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Preface 

ung people have always inspired two powerful sentiments - the 
ope that they will create a better world than their forebears without 
iscarding fundamental values, and the fear that they will make things 

worse. These feelings owe much to the special qualities of the period of youth: 
it is a time of transition between the dependence of childhood and the 
independence of the adult; a time when the past is questioned and the future is 
being determined; a time of searching for fundamental truths that will shape 
the lives both of the young people themselves and of the children they will 
raise. 

The transition from child to adult nowadays takes place in an environment 
of unprecedented dramatic change. There has been an extraordinary increase 
in the world's population; cùnently, more than half the world's population is 
below the age of 25; 29% are between the ages of 10 and 25, of whom 80% 
live in developing countries (1). The accelerated urbanization that has accom- 
panied this increase and the technological revolutions in communications and 
travel have produced new challenges to the young people of today. Estab- 
lished patterns of behaviour, and the experience and advice of older people, 
are often irrelevant in the modem context. Thus much depends on the 
creativity, energy and commitrnent of young people themselves if new paths 
to development are to be found. 

For many years, the health of young people has been neglected because 
they are generally less vulnerable to disease than children or the very old. 
Young people are, however, highly vulnerable to the radical changes in social 
conditions that have occurred in recent times, and which can have a profound 
effect on their health. In many societies, changes in social and sexual mores 
have increased the risks of unwanted pregnancy, sexually transmitted diseases 
and the new threat of acquired immunodeficiency syndrome (AIDS). Tobacco, 
alcohol and drugs are now widely available in many places, and the propensity - .  

for young people to experiment with such substances is frequently exploited 
for financial gain. Conditions in some industries and on the roads have 
increased the dangers to young people of accidents, injury and disability. 
Eating habits are changing rapidly, with little attention being paid to the 
health consequences of a poor diet. Competition for jobs and educational 
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opportunities is becoming increasingly fierce and leaving in its wake many 
young people who are psychologically damaged and perhaps even suicidal. 

It was to draw attention to this vulnerable yet neglected section of society 
that the Health of Youth was chosen as the subject for the Technical 
Discussions at the Forty-second World Health Assembly in 1989. The 
Discussions covered not only the health problems of young people, but also 
the contribution that they can make towards their own health and that of their 
communities. For, while the contemporary world poses unprecedented 
hazards to the health of young people and to the future of their societies, it 
simultane~usl~ offers an opportunity to hamess for the good of al1 humankind 
the energy, creativity and idealism of the young, which are abundantly 
evident throughout the world. Young people in al1 societies willingly devote 
their time and energy to improving the health of their families and com- 
munities, childreia, other adolescents and young people, the disabled, the 
elderly and many others, both through their own initiatives and when called 
upon to do so by others. Such cornmitment to social development and to 
promoting the health of other people has many advantages for us all. It 
improves the well-being of young people by enhancing their self-esteem and 
bnngs the rewards that come from a sense of accomplishment; it offers a 
constructive rather than destructive channel for the energy of youth, and it 
provides experience of health issues and responsible interaction with others. 

Young people are willing and able to take greater responsibility for their 
health and their lives, but whether they actually do so is greatly dependent on 
the behaviour of others. How well we listen, how well we respond to the 
needs of young people, how well we engage them in determining their own 
future in cooperation with others, how much we trust them, how much we 
make it possible for young people to achieve self-esteem through constructive 
action - these are the challenges to society and the crucial choice which those 
who are past youth must make. It was the purpose of the Technical 
Discussions to focus the attention of the world on this challenge: how can we 
help youth to choose health and in so doing give health to all? 

This book is designed to help meet the challenge. Besides giving an 
overview of the current health situation of young people, it discusses the 
strengths and weaknesses of traditional responses to their needs, and suggests 
many ways in which these can be improved. It is meant as a guide, reference 
book and stimulus to action for al1 those responsible for the welfare of young 
people, including the young themselves, to help them fulfil their promise for 
the future. 



Young people today 

olescence has been defined by the World Health Organization as 
eing between the ages of IO and 19 years, and youth as between 15 
d 24 years. This book deals with both these groups, i.e. young 

people from the age of 10 to the age of 24. While chronological definitions are 
statistically convenient, there is, in fact, a great variation in the timing and 
duration-although not in the sequence-of the biological, social and psycho- 
logical changes that characterize this period of transition, which in most 
cultures is considered to begin with puberty. 

Physically, the changes include the adolescent growth spurt, in which the 
size and shape of the body change markedly and the differences between boys 
and girls are accentuated. Puberty is also a time when reproductive capacity is 
established; the sex hormones secreted during this period not only affect the 
tissues of the body, but are also related to changes in sexual and emotional 
behaviour. The timing of these events, however, shows wide variations from 
one individual to another; in normal boys, for example, there is roughly a five- 
year range (from about 11 to about 16 years) for the age at which puberty is 
reached. In girls, puberty begins on average some two years earlier and 
extends over a slightly shorter period (2). This is often a source of anxiety to 
adolescents, who are highly sensitive to differences between themselves and 
their peers, especially differences in appearance. 

There are also marked psychosocial changes during adolescence. The main 
change is the development of an integrated and intemalized sense of identity, 
which means to some degree drawing apart from older members of the family, 
developing more intense relationships with peers, and taking major life 
decisions (3). During adolescence, there is a gradua1 move from involvement 
with groups of the same sex to mixed groups, and sexual pairing may take 
place. Because they mature earlier, girls may experience romantic interest 
before boys; this sometimes leads to sexual activity, although this depends 
greatly on the cultural context. In traditional societies, the earlier maturation 
of girls has been acknowledged by early mamage. However, the mean age of 
marriage has generally been rising, while the age of puberty in both sexes 
appears to be falling. There is thus now a longer period during which 
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premarital sexual intercourse may occur (4) and an increasing likelihood of this 
happening (5). 

The conflict with parents-so often described in industrial societies as the 
"generation gapU-is perhaps more imaginary than real. It is much more 
common to find young people and their parents sharing the same fundamental 
values (6). The differences are likely to occur in relation to more ephemeral 
subjects (however deeply felt at the time) such as style of dress and taste in 
music. Such disagreements can promote healthy development if the family's 
value system allows for some give and take, and gives weight to the young 
person's viewpoint. 

During adolescence, the young person's thinking moves from the concrete 
to the abstract, and language is increasingly used to manipulate ideas and 
conceptualize the ideal. An orientation towards the future now begins in 
earnest (7,s). As moral independence grows, alternative courses of action and 
their consequences come to be considered. How the young person uses this 
new cognitive and moral capacity is inextricably linked with the strong 
emotions that emerge during this time of life and with the conditions of life, 
which will determine whether these manifestations of development are 
rewarded. 

This is a period of great creativity and energy, of new experiences, ideas 
and skills. To achieve healthy development, the young person needs to stretch 
himself or herself in ways that are not destructive. Most young people the 
world over succeed in meeting the challenge. 

There have been dramatic changes in the relative and absolute numbers of 
young people. Between 1960 and 1980, the world's population increased by 
46% and the nurnber of young people between the ages of 15 and 24 years by 
66%. In 1990, young people under the age of 25 constituted 64% of the 
population of Africa, 57% of that of South Asia, and 56% of that of Latin 
America. The figure for East Asia was 47% and for Europe 35% (9). The 
increase in the youth population relative to the total population is now 
levelling off. However in 1990, 29% of the world's population were in the 
IO-24-year age range. Of these young people, 83% live in developing 
countries (Fig. 1). 

