becoming of increasing concern. Child abuse is believed to be 
increasing due to rapidly changing conditions resulting in family breakdown, intermarriage, 
urbanisation and unemployment. Also of concern is the prevalence of sexual violence against 
girls and women with gang rape increasing. Tribal fighting is endemic in the highlands and is 
increasingly becoming armed conflict increasingly dangerous for the general public and 
resulting in increasing deaths. This violence is having a huge impact emotionally, 
economically, and socially. 

Unintentional Injury 
Unintentional injury includes motor vehicle accidents, sport injuries, falls, accidents, 
occupational injuries etc. Motor vehicle accidents are becoming an increasing cause of 
morbidity and mortality in developing countries commensurate with increases in the numbers 
of motor vehicles. Often traffic and road safety legislation and regulations are not enforced 
which contribute to road fatalities and injuries. 

Unintentional injury causing death or permanent disability are more likely in developing 
countries due to lack of medical care to prevent death or serious disability. 

Wars also contribute to intentional injuries with young people being used as soldiers, often in 
the front line, thus tend to sutTer the highest casualty rates. 

Case Studies 
Singapore: In 1994 traffic related injuries are identified as the main cause of morbidity and 
mortality composing 29% of deaths. 
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Vietnam: Traffic accidents seventh main cause of mortality reflecting a rapid increase in 
motor vehicles and little enforcement of traffic rules. 

China: Rural male causes of mortality are firstly external causes of injury and poisoning, 
followed by suicide, self inflicted injury and thirdly motor vehicle accidents. Urban male 
mortality causes report motor vehicle accidents as the second main cause of mortality. 

South Korea: In 1994 motor vehicle accidents were the main cause of death among male and 
female aged between 15 - 24 years. 

Cambodia: Increase in motor vehicle accidents reflects increase in the number of cars. 
Exploding land mines account for 300-500 injuries or deaths per month, it is estimated that 
4.211,000 of the population have had an amputation due to landmines. 

Philippines: In order injury, undetermined causes and accidents are the three main causes of 
mortality for 15 - 24 year olds. 

Nutrition 
Malnutrition is a significant concern in developing countries. In relation to adolescence one of 
the key questions is whether malnutrition in childhood can be partially rectified by food 
interventions at the adolescent growth spurt? 

It has been observed that nutritional deprivation is more common in girls and women in some 
countries due to the low status held by women. Anameia deficiency prevalence is common in 
women in developing countries, this is believed to be related to menstrual blood loss 
coinciding with the adolescent growth spurt. This is especially a problem in pregnancy. 
Iodine deficiency is also common in developing countries. 

Case studies 
Singapore: Obesity is of concern in Singapore, the overall prevalence is 4.3% and 13.2% 
among school children. This is believed to be related to lack of facilities for physical activities 
in schools, are in a culture which centres around eating and a society which is most concerned 
with academic performance. 

Tonga: Diet is becoming increasingly reliant on imported foods e.g. white flour, rice, sugar, 
tinned meat and fish. This change in diet has resulted in various diet-related non 
communicable diseases. 

PNG: A large proportion of women and children suffer form protein energy malnutrition, the 
rate of child malnutrition is twice as high as that other Pacific nations. As with Tonga there is 
an increased dependency on imported food. Of immediate concern however I'm sure is the 
devastating impact the drought is having on the nutrition of its population. 

Fiji: Fiji is one of the top ten countries with highest incidence of diabetes due to high 
dependence on processed foods and sedentary lifestyles. Diabetes has increased 25-fold over 
IS years, from 1965 to 1980 with one in eight adults having diabetes. Increasing foot 
amputations is occurring due to diabetes foot sepis, although 50% of these were preventable 
with basic foot care. 
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Malnutrition is still a problem, 44% have healthy weight, 30% of population are anaemic and 
11% of babies are underweight. 

Philippines: A 1994 survey indicated overweight and obesity is becoming a problem of urban 
slum dwellers. 