Stability is important for young people. Migration from city to city and 
country to country has increased, and young migrants often encounter new 
cultural patterns and, frequently, a hostile environment. They may have to face 
this without parental support, which may lead to an increase in their mental 
and behavioural problems. Among the most vulnerable are the homeless, 
refugees and victims of war. Perhaps the greatest change has been the 
phenomenai increase in the movement from rural to urban areas, particularly in 
the developing world. While in 1975 one-quarter of the population lived in 
cities, this proportion is expected to be two-fifths by the year 2000, an 
increase of 60% (IO). In developed countries, which are already highly 
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Fig. 1. Sex and age distribution of world population, 1990 and 
projections for 2020 
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United Nations estimates and projections as assessed in 1990 

urbanized, three-quarters of the population will live in urban areas by the year 
2000, compared with two-thirds in 1975. 

A disproportionate nurnber of urban migrants are Young. An I L 0  survey 
showed that 85% of migrants from rural areas of Punjab were between 15 
and 29 years of age; for those from rural Sudan and rural Ecuador, the figures 
were 67% and 66% respectivel~ ( I I ) .  This is not surprising, since the primary 
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motive for migration is often to seek education or employment. Children and 
young people together account for over 70% of the total rural-to-urban 
migration in developing countries (12). This move from what is often a 
traditional and relatively stable rural society to urban conglomerations that 
often lack an infrastructure for family support or health care is one of the major 
barriers to the healthy development of young people today. 



Young people and 
healthy development 

e World Health Organization has defined health as a state of 
omplete physical, mental, and social well-being and not merely the 
bsence of disease or infirmity (13). The sociocultural context in 

which adolescent development takes place has a profound influence on 
individual health. Some of the conditions that affect development are de- 
scribed below. 

The family 

The fundamental unit of al1 societies is the family. The family is usually the 
major source of the basic necessities of life and health-love and tendemess, 
adequate food, clean water, a place and time for rest, clothing, sanitation-to 
the extent made possible by socioeconomic, cultural and environmental 
conditions. The family cari take many forms. In traditional rural societies, it is 
usually an extended family and includes several generations plus cousins, 
uncles and aunts. This structure provides great material and moral support to 
the young, as well as a variety of role models preparing the way for 
adulthood. Along with it, there is a relatively high degree of control over the 
young people's behaviour. 

In industrialized societies, the family has gradually shrunk to become the 
nuclear family, consisting solely of parents and their children. It is character- 
ized by less parental control, but at its best provides moral, educational and 
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vocational guidance; young people typically have greater latitude in choosing 
friends, education, work and a spouse. 

Both models can be a basis for healthy development. In modem times, 
however, the stability of the family has been seriously threatened. The divorce 
rate has risen sharply almost everywhere, the number of single-parent families 
has increased dramatically, and large numbers of young people have left their 
families and migrated to the towns. Even where young people remain within 
their families, the radical changes in social conditions make many parents feel 
ill-equipped to help their children prepare for experiences they themselves 
have never had. 

I Countries should provide parents and other family members with 
adequate information and support to enable them to respond to the 
health needs of youth. 

Technlcal D~scuss~ons, Forty-second World Health Assernbly, 1989 

Education 

Forma1 education is of great importance for the development of al1 young 
people. It is in school that literacy, numeracy, and thinking skills are fostered 
and exercised and knowledge is acquired. School also often introduces young 
people to sport and provides the conditions for healthy, supervised exercise. 
Schools and teachers may be able to provide some stability to youngsters who 
have been uprooted from their culture or whose families are unskable. They are 
a major source of education and guidance about specific health issues and 
sometimes provide health screening and services. In developing countries 
there has been a slow but steady rise in school attendance among young 
people. From 1960 to 1990, the percentage of boys between 12 and 17 years 
of age enrolled in school increased from 43% to 53%, that of girls from 26% to 
42%. However, in the developing countries today, nearly 60% of girls and just 
under 50% of boys, between the ages of 12 and 17, are not enrolled in school. 
In the developed countries, by 1990, about 88% of boys and girls were 
enrolled (14). There have, however, been substantial improvements in enrol- 
ment rates by level of education, irrespective of age. In developing countries as 
a whole, for example, at the second level of education, the rate for boys was 
30% in 1970 and 50% in 1990, and for girls 18% and 38% (15). 

The policies and resources of the country will often determine whether 
schooling for young people is obligatory, available or accessible. Even where 
education is available, many young people cannot attend school for economic 
reasons or because of too early mariage, and others do not attend because of 
psychosocial difficulties. 
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Educational systems and processes for young people should be flexible 
and meet the needs felt by young people for knowledge and skills. Adult 
education should employ appropriate methods and materials to ensure 
an understanding of young people's needs. Special efforts should be 
made to reach out-of-school and non-organized youth. 

Technical D~scussions, Forty-second World Health Assernbly, 1989 

Young women 

Although both young women and young men in many parts of the world 
suffer from the consequences of underdevelopment, poverty, sociocultural 
barriers and poor access to education, it is young women who bear the largest 
burden of disadvantage. In most regions of the world, girls are under- 
represented in enrolments at al1 levels of forma1 education (Fig. 2). The gap 
between male and female enrolment rates is gradually narowing, more so at 
first and third levels than at the second level. At the third level, in Latin 
America and the Caribbean, North America, and Europe, the gap between men 
and women has disappeared altogether (15). 

Even when they do attend school, girls' education may be of inferior quality 
to that of boys. UNESCO has reported that girls tend to be channelled 
towards subjects that are of more use in the home than in the factory or office. 

Fig. 2. Estimated school enrolment rates in developing countries, 
byage andsex 

Girls 1 

6-1 1 12-1 7 18-23 
Age group (years) 
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Furthermore, studies have shown that, in mixed classes, boys get more 
attention from teachers than girls do (1 7). 

It is now recognized that neglecting the educational, employment, health 
and other needs of women puts a brake on development for the whole society 
(18). It is vital, therefore, that consideration be given to the wornen's 
perspective so that they can achieve their educational, economic and social 
aspirations, and work more actively in society in partnership with men. 

Governments should take note of the health situation and needs of 
young women, develop programmes to redress inequities in their health 
and social circumstances, and promote an understanding of and 
support for these efforts among families, young men and those who 
influence young people. 

Technical Discussions, Forty-second World Health Assembly, 1989 

Employment 

One of the most important conditions for the healthy development of young 
people leaving school is employment. As more young people attend school, 
expectations are raised which the other sectors may be unable to satisfy. While 
it is clear that the young make a significant contribution to the economies of 
their countries, they are al1 too frequently subject to a disproportionate burden 
of unemployment (Fig. 3), which sometimes leads to psychological stress (19). 
Employment is often a significant proof that adult roles and responsibilities 
have been attained, and early experiences are crucial to the development of the 
habit of work (20). In many industrialized countries, unemployment is often 
cited as a possible contributing factor in drug and alcohol abuse (21). Among 
young people, those with least education, refugees and members of ethnic 
minorities are often much worse off than their peers. Many young men seek 
employment in, or are conscripted into, military service and are thus exposed 
to increased risk of death or disability, particularly in time of war. 
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Fig. 3. Unemployed people aged 20-24 years as a percentage of 
total unemployed population 
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Many adolescents start their working life early, and thus either are unable 
to go to school or try to combine school with work; this may mean that they 
suffer from fatigue and have a greater nurnber of work-related accidents than 
older workers. While economic activity is rare arnong adolescents below the 
age of 15 in industrialized countries, it is estimated that there are around 80 
million young workers between the ages of 10 and 14 in the world, primarily 
in developing countries (22). In most cases, sheer poverty has driven them to 
work. In many poor countries, children can be found weaving carpets in dingy 
sheds, shining shoes and hawking on the streets, herding the family's livestock 
or fetching water and fuel, or even working in factories. 

Spiritual development 

Al1 young people need the opportunity to expand their spiritual horizons and 
develop their value systems. In most societies, the institutionalized religions 
provide a suitable basis of ethical and moral codes, but young people may 
venture beyond the conventions of their societies in their quest for under- 
standing. Youth is a time when moral independence and a questioning attitude 
often emerge, and growing up with a stable system of values provides the 
essential security that permits moral maturation (23). At its best, religion 
encourages the spiritual awakening that accompanies adolescence and youth. 

Governments should take cognizance of young people's concerns 
about nuclear armaments, war and the deterioration of the environ- 
ment, and, through dialogue with young people, and to the extent that 
it is within their power, develop and promote policies that will enhance 
the quality of the physical and social environment to be passed on to 
the next generation. 

Technical Discussions, Forty-second World Health Assembly. 1989 

Community organizations 

For healthy development, young people must have the opportunity to give 
expression to their new-found ~ h ~ s i c a l ,  mental, social and moral capacities. 
Youth and community associations offer such an opportunity and help the 
young to explore new territory, give thought to others and put their energies 
to constructive use. They provide guidance to minimize the risks involved in 
new experiences, and often form an important link between the family, the 
school and the health sector. 
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Policies and legislation 

Policies and legislation can have a powerful impact on the conditions that 
promote healthy development. However, there is rarely any attempt to create 
coherent policies for health that take into account the many different sectors 
that affect it. In virtually al1 countries, a wide range of legislation affects the 
lives of young people-e.g., the laws that deal with the minimum age for 
marriage, alcohol consumption, the purchase of cigarettes, acquiring a driving 
licence and doing military service, conditions for obtaining contraceptives or 
termination of pregnancy, or minimum age for leaving school(24). However, 
this legislation is rarely coordinated with the health of young people in mind, 
and is often a source of conflict between them and the authorities. The 
strength of the health services and the amount of appropriate attention they 
can give to the young depend in large measure on national priorities as 
expressed through policies and legislation. 

I Countries should review legal structures, instruments, legislation and 
law enforcement mechanisms which affect the well-being of youth and 
take steps to improve and strengthen them in order to enhance the 
conditions necessary for the healthy development of young people. 

I Technical Discussions, Forty-second World Health Assembly, 1989 

Health services 

Healthy development presupposes the availability and accessibility of health 
care at primary, secondary, and tertiary level. Health care is provided not only 
by the health sector, but also in other relevant sectors such as education, 
labour, culture, sport and religion. Services for health need to be coordinated 
across al1 these sectors, and consultation between them should be appropriate 
and timely. The services must strive to promote health by providing reliable 
information directly-to young people with whom they are in contact- and 
indirectly-through adults who deal with young people. They should identify 
those with health nsks at an early stage, providing effective care and treatment 
for injury and disease, monitoring those who are chronically il1 and ensuring 
rehabilitation where necessary. In most countries, health services do not have 
the resources to meet these objectives, and they are rarely attuned to the 
special needs of adolescents and young people, who are perceived as being 
relatively healthy. As the next chapter will show, while young people are 
relatively disease-free, they have other health problems that often anse from 
their behaviour in environments beset with risks. Young people also have 
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particular sensitivities, and health workers must have special training if the 
available services are to be used to their fullest extent (25). 

I Governments should have declared health policies which clearly spell 
out their responsibilities to young people, projected plans of action and 
the manner in which they are to be implemented. 

I Techn~cal D~scuss~ons, Forty-second World Health Assembly. 1989 



Health problems and 
the behaviour of 

young people 

althy environment providing both support and opportunities for 
ung people is a necessary, but not in itself sufficient, condition 
r healthy development. Much of the responsibility for health- 

enhancing behaviour falls on young people themselves, who must increas- 
ingly take, and act upon, decisions of an educational, vocational and personal 
nature with major health consequences for the present and future. 

'(Health is not a major preoccupation for young people." 

(Pafricia Sfrekker, aged 19 years, France) 

Mortality 

When mortality is used as an indicator in setting health priorities, the health of 
young people attracts neither concem nor attention. When extemal causes, in 
particular motor vehicle accidents, are excluded, in most developed and many 
developing countries the mortality rates in the age group 15-24 years are 
lower than those of any other adult age group (26). 

In most developing countries, the very high infant and young child 
mortality rates and other pressing concems of development have meant that 
the health needs of young people have been given low priority. Yet there are 
grounds for concern in al1 countries. Most deaths of young people are 
preventable and occur in otherwise healthy and potentially productive people. 
Accidents account for 20-60% or more of deaths among young people (26), 
with the highest proportions occurring in the developed countries. To these 
figures may be added deaths from suicide and from violence by others, which 
have been increasing over the past 15-20 years in the developed countries 
and appear to be increasing in many developing countries (27). In many 
developing countries, infectious and respiratory diseases (12) and tuberculosis 
(28) are still leading causes of death in this age group. 

Pregnancy-related deaths are far more important than is apparent from the 
mortality statistics. The aggregation of matemal mortality for women aged 

14 
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15-19 obscures the extremely high risk found among those aged 15-17. Even 
so, the aggregated data show that young women aged 15-19 have up to a 
200% higher risk of dyirig during pregnancy or delivery than those who are 
older. In the absence of health care a pregnant woman below 17 years of age 
has a chance as high as 5-7% of dying from causes connected with her 
pregnancy (29) .  In the case of unwanted pregnancy, very young women are 
the least likely to have information about abortion or the financial means to 
procure a safe operation and are therefore the group most vulnerable to 
complications and death (30). 

Conditions originating in childhood and 
appearing during adolescence 

The health problems of young people may have their ongins at an earlier 
stage of life, or may arise primarily during adolescence and youth. Some of 
these conditions become manifest during youth, others in a more apparent or 
aggravated form later in life. While many of the health problems onginating in 
childhood are attributable to conditions largely beyond the control of the 
child, such as disease or inadequate nutrition, in adolescence and youth many 
of the problems are more closely linked to behaviour, in interaction with the 
environment. Sometimes the consequences of health problems in childhood 
continue in adolescence, or give rise to new stresses during this period of life. 

The sequelae of infections and malnutrition during childhood are a con- 
siderable burden on young people. Girls and young women are more likely to 
be malnourished than boys and young men. Although no single condition 
exacts a major toll on adolescents, the cumulative effects will impair normal 
function. In the most impoverished communities, young people who survive 
repeated cycles of diarrhoeal and respiratory disease associated with inade- 
quate nutrition in early infancy fail to attain full adult growth (31)  and, 
possibly, full psychosocial and mental development (32), and they are less 
productive at work (33). Girls who do not achieve their full growth potential 
are at greater risk of having low-birth-weight infants when they start 
childbeanng (34). Infections such as poliomyelitis in childhood may leave the 
individual permanently disabled. 

A number of serious infections acquired during childhood, such as tubercu- 
losis (35)  or rheumatic heart disease (36), are often exacerbated during 
adolescence. Thus in Egypt, for exarnple, chronic rheumatic heart disease 
accounts for over 10% of deaths in young people (26). Pregnancy complicates 
the disease and accounts for a higher mortality rate among women during 
their reproductive years (37). Deterioration in these and other chronic diseases 
of childhood and adolescence, such as insulin-dependent diabetes mellitus 
(juvenile diabetes), may be further aggravated by the adolescent's tendency to 

15 
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deny the disease (38). Under such circumstances, it rnay be difficult to obtain 
compliance with therapy and to control the condition. 

The impact of perinatal anoxia, toxic exposure or a variety of infections of 
the central nervous system in infancy or childhood rnay not be obvious until 
the child enters school, when minimal brain damage and visual or hearing 
defects are either specifically tested for or become evident from disordered 
patterns of leaming or behaviour. If they remain undetected and uncorrected, 
many minimal disorders of sight, hearing or speech rnay have profound effects 
on the child's leaming ability and school performance, self-esteem, general 
behaviour and subsequent personality (39). Similarly, specific disorders such as 
dyslexia not only affect the child's or adolescent's immediate educational 
prospects, but rnay reduce his or her subsequent aspirations, attainments and 
self-esteem (40). 