Western Samoa: WHO found a gross degree of obesity, diabetes mellitus and cardiovascular 
disease whilst malnutrition is increasing in urban areas which is the third main reason for 
hospital admissions for children. 

Oral health 
Dental decay is related to sugar content in diet, thus it has been a relatively minor problem in 
developing countries however it is increasingly becoming a problem with changes in diets with 
a high sugar content. Periodontal disease is more common in developing countries. 

PNG: Dental services focus on school children and are curative and restorative rather than 
preventative. Some community health workers are trained in education and basic dental 
services. A study indicated that 53% surveyed aged IS years and over claimed current 
problems with teeth and mouth. 

Cambodia: Traditional dentistry flourishes with no legislation for formal dental training or 
qualifications. Their focus is on provision of crown and bridges. 

Vietnam: Traditional dentistry is most common, although planning to phase them out by 
requiring formal training and qualifications. 
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SUMMARY OF PARTICIPANT PRESENTATIONS AND EVALUATION 

1. Participant Presentations 

Participants were asked to develop an adolescent health initiative which would outline 
action they planned to take in the area of adolescent health over the next 6-12 months. Day 7 of 
the workshop was spent developing this initiative. Day 8 of the workshop was participant 
presentations of 10 minutes to the group which was then opened for discussion by the group. 

1.1 Philippines 

Ms Norma Escobido, Health education and promotion officer 

This initiative was to review the draft National adolescent health policy and distribute to 
relevant organizations for comment and revise the policy to take into account the comments made. 
Once the policy has been approved she would develop a national adolescent health plan and review 
existing training materials in terms of adolescent health content and develop materials where there 
are gaps or existing materials are inappropriate. The areas covered in the workshop will guide the 
review of existing materials. 

Ms Paz Buenviaje, Senior education programme specialist 

The first action would be to feedback a report on the workshop to staff and inform the 
Regional Director. Following this the aim is to maximize adolescent health training by integrating 
adolescent health into the secondary curriculum. 

This would be achieved by conducting a curriculum development workshop to train regional 
trainers with regard to integrating adolescent health into secondary school curriculum. The action 
taken by regional trainers would then be monitored and evaluated. 

Dr Remedios Fernandez, JHPIEGO country representative 

This initiative is to integrate adolescent health education into pre service nursing 
curriculum. Topics for the curriculum included adolescent development, mental health promotion, 
communication and interviewing skills, substance abuse, adolescent health interventions, disability 
in adolescence, and sexuality. 

1.2 Papua New Guinea, Sr Janet Gagum, Tutor 

The aim of this initiative was to incorporate adolescent health education into the existing 
nursing curriculum to help adolescents identify the importance of personal health and 
development. Subject tutors will receive inservice training on adolescent health. 

Ms Pauline Doonar, Senior Curriculum Officer 
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education. The draft syllabus would then be tested and teachers would receive in-service training 
with regard to teaching adolescent health. 

The information from this workshop will also be presented to senior staff and utilized in the 
development of policy related to adolescent health. An effort was made to ensure that the 
adolescent health initiative be incorporated in existing policy initiative such as WHO New 
horizons in health and the health promotion healthy islands. 

1.3 Cambodia, Dr Sok Srun, Medical Officer 

The aim of this initiative is to develop a national adolescent health policy. This would 
involve collection of adolescent health data and adolescent health training. A report of this 
workshop will be made to the Director of Health where it is hoped approval will be gained for the 
development of a national adolescent health policy. 

Dr Kuch Sangvareth, Hygiene Officer 

The aim of this initiative is to develop and conduct an adolescent health workshop to train 
representatives from relevant ministries and nongovernmental organizations to raise awareness of 
adolescent health. This would involve the development of training materials and would require 
approval from the Department of Health promotion. 