With modern advances in treatment and care, many children with genetic 
and metabolic diseases such as cystic fibrosis (41), haemophilia (42) and the 
haemoglobinopathies (43) survive to adolescence and adulthood. The health 
care system is therefore faced with the new challenge of facilitating the 
integration of such individuals into personally satisfying and productive lives, 
with due recognition of their right to a normal social and sexual life. 

Problems arising in adolescence 

The normal physical growth and maturation of adolescents rnay be adversely 
affected by inadequate diet, untimely or inappropriate physical stresses on the 
growing body, or pregnancy before a young woman is fully mature. Inade- 
quate information on which to base decisions about behaviour, inappropriate 
choice of behaviour, for whatever reason, and lack of support to make the 
appropriate choice possible are also likely to result in risks to the health of 
young people. 

Nor are the hazards of infectious diseases totally absent during adolescence. 
For young people who have not been imrnunized and have not acquired 
natural immunity to such infections as poliomyelitis and mumps during 
childhood, the consequences-such as paralysis following poliomyelitis (44) 
and infertility following mumps (45)-are often more frequent and more 
severe than for younger children. The combination of the energy demands of - 

the adolescent growth spurt and an inadequate diet rnay contribute to 
tuberculosis. Adolescent girls require 10% more iron than boys to make up for 
the losses in menstrual blood. By adulthood, women require 33% more iron 
than men, which they rarely receive; as a consequence, anaemia is twice as 
frequent in adolescent and adult women as in men (46). 

In sport or work, excessive stress placed on the bones before the epiphysis 
has fused rnay result in skeletal damage or impaired growth in the adolescent 
(47). Excessive competitiveness with the emphasis on winning rnay place 



enormous psychological pressure on the young adolescent, for whom the 
approval of peers and parents is important. 

Social and economic circumstances may oblige children and adolescents to 
take on the physical work responsibilities of adults before full growth is 
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achieved. The workplace and tools of work are almost always designed for 
adults. In such circumstances, the incompletely grown adolescent works 
inefficiently, is less expenenced in the handling of tools and machines, and as a 
consequence runs a higher risk of occupationally linked death or injury (48). 
Young women are often additionally burdened with excessive domestic work 
responsibilities. 

The estimated 5-10% of adolescents who are disabled are another special 
category. Because of the self-consciousness of adolescents and their strong 
need for peer approval, many disabled teenagers suffer considerable psycho- 
logical and social stresses (49). Disabled young people need, above all, to be 
helped to develop to the fullest extent possible and to lead a life integrated 
with those of their peers. The nature of the help needed will differ according to 
the nature of the disability, which may be cognitive or involve impaired 
vision, hearing or mobility. Attention needs to be focused on the individual 
rather than the impairment. 

A natural part of the growing-up process is exploratory and experimental 
behaviour, and this sometimes bnngs risks. Thus many of the health problems 
that are particular to adolescence and youth are essentially behavioural in 
origin, including substance abuse, some forms of sexual behaviour, and 
accidents and injuries, including suicida1 behaviour. 

Conditions originating in early life which become 
manifest later 

It is now evident that many diseases, disorders and disabilities of adulthood 
have their roots in earlier life. The consequences of lack of oxygen or trauma at 
birth may only become apparent when a child begins to have difficulty with 
school work. Food preferences and eating habits established during childhood 
and adolescence contribute to obesity and hypertension in adulthood. Respir- 
atory tract infections may affect pulmonary function in adults, impair hearing 
or lead to rheumatic heart disease. Evidence suggests that child abuse is the 
consequence of traumatic experiences in the abuser's own childhood, and that 
the pattern may be perpetuated from one generation to the next if nothing is 
done to address the underlying pathology (50). 

The interrelationship of problem behaviours 

There is growing evidence to suggest that problem behaviours cluster 
together (51, 52). They include alcohol and drug abuse, cigarette smoking and 
sexual precocity. Those who smoke cigarettes are more likely to progress to 
marijuana; problem dnnkers are more likely than others to use illicit drugs; 
heavy drinking and the use of some other drugs are accompanied by antisocial 
behaviour and associated with traffic accidents, a major cause of death and 
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Fig. 4. Prevalence of substance abuse among smokers and non- 
smokers aged 15-24 years, Norway, 1986 

cannabis tranquillizers sedatives volatile solvents other drugs 
Substance 

Source N11s Johan Lank, 1987 

disability in young people. The use of tobacco, alcohol and other drugs is 
associated with poor performance at school, at work and in sport. The use of 
one drug is likely to lead to multiple drug use (Fig. 4). 

"Organized constellations of risk behaviours-a useful term for this is, 
of course, "lifestyle"-have major implications for designing inter- 
ventions to reduce risk behaviours. They cal1 into serious question 
those interventions and change efforts that continue to focus upon 
separate behaviours-say smoking or drinking or drug use-rather 
than being concerned with promoting healthy lifestyles overall." 

Dr Richard Jessor, address to plenary sess~on of Techn~cal D~scuss~ons, 
Forty-second World Health Assembly 1989 

Substance use is primarily a social rather than a solitary activity in 
adolescence; a major American survey showed that 71%, 68% and 81% 
respectively of those using alcohol, marijuana and LSD never used them when 
they were alone (53). Peer pressure plays a significant role in problem 
behaviour, and may be particularly significant for the young person who 
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comes from a divided family, lives in an unrewarding environment, and is 
unsuccessful at school, in sport or in making friends. 

Sexual behaviour and reproductive health 

The burgeoning sexuality associated with puberty is often seen as the starting- 
point for the transition from childhood to adulthood. This passage may be 
marked by religious rites after which young people, especially girls, are treated 
differently and are more closely supervised in their dealings with the opposite 
sex. This is because of the awakening of the sexual response system, which, 
although not new to adolescence (54, may now lead to unwanted pregnancy. 
Another major concem arising from premarital sexual activity among young 
people is the possibility of contracting a sexually transmitted disease, inclu- 
ding infection with the human immunodeficiency virus (HIV). 

While sexual feelings can be expressed in many ways that are not in 
themselves harmful to health, expression of the sexual urge is often greeted 
with anxiety or anger by adults, and frequently with fear, guilt and shame by 
the young people themselves. These responses combine to drive both sexual 
feeling and sexual behaviour underground, making communication about the 
healthy development of sexuality within affectionate and responsible relation- 
ships more difficult. 

Sexual relations before marriage 

Reflecting differences in cultural and social values, both between and within 
countries, there is variation in the age at which young men and women begin 
sexual relations. Studies on adolescent sexual behaviour in different parts of 
the world show that young people's premarital sexual encounters are gen- 
erally unplanned, infrequent and sporadic. 

A much higher percentage of men report having premarital sex than 
women. Recent studies show that, in Brazil, 64% of 15-17-~ear-old men 
reported engaging in sex before marriage as against only 13% of women (55). 
In the Republic of Korea, 16% of men aged 15-17 reported having premarital 
sex, as against 5% of women in the same age group (56). For the age group 
20-21 years, the percentages were 91% for men and 46% for women in Brazil, 
and 51% for men and 12% for women in the Republic of Korea. 

Although there have been very few studies in developing countries, it 
would appear that sexual activity before mamage among young women is 
more common in developed countries and in Africa and the Caribbean than in 
Latin America, Asia or the Eastern Mediterranean (57). In the late 1970s and 
early 1980s, in Europe, between one-fifth (Belgium and Yugoslavia) and a half 
(Federal Republic of Germany) of 17-year-old single women reported having 
had intercourse. In the United States, three-quarters of unmarried 19-year-old 
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women had experienced sexual intercourse (58). In Mexico, 11% of unmarried 
17-year-olds and 17% of 18-year-olds reported having had intercourse. In 
Costa Rica, the figures were 14% and 26%. By contrast, in Thailand only 5% of 
unmarried women under 19 years of age reported having had intercourse (59). 

Early marriage 

Throughout history, societies have dealt with the problem of premarital sex 
and illegitimacy by strictly supervising young girls so that sexual activity does 
not begin until marriage, by ensuring that young girls marry at the onset of 
puberty, or by physical violence towards, and ostracism of, unmarried 
pregnant girls and mothers. 

In many parts of the developing world, especially in rural areas, girls marry 
shortly after puberty and sometimes even before. There is often considerable 
pressure on the young married woman to bear a child almost immediately (57). 
She will often have no status in the community until she bears a child, and in 
many societies, until she bears a son. In some instances, she will have to prove 
that she is fertile for the desired marriage to take place or, once married, in 
order to avoid being abandoned and left destitute. Raising the legal age of 
marriage is an essential first step towards reducing early childbearing, but this 
will have little effect unless the social and cultural factors that put such a high 
value on early fertility are also addressed. 

In al1 regions, educated women tend to marry later, delay childbearing and - 
practise family planning more than those without education. They generally 
have fewer and more widely spaced births. Women with no schooling have 
almost twice as many children on average as those with seven or more years' 
schooling. 

Surveys have found that in Bangladesh, 25% of 14-year-old girls are 
married, and in Nepal, 34% of 15-year-old girls are married. In south-east Asia, 
Africa, and Latin America, 24%, 44%, and 16% of women under 20 are married 
(60). By contrast, the highest percentage of young men aged 15-19 who are 
married is 12% in India, and in most countries it is around 2% or 3% (61). 
Further indications of the proportion of young people who marry at an early 
age are found in Fig. 5. 

The social consequences of early motherhood 

The implications of differences in control and supervision between young girls 
and boys are not limited to their developing sexuality. Inevitably, measures 
adopted to prevent premarital sexual activity and pregnancy involve con- 
siderable restrictions on al1 the young girl's activities and usually entai1 
confinement to the domestic sphere. In this way, a young girl's potential for 
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Fig. 5. Proportion of men and women under 20 years old who are 
married, various countries 
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acquiring skills to deal with a wide range of experiences in the outside world is 
severely limited compared with that of boys. 

Whether or not a woman is marned, having a child at a young age severely 
limits her education and employment prospects. In many countries of the 
developing world, marnage and the inevitable childbearing mark the end of 
schooling. The resulting lack of education limits women's ability to make 
informed choices and to find paid work. Early parenthood reduces economic 
opportunities for young men as well. Recent studies have shown that men 
who become fathers under the age of 19 are less likely to graduate from 
secondary school and therefore have fewer employment opportunities than 
those who have children after the age of 24 (9, 62). 
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In a study in the United States of America, it was found that women who 
had a child during adolescence held jobs of lower status in their twenties than 
women who delayed childbearing (63). In the Caribbean, where one-third of 
pregnant women are under 19, a large proportion abandon their education and 
are not readmitted to school. In Costa Rica, 51% of pregnant adolescents gave 
up studies because of pregnancy and 61% gave up work (62). In Nigeria, a 
study showed that 52% of pregnant adolescents were expelled from school 

(57). 
In developed countries, pregnancy in the unmarried teenager may lead to 

an economically and socially depressed future as a single parent, or to forced 
marriage before she or her partner is ready, with a greater likelihood of 
divorce. In most countries of the world, unmamed adolescent mothers face 
social and legal sanctions because they are single. 

Adolescent fertility 

Young women who bear their first child during adolescence are likely to get 
pregnant again sooner than women who bear their first child when they are in 
their twenties. In al1 countries, the early onset of childbearing is associated 
with high fertility (57). Early pregnancy therefore has a tendency to lead to 
larger families, with serious consequences for health and wellbeing. 

In addition to its harmful effects on the health of mothers and children, this 
phenomenon has implications for population growth. Where girls many at 15, 
the age gap between successive generations may be less than 20 years; this 
gap may widen to as much as 30 years where the age at marriage is 25 (64). 

Worldwide fertility rates for women under 20 are declining, as are those for 
other age groups. Total numbers of births among adolescents are increasing, 
however, because the adolescent population is increasing. 

The number of children born to women under 20 ranges from 4 per 1000 
women in Japan to 239 per 1000 in Niger (65). In most countries, fertility 
patterns among young women reflect their age at marriage. In countries where 
women many young, such as Bangladesh, fertility rates among women aged 
15-19 are high-over 200 per 1000 women in that age group (57). Where 
women many later, as in developed countries and most countries of the 
Eastern Mediterranean and East Asia, fertility rates among women aged 15-19 
are lower. 

The health consequences of early childbearing 

Childbearing at any age involves some risk. Maternai mortality rates in the 
developing countries average about 450 per 1OOOOO live births, compared 
with 30 per 100 000 in the developed countries. Young women who have not 
reached full physical and physiological maturity are almost three times as 
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Fig. 6. Maternal mortality per 100 O00 /ive births, by age 
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likely to die from complications in childbirth as older women. Data from 
studies in several countries consistently show a higher risk of maternal death 
among teenage girls compared with women aged 20-34 years (Fig. 6). The 
risk for very young teenagers (10-14 years) is much greater than for older 
teenagers (15-19 years) (30, 59, 66, 67). 

In Jamaica (68) and Nigeria (69), it has been found that pregnant women 
under 15 are 4-8 times more likely to die during pregnancy and childbirth 
than those aged 15-19. In the United States of America in 1981, the maternal 
death rate among mothers under 15 was 2.5 times higher than the rate among 
mothers aged 20-24 (30). 

Women in Algeria, Bangladesh, Ethiopia, Indonesia and Nigeria who 
became pregnant when aged 15-19 ran a greater risk-sometimes twire as 
high-of dying from pregnancy-related causes than pregnant women in their 
twenties and early thirties (57). 

Some complications are more common in adolescents than in older women. 
Hypertensive disorders of pregnancy, if untreated, can lead to eclampsia which 
if often fatal. Obstructed labour may result if pregnancy occurs soon after 
menarche when the pelvis is not developed, or if the young girl has not 
received adequate nutrition during her adolescent growth spurt, resulting in 
stunted growth. If skilled assistance is not available-and this is common in 
developing countries-mother and baby may die. 
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Vesicovaginal fistula or rectovaginal fistula rnay follow obstructed labour 
and, if not repaired, will severely affect the woman's life; urinary and faecal 
incontinence not only cause constant irritation, but rnay render her a social 
outcast. A high proportion of women suffering from fistula are adolescents: in 
Niger, 80% were aged 15-19, and in Nigeria 33% were younger than 16 (70). 
Female circumcision, especially the Pharaonic type,a rnay contribute to 
obstruction of labour when the opening of the birth canal is so narrow that the 
baby's head camot pass without some form of intervention. 

Health consequences for the child 

Not surprisingly, the adverse effects of early childbeanng on the mother are 
matched by disadvantages for her baby. Babies of adolescent mothers have a 
lower chance of survival. Low birth weight is more common in babies of 
adolescent mothers. In Kenya, 40% of mothers aged 13-14 had low-birth- 
weight babies compared with 25% of those aged 19 years (71). In Nigeria, the 
highest rate (36%) was in the 15-19-year age group (72). In the United States 
of America, the rate of low birth weight for mothers aged 15 years or less was 
twice that for those aged 20-24 years (57). Babies weighing less than 2500 g 
at birth are much more susceptible to illness and infection than heavier babies. 
If they are much under that weight, they are likely to die. 