1.4 Republic of Korea, Ms Song In-Sook, Chief, Youth Guidance Programme Section 

The aim of this initiative is to develop education progranunes for young people on sexuality 
and tobacco, conduct parent education programmes on adolescent health and establish a phone 
service for young people focusing on sexuality. 

Dr Yang Byunggog, Public Health Administration Officer 

This initiative aims to enhance and facilitate inter-Ministry collaboration in adolescent 
health education. This would be achieved by the establishment of a committee of experts and 
public officers form the Health, Education, Labour and Culture and Sports Ministries to develop 
adolescent health policy and curriculum. A taskforce team would be established to undertake 
work under the guidance of the committee. 

1.5 Malaysia, Dr Saidatul Nordaya Bt Buang, Assistant Director, Family health development 
division 

The aim of this initiative is to implement the National Adolescent Health Plan in 1998. 
This would involve the provision of health services at clinics, schools and in the community. 

This would be achieved by training teachers and relevant workers to increase the knowledge 
and skills in adolescent health. 

An initiative to link health clinics and schools would also be tested. The progranune is an 
obesity prevention progranune which would involve teachers detecting students with weight 
problems. These students would be referred to the health clinic for intervention. This pilot 
programme would be conducted for six months and then evaluated with the aim of introducing the 
progranune nationally. 
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Dr Delima Kalsom Bt. Abdul Wahab, Medical Officer 

The aim of this initiative is to implement the IIltional adolescent health plan at a district 
level. This would be achieved by: 

- advocacy - creating awareness among officers in the district to generate commitment and 
to mobilize government, nongovernmental organizations and youth associations by 
establishing a committee. This would also involve raising awareness in the community 
via media. 

- Skill development - establish a youth friendly centre to provide training, health 
education, peer education, information and recreational activities to strengthen and 
develop youth participation in the planning, implementation and monitoring of an 
adolescent health programme. 

- Training - to conduct a four-day training course to establish knowledgeable, skilled and 
qualified trainers in adolescent health. 

- Service provision - to establish an adolescent health clinic for counselling and adolescent 
health promotion. 

- Surveillance - to monitor and evaluate the effectiveness of the programme by developing 
a registry of membership, record of attendance, reporting of activities, minutes of 
meetings and the evaluation of knowledge. 

1.6 Fiji, Dr Lepani Waqatakirewa, Assistant Director, Family Health 

The aim of this initiative is to develop a national adolescent health policy. The policy 
would include: scope of policy; definition of adolescent health; current health status of adolescent 
health (demography, education, disease morbidity and mortality, law and crime and social issues); 
health service provision (definition of rights of adolescents, range of health service provision, 
separation or integration of services, cost recovery of health services). 

This would involve research to obtain relevant adolescent health data, to include adolescent 
health education into pre service and in-service training, development of information, education 
and communication materials and originating meetings to raise awareness among politicians, 
senior government officials, nongovernmental organizations, social workers and religious leaders. 

1.7 Viet Nam, Dr Pham Thi Minh Duc, Deputy Dean, Hanoi Medical College 

The aim of this initiative is to integrate adolescent health education into the medical 
curriculum to strengthen knowledge and skills for students and teachers. Adolescent health 
education will be integrated into the reproductive health curriculum for final year student training. 
Adolescent health education will also be incorporated into a master programme and curriculum for 
teachers. Lecturers will be trained in adolescent health to ensure that they are able to incorporate 
adolescent health into the curriculum. 

Dr Do Trong Hai, Lecturer, Hanoi Medical College 

The aim of this initiative is to integrate adolescent health education into the medical 
curriculum. This will be achieved by presenting the issue to the medical school, establishing an 
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expert conunittee on adolescent health, selecting materials on adolescent health, and training 
lecturers in adolescent health education. A paper will also be written on adolescent health for the 
Journal of Medicine. Assessment will be the number of hours devoted to adolescent health in the 
curriculum and student coverage. 