Perinatal and infant mortality rates, especially in developing countries, are 
consistently higher where mothers are under 20 than when they are in their 
twenties and thirties (57). In Zimbabwe, for example, infant mortality rates 
were 78 per 1000 live births for children of mothers under 20 years of age, and 
48 per 1OOO for those born to mothers aged 20-29 (73). The figures for 
Trinidad and Tobago were 43 per 1000 and 28 per 1000, respectively (74). 

Prenatal care can substantially reduce mortality and complications from 
pregnancy and childbirth, especially in very young women. However, below 
the age of 17, even the very best prenatal care cannot offset certain physical 
risks of childbearing. In many parts of the world, prenatal care is inadequate. In 
poor communities in the developing world, it is simply nonexistent, for both 
married and unmarried women. In countries where it is available, the younger 
the woman is, the less likely she is to attend early in her pregnancy. There are 
a number of possible reasons for this: she rnay not recognize the signs of 
pregnancy or she rnay not know where to go for advice. If she is unmarried, 
she rnay not want to believe she is pregnant, or rnay be too ashamed to tell 
anyone. 

a Also known as infibulation, Pharaonic circumcision consists of excision of the clitoris, labia minora and 
rnost of the labia majora, and sewing together of the remaining flesh, leaving a small hole for passage of 
urine and the menstrual flow. 
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Not only are babies of very young mothers physically at risk during birth 
and throughout early life, but their psychosocial and material wellbeing is 
compromised in a number of different ways. The child bom outside marriage 
suffers indirectly, from the disapproval, social isolation and consequent stress 
suffered by the mother, and directly, from the material deprivation faced by 
mothers raising children alone. The child bom to a very young woman within 
marnage may be less well cared for because the woman still has some of the 
emotional needs of a child herself. These may remain unfulfilled and her own 
psychosocial development may be cut short or distorted by the inappropriate 
responsibilities forced upon her. These problems may be much less acute in an 
extended family, but where traditional farnily structures have been destroyed 
through migration and urbanization, the young mother often has to face these 
problems without any social support. 

Unwanted pregnancy 

An unwanted pregnancy may lead to an induced abortion, which in the case of 
an inexperienced or ashamed adolescent is likely to take place later in the 
pregnancy and involve greater risks to life, health and future fertility. If the 
procedure is illegal, it will probably be performed under unsafe conditions, 
increasing the risk even further. 

The proportion of adolescents who seek abortion rather than continuing an 
unwanted pregnancy has been increasing, especially arnong younger adoles- 
cents (15-17 years) (58). However, abortion rates among 15-19 year olds 
have fallen considerably or stabilized in recent years in most developed 
countries (75). 

Abortion is legal in many developed countries, and abortion rates among 
women aged 15-19 range from 5 per 1000 in the Netherlands to 44 per 1000 
in the United States of America. Abortions on young women account for more 
than 10% of al1 abortions performed in most countries with complete records, 
and exceed 25% in several of these countries (75). However, young women in 
developed countries are less likely to become pregnant than in the past, 
probably owing to a greater use of contraception. 

In countries where abortion is illegal-a majority in the developing 
world-it is impossible to document its prevalence among young women. 
The major source of information is hospita1 records of women treated for 
complications of abortion, and this indirect evidence points to high rates of 
abortion in the younger age groups. In Congo (76), Kenya (77), Liberia (78), 
Mali (79), Nigeria (80) and Zaire ( 8 0  between 38% and 68% of women 
seeking treatment for abortion complications are under 20; in Malaysia the 
proportion is more than 25%, and in Brazil, Chile, Guatemala, Peru and 
Thailand, more than 10%. In Canada in 1984,24% of women undergoing legal 
abortion were under 20 years old (Fig. 7). 
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Fig, 7. Age distribution of women undergoing abodion in Canada, 
1984, and of women seeking treatment for complications 
following abortion, Nigeria, 1983 
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Illicit abortion involves major health risks. Young women are at greater risk 
of severe complications of abortion because they often wait until well into the 
second trimester of pregnancy (82). Even where abortion is legal, the nsk in 
the second trimester is four times higher than before the twelfth week (83). 
The complications that anse include pelvic infection, haemorrhage, uterine 
perforation and tetanus. Left untreated, many of these complications can result 
in sterility, structural damage to the reproductive organs or death. 

Between 150000 and 200000 women die every year from the com- 
plications of unsafe abortion (30). In 10 hospitals in Zaire, one in every 50 
women admitted for complications of illicit abortion in 1982 and 1983 died in 
the hospital (84). A study in Nigeria showed that 16% of al1 materna1 deaths 
were due to adolescent abortion (85). Even in developed countries, the risks 
are higher. A study in the United Kingdom showed that the risks associated 
with abortion were some three times higher in girls under 16 than in older 
adolescents. 

Preventing pregnancy through family planning 

There are a number of reasons why unmarried adolescents are relatively 
unsuccessful in avoiding unwanted pregnancy. Sexuality is a taboo subject in 
most societies, and young adolescents frequently have little knowledge about 
contraception or the basic facts of conception. They are naturally impulsive 



THE HEALTH OF YOUNG PEOPLE 

and less likely to plan than adults, and so the act of intercourse may be as 
unexpected as the subsequent pregnancy. 

In many countries, it is illegal to offer contraceptive advice to anyone who 
is unmarried. Even where it is legal, young people may fear a hostile reception 
from family planning staff who disapprove of premarital sexual activity. 
Young people may be less likely to consult appropriate health services because 
of their own ambivalence and fear of disapproval, and because, in most 
countries, the particular needs and sensitivities of adolescents as a group are 
not well catered for. 

The use of contraception among unmarried young women is considerably 
greater in developed countries than in developing countries. The rates Vary 
from 7% in Spain and 19% in Hungary to 70% in Denmark and 91% in the 
United Kingdom (58). 

In developing countries, fewer than 30% of married women aged 15-19 use 
family planning. In some countries, the figure is as low as 2% or 3% (86). 
Except in Central and South America, few young women use contraception 
between marriage and first pregnancy (57). By contrast, in developed countries 
the rates of contraceptive use by married women aged 15-19 Vary from 52% 

Fig. 8. Use of family planning methods by married women aged 
15-1 9 years 
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in Spain and 59% in the United States of Arnerica to 87% in the United 
Kingdom (58) (Fig. 8). 

Married or unmarried, young people in developing countries tend not to 
use contraception, or to use ineffective methods. For example, recent surveys 
have shown that, in Colombia, 47% of sexually active 15-19-year-olds were 
not using adequate contraceptive methods, even though they wanted to 
prevent pregnancy (87). In Liberia, the majority of sexually active adolescents 
were not using any method to avoid or delay pregnancy (78). 

Very few data exist on the extent of contraceptive use by young men. 
Available information suggests low utilization. In Brazil (55) and Jamaica (88) 
respectively, 19.5% and 11% of men aged 15-24 used contraception at their 
first sexual encounter. 

Sexually transmitted diseases 

A second major ~otential consequence of unprotected sexual activity in 
adolescence is the acquisition of a sexually transmitted disease (STD), often 
with devastating effects on future fertility. The incidence of STD among 
adolescents has increased markedly in the past 20 years (89). 

STDs are the most common group of communicable diseases reported in 
the majority of countries, and they continue to occur at unacceptably high 
levels, particularly among young people (90). Changes in sexual and social 
behaviour as a consequence of urbanization, industnalization, mass communi- 
cation and ease of travel are factors that have contributed to this public health 
problem. Young people between the ages of 10 and 24 years constitute both 
an important target group and a potential force for the prevention of STD. 

Infections with human papillomavirus (genital warts) and with the bac- 
terium Chlamydia are the most prevalent STDs in industrialized countries. The 
disease that has increased most in incidence over the past two decades is 
genital herpes. In developing countries, the classical "venereal" diseases such 
as gonorrhoea, syphilis and chancroid remain very frequent (90). HIV infec- 
tion, which is mainly sexually transmitted, is the most costly in financial and 
human terms. 