1.8 Samoa, Mr Andrew Peteru, Health Educator - Research and Training 

This initiative is to increase young people's knowledge of adolescent health by developing 
and conducting a regular radio programme on adolescent health issues for young people. 

Funding for air time and prizes will be from business sponsors. Young people will be 
trained and additional hosts who are radio/community personalities will be recruited to run the 
programme. It is planned that the show will be weekly for one hour entitled "Body and Mind". A 
broad range of adolescent health issues will be covered with each programme focusing on one 
topic. Young people will be able to ring up the programme to ask questions, comment, etc. 

It is also planned to develop a weekly column in the newspaper, possibly a television spot, 
posters and concerts to promote and raise awareness of adolescent health. 

The radio show will be reviewed quarterly by public opinion surveys. 

1.9 China, Dr Zhou Kai, Research Assistant, Institute of Child and Adolescent Health 

The aim of this initiative is the development of new teaching materials for health education 
in schools. Experts in adolescent health will be invited to review current health education in 
schools and develop new curriculum and teaching methods where appropriate. Health workers, 
school doctors and nurses and teachers who conduct health education in schools will then be 
trained to teach the revised health education curriculum. The new materials will first be tested in 
ten middle schools and evaluated before expanding the use of materials. 

Dr Lei Leng, Deputy Director, Division of Secondary Medical Education 

The aim of this initiative is to conduct research in conjunction with the Institute of Child 
and Adolescent Health at a Provincial level into tobacco and drug use, develop an adolescent 
health policy for the medical school and integrated adolescent health education into school 
curriculum. 

l.lO Singapore, Dr Loke Kah Yan, Senior Lecturer/Consultant, Department of Paediatrics 

This initiative is to deliver a lecture entitled "Revelations and Aberrations of Adolescent 
Development" to the university staff of Paediatrics, postgraduate, medical students and invited 
health care professionals including the ancillary staff (medical social workers, dietician and 
nurses). 

The lecture aims to promote awareness of adolescence as a developmental stage, specific 
adolescent health issues in Singapore and communications skills. It is hoped that the lecture will 
create sufficient interest to include adolescent health into medical and nursing curriculum's and 
stimulate interest for collaboration with relevant experts with regard to research and development 
of prevention programmes. 

J I 

II 

II 
I 
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The lecture will be fonnally submitted to the Ministry of Health, Faculty of Medicine and 
submitted to the Singapore Health Journal. 

It is also planned to develop inpatient and outpatient services specifically for young people. 

2. Evaluation 

2.1 Day 2 evaluation 

Adjectives most commonly identified to describe the workshop were: interested, good, 
motivated, challenged, and worthwhile. 

Comments on what was learnt included: understanding adolescent needs from their 
perspective, the need to collaborate with their government to develop a policy for adolescents, 
including young people in planning, decision-making and programme development, adolescent 
health principles, exercises allowing the use of theories, learning about adolescent health problems, 
interaction with other countries. 

Participants enjoyed: discussion, games, group activities, video, lectures, framework for 
country programming for adolescent health, interesting content, 

Areas for improvement: more discussion, copies of presentations prior to presentation, 
venue too cramped, overhead projector is bad position, strategies to deal with behaviour, fonnal 
though processes hard to grasp. 

Overall the workshop was regarded as "good" (II) or excellent (6) 

2.2 Evaluation - Day 6 

Words used to describe their feelings of the workshop most commonly identified were 
challenged, involved and interested. 

Comments on what was learnt included: integration of adolescent health curriculum, 
monitoring and evaluation of programmes, use of data for planning purposes, internet 
demonstration. 

Participants enjoyed: factors that facilitate or hindered learning, active participation, group 
activities, curriculum development, techniques used by the consultants were interesting and helpful 
in understanding adolescent health, Areas for improvement, internet demonstration, utilizing 
research into programming, more attention to summary and synthesis at the end of each session, 
write instructions for workshop activities on white board, In general the day was regarded as 
'good' (5) or 'excellent' (4). 