The highest rates for notifiable STDs are usually observed in the 20-24- 
year age group, followed by the 15-19 and 25-29-year age groups. Where 
STDs are a major health problem, the incidence tends to be higher in women 
aged 15-19 than in men of the same age group. Arnong sexually active young 
people, STDs are most frequent in the youngest. 

In the United States of America, women in the age groups 15-19 and 
20-24 years have the highest incidence of gonorrhoea, nearly three times that 
of the group with the next highest frequency, those aged 25-29 years (91). 
Men account for 60% of cases of gonorrhoea reported in persons below the 
age of 20 years. This sex ratio is reversed in people above the age of 20 years. 

- 
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Men aged 20-24 years have the highest incidence of gonorrhoea among 
males, 80% higher than that among those 25-29 years old, who have the 
second highest frequency (92). 

Forty per cent of the women with chlamydial infections seen at a family 
planning clinic in New Zealand were younger than 20 years of age (93). In a 
study in Kenya, 44% of reported cases of STD were in people aged 15-25 
years, and 57% of the female patients were under 20 (94). In Uganda, the 
highest incidence of reported STD was among young women aged 15-19 
years (95). 

The frequency of STD is higher among single, divorced and separated 
persons than among married people. Individuals from the lowest socio- 
economic groups and prostitutes have the highest rates. 

Although the overall morbidity rate is higher for men than for women, the 
complications caused by the infection are generally much more severe in 
women. This is partly because men tend to seek diagnosis and treatment 
earlier than women because the symptoms are more obvious. 

The list of complications associated with STDs has grown considerably 
during the past ten years because many previously unsuspected and late 
complications have become apparent. These complications include the se- 
quelae of pelvic inflammatoq disease (PID), genital cancers, infection of 
newborn babies and infants, narrowing of the urethra and infertility in men 

(90). 
Among women treated for PID, 20% experience infertility or ectopic 

pregnancy because of tuba1 damage (96). Infertility caused by infection is now 
recognized as a serious problem throughout the world. In Africa, almost 50% 
of women seeking evaluation for infertility had bilateral tuba1 occlusion, 
mostly attributable to STD (97). 

In the United States of America, the number of ectopic pregnancies 
quadrupled between 1970 and 1983 (98). Many of these were thought to be a 
result of tuba1 damage caused by STD. 

A number of cancers, including cervical, penile and anal cancer, are highly 
correlated with human papillomavirus infection (90). In the United Kingdom, 
the mean number of deaths attributable to cervical carcinoma in women aged 
less than 30 years has increased from 18 per year during the years 1968-1974 
to 31 per year for the years 1975-1980. This is consistent with the increased 
incidence of STD. 

Three of the major obstacles to the control of these diseases among 
adolescents are the ignorance of young people of the symptoms of STDs, the 
asymptomatic nature of some STDs, particularly in women, and the reluctance 
of young people to ask for help because they expect to be met with anger and 
hostility (99). Two of the diseases-genital herpes and acquired immuno- 
deficiency syndrome (AIDSFare at present incurable. The former may have 
severe psychosocial effects on the individual because of its unpredictability 
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and the risk of infecting others, the latter because of its devastating and deadly 
nature and the reaction of others to infected people. 

AIDS 

AIDS is a major concern for young people today. The number of diagnosed 
AIDS cases among adolescents and young people severely underestimates the 
threat posed by HIV infection, given the long incubation period of the disease. 
At least half, and probably the majority, of HIV-infected people will develop 
AIDS within 10-15 years of becoming infected. It can thus be assumed that 
most young adults with AIDS were infected during their teens. 

Worldwide, between 20% and 25% of HIV infections are estimated to occur 
among young people. In Brazil, more than 30% of the accumulated AIDS cases 
in 1980-92 were diagnosed in young people aged 15-29 years (IOO), and it is 
clear that young people in many countries account for a large proportion of 
AIDS cases (Fig. 9). 

In the world as a whole, heterosexual intercourse has rapidly become the 
dominant mode of transmission of the virus (101). As a result, in the 
developing countries there are already as many newly infected women as men, 
and in developed countries, HIV incidence in women is approaching that in 

Fig. 9. Age distribution of reported AIDS cases in three countries 
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men. In Africa, there is a relatively consistent preponderance of HIV infections 
in sexually active women in the 15-24-year age range compared with men of 
the same age (102). HIV is transmitted among young people primanly through 
unprotected sexual intercourse. 

The second commonest mode of HIV transmission among young people is 
through the sharing of contaminated equipment by injecting drug users. HIV 
infection among this group has been reported from over 50 countries (103). 
Perinatal transmission (from infected mother to her infant) is also increasing; 
often young women find out that they are infected with HIV only when their 
babies become sick and are diagnosed as having AIDS. Transmission through 
contaminated blood transfusion has been virtually eliminated in developed 
countries and is being reduced in developing countries. 

Adolescence can be a period of profound physical and psychological 
change, and experimentation. Behaviour that increases the probability of HIV 
infection is therefore common among adolescents and young people, and 
includes unprotected sexual intercourse, sharing of needles by injecting drug 
users, and use of alcohol and other drugs that result in reduced sexual 
inhibition and impairment of judgement. 

Girls and young women are particularly vulnerable to HIV infection; they 
are likely to many older and more sexually experienced men, they often have 
less access to education and less power in negotiating sexual matters, including 
safer sex, and they may be unaware of having a sexually transmitted disease, 
which is a significant CO-factor in HIV transmission. Violence is common: 
about 20% of a sample of sexually active girls aged 12-19 years in one African 
couiitïy reported that they were physically forced at the time of their first 
sexual intercourse (104). 

Furthermore, increasing numbers of young people are homeless and live on 
the streets, where the dangers, violence and the need to obtain money to 
survive make them very vulnerable to HIV infection. In countries severely hit 
by the AIDS epidemic, the rise in the number of deaths in the adult population 
has also led to an increase in the number of orphans and street children (105). 

Many young people are therefore affected-by AIDS even if they are not 
themselves infected: children and adolescents whose parents die of AIDS face 
the double trauma of bereavement and stigmatization, with consequences for 
their emotional and mental health. They also tend to leave school at an early 
age, as they have to provide and care for the family. 

The ambivalent attitude of adults towards young people's sexuality is a 
major obstacle to programmes aimed at preventing HIV infection and STD. 
Young people need to be aware of the possible consequences of unprotected 
sexual intercourse and use of injecting drugs; even more, they need to develop 
skills that will protect them from infection, such as how to resist pressure for 
unwanted sexual intercourse and sharing of injecting materials, how to 
negotiate safer sex, and how to practise it through the use of condoms. 

32 
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It is increasingly recognized that prevention of HIV and STD among young 
people is most effective when set within the context of activities to promote 
sexual health. 

Sexual problems 

Young people, like adults, sometimes have sexual problems. These include 
sexual dysfunction, sexual variation, and sexual harassment or abuse, espe- 
cially of girls by older men. Sexual variation, ~ar t icu lar l~  homosexual feeling 
(though it may not be labelled as such), is common but transient in young 
adolescents. Perhaps 5-10% remain homosexually oriented throughout their 
lives, although many more are bisexual (54). Because homosexuality meets 
with disapproval in most societies, it is a special cause of anguish. These 
problems may be especially frightening for young people, who encounter 
them before they have a wide experience of the world. 

Sexual abuse of young people is an important problem in most societies. 
Intercourse with a minor (other than a spouse), whether forced as in rape, or 
enticed, as sometimes in incest or paedophilia, is universally condemned. 
Prostitution, whether by the young male or the young female, is also 
denounced, although it is sometimes recognized as arising from economic 
need or family disruption. Many feel that premature marriage before a girl has 
had a chance to develop fully is also a form of maltreatment (106). 