2.3 Evaluation of workshop 

2.3.1 Educational gains 

Were the following objectives met? 

(a) To enable participants to have a better understanding of major psychological, health service 
and other factors that affect adolescent health and development 
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(a) To enable participants to have a better understanding of major psychological, health service 
and other factors that affect adolescent health and development 

With the exception of one participant, all the participants believe this objective has been 
met. 

(b) To review the present status of adolescent health and assess training activities required to 
improve the capability of health personnel to promote adolescent health 

All participants indicated that this objective was achieved. 

(c) To review and strengthen participants' knowledge of and skills in methodologies useful to 
train providers of adolescent health services 

Fifteen out of 16 participants indicated that this objective was achieved. 

(d) To develop draft outlines for adolescent health training for the trainers of health and 
education professionals. 

All except one of the participant indicated that this objective has been achieved. 

No comments were made. 

Have new skills or concepts been learnt at the workshop? 

Except for one participant it was indicated that they have learnt new skills or concepts. 

(a) Can these skills and concepts be applied to your country? 

With the exception of two participants, the remaining participants indicated that they could apply 
these skills and concepts in their own country. 

2.6.3.2. Process and outcome 

2.2.1 Were you able to express your ideas or problems at the workshop? 

With the exception of one, participants indicated that they could express their ideas or problems. 

2.2.2 Was there enough opportunity to exchange knowledge and experience with other 
participants? With the exception of two participants, the participants felt there was enough 
opportunity to exchange knowledge and experience with other participants. 

The only comment made was difficulty in speaking English was a barrier to communicating 
at the workshop and among each other. 

2.2.3 Were you satisfied with all working papers and handouts? With the exception of one, the 
participants were satisfied with the handouts. One comment made was to give handouts prior to 
the presentation. 

2.2.4 Specify which of the working papers distributed for the workshop are suitable for wider 
distribution: the papers identified more than once were: New Horizons in Health policy, Health 
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policy, Advocacy. Adolescent health principles. Monitoring and evaluation, Adolescent health 
status overview. 

2.2.5 Did you have enough time to study the working papers? Three quarters of the participants 
believed there was sufficient time, whilst a quarter of participants indicated that there was 
insufficient time. 

2.2.6 Were methods of introduction and presentation of different topics satisfactory? With the 
exception of one participant it was indicated that methods of presentation were satisfactory. The 
one comment indicated that presenters talked too fast to understand properly. 

2.3. Organization of the workshop 

Were the duration and scheduling of different activities - lectures, group discussions, etc. 
satisfactory? Apart from one comment that the workshop was too long, participants indicated that 
they were satisfied with the duration and scheduling of activities. 

2.4. Administrative aspect 

Are organization or administrative arrangements for travel, accommodation, per diem, 
meeting, secretarial support and interpretation satisfactory? Apart from one comment that a 
schedule that would allow an opportunity to see the Philippines, participants were satisfied with 
administrative arrangements. 

2.5. Your overall conclusion 

Do you feel that: 

(a) The conclusions reflected the workshop consensus? 

All participants agreed that the conclusions reflected the group consensus. 

(b) Your attendance was worthwhile to you personally? 

With the exception of one participant the workshop was regarded as worthwhile personally 
for the participants. 

(c) Your participation was worthwhile to your country? 

With the exception of one participant, participation was regarded as worthwhile for their 
country. 

2.6. What follow up activities, if any, would you recommend? 

(a) by national government 

Policy, training, monitoring and evaluation were the most common responses. 
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(b) By WHO? 

The most conunon responses was for WHO to follow up the participants' initiatives and 
document them for the benefit of other countries and to conduct regular workshop. Two responses 
requested a workshop specifically for the Pacific Islands. 

(c) By other agencies (specify type) 

Responses included that countries should network to share their experience and knowledge, 
a need to strengthen collaboration with UNICEF and UNFP A and the need to involve all local 
nongovernmental organizations. 