Alcohol use 

Over the past 30-40 years, more and more young people have started to 
drink alcoholic beverages. Alcohol consumption has increased in quantity and 
frequency (21) and the age at which drinking starts has declined. Distinctions 
that once separated cultures, sexes and social classes are vanishing, as young 
people in developed and developing countries alike are increasingly using and 
abusing alcohol (107). 

Alcohol is becoming more widely used in Asian countries, where opium 
was formerly the main drug abused. Moremer, whereas opium use was 
largely confined to older men, alcohol is the drug of the young. In Africa, 
traditionally fermented alcoholic drinks are being replaced or in some cases 
supplemented by commercially prepared beverages, which have few of the 
nutritional benefits of traditional preparations (107). 

Some countries in Central and South Arnerica have long-standing problems 
of alcohol abuse among the population as a whole, which are reflected in the 
figures for problems among young people. In Chile, for example, between 
1958 and 1981 there was a 400% increase in alcohol dependence among 
15-19-year-olds, and it is thought that around 12% of the adolescent 
population drink to excess (108). Among young people aged 15-24 years, 
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69% of those comrnitting suicide had alcohol in their blood, as did 71% of 
traffic accident victims. 

Excessive alcohol consumption creates numerous health problems and 
shortens the life span. Heavy drinkers are at greater risk of cancer, ulcers, heart 
disease, muscle wastage, malnutrition and cirrhosis of the liver, a leading cause 
of death in a nurnber of countries (109). Undemourished people may be more 
susceptible to alcohol-related problems than those with an adequate diet. 

Research indicates that patterns of pathological drinking are laid down in 
adolescence and early adulthood. The consequences may only become 
apparent several decades later. Adolescents are rarely chronic alcohol abusers 
(110); they are more likely to engage in occasional bouts of heavy drinking. 
Alcohol dependence takes several years to develop, and most of those who 
seek help are in their thirties or older. 

There are important differences between the sexes, both in alcohol use and 
in the physical effects of alcohol. In most developing countries, young women 
are much less likely to drink than men: in developed countries, by contrast, 
young women drink alcohol as often as young men, but the quantities they 
consume are generally smaller (Fig. 10). 

Physical factors, such as body water content, make women more susceptible 
than men to the effects of alcohol. As a result, consumption of the same 
amount of alcohol is likely to result in more serious health consequences for 
women, even when the factor of body weight is taken into account. A 
pregnant woman who drinks excessively exposes her unbom child to a greater 
risk of brain damage, growth deficiency, and mental retardation as a result of 
the high level of alcohol in the bloodstream (117). 

Besides the different physical effects of alcohol on men and women, it is also 
important to note that the sociocultural context is also likely to be different. In 
many countries, drinking by young men is viewed as reinforcing the male 
image of toughness and maturity. Women's drinking is seen differently. The 
woman who drinks too much bears a social stigma and as a result may try to 
hide her difficulties instead of seeking help (III).  

Youth is a period that is particularly associated with risk-taking. Alcohol 
consumption, which relaxes social restraints and breaks down inhibitions, 
increases the likelihood of risk-taking behaviour. It also impairs judgement and 
psychomotor skills and is especially implicated in aggression, crime, suicida1 
behaviour (112) and accidents on the road (113) and in the home, which are a 
major cause of disability, disfigurement and death in youth (114). 

In a study of fatally injured male car-drivers in the United States of Arnerica, 
it was found that 70% had alcohol in their blood (113). In some countries, 
alcohol-related accidental death is the major killer of young people. In 
Australia, alcohol kills more young people than al1 the illicit drugs combined 
(115). Moreover, for every young person killed as a result of an alcohol-related 
accident, probabl~ another ten will be maimed or seriousl~ injured. 
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Fig. 10. Consumption of alcoholic drinks by young men and 
women 
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Excessive drinking by young people appears to be associated with a 
complex variety of factors including, in particular, poor relationships at home 
and at school (51). Heavy drinking by adolescents is strongly associated with 
heavy drinking by parents (116). 

Many young people see drinking as an attractive symbol of maturity. 
Media images and popular idols may reinforce this image by portraying 
alcohol consumption as modem and sophisticated. 
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"Someone who is sick or lying in hospital can't drink alcohol; sorne- 
one lying in hospital can't dance. Therefore by definition someone 
who spends the night drinking and smoking is well/fit/healthy!" 

(Vincent Korngoen. Cameroon) 

Peer pressure plays a major role in sustaining drinking (log), which is seen 
as a way of gaining social approval, aithough it may lead to disapproval if 
associated with drunkenness. Alcohol often has a positive image among the 
young, being associated with toughness, rebelliousness, attractiveness and 
sociability. Like their elders, young people use alcohol as a quick way of 
reducing anxiety. Because the future seems limitless, young people are likely 
to disbelieve or ignore the long-term consequences of drink. Some young 
people, unable to cope with the pressure on them to achieve some of the tasks 
of growing up (whether in the family, in their social relationships, at school, at 
work or in seeking employment), tum to drink for emotional relief. 

Drug use 

Drug use is a health hazard with particular relevance to young people. While 
drugs of one kind or another have been used throughout history by adults, in 
recent decades drug-taking has become particularly associated with the 
counterculture of the young, rebelling against convention and seeking new 
experiences. But what was, even in recent times, restricted to relatively small 
numbers or specific geographical areas has become epidemic in many parts of 
the world. The average age of drug users has declined in recent years, and 
multiple drug use has become more common (24). 

Drugs other than alcohol come in many forms. Opium has been in regular 
use in parts of Asia for millennia, but heroin, its derivative, has recently 
become a serious threat to the health and lives of young people throughout 
the world. Mescaline and LSD are used for their hallucinogenic effects, coca 
and khat as stimulants valued for their capacity to produce a feeling of 
euphoria. Some young people use solvents that can be found in everyday 
materials. The sniffing or inhaling of paints, glues and thinners is a phenom- 
enon almost always confined to late childhood and early adolescence in poor 
deprived urban populations. The illicit drug most commonly taken by young 
people al1 over the world is cannabis (1 17) (Fig. II).  

The use of prescription drugs such as amfetamines and barbiturates, 
common in the adult world, also appears to be increasing in the young. 
Cocaine use is spreading rapidly around the world. The use of cocaine and its 
derivative "crack has increased rapidly as the price has failen and availability 
has increased. 
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Fig. 11. Proportion of young people who have ever used cannabis 
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Certain substances, such as heroin, cocaine, barbiturates and amfetamines, 
appear to be available in urban areas al1 over the world (117). In South 
America, the first illicit drug tried by young people is generally coca paste, 
which may be taken in combination with cannabis. In Asia, the drug of first use 
may be an opiate-usually opium, followed some time later by heroin. In 
many industrialized countries, cannabis is the first and the most commonly 
used illicit substance, but a range of other substances such as heroin, cocaine, 
amfetamines and barbiturates may also be available. Barbiturates are also 
abused in many African countries, where there are fewer regulations con- 
trolling their purchase and consumption. In some parts of the Eastern 
Mediterranean and East Africa, khat is widely used by young people. 

The adverse consequences of drug abuse by the young include dependence, 
overdose, accidents, physical and psychological damage and, sometimes, 
premature death. Persistent drug use may impair development (118). It may 
promote extremely dangerous behaviour and is associated with suicide 
attempts (119, 120) and fatal or debilitating accidents (121, 122), often resulting 
from altered perception and psychomotor reactions. 

The health hazards Vary according to the type of drug, the method of 
administration, and the emotional, physical and nutritional status of the person 
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concemed. The hazards of drug use have been dramatically accentuated by the 
spread of HIV infection among users of injectable drugs who have shared 
contaminated needles and syringes. 

Chronic use of opiates and cocaine has severe psychological and physical 
effects, and an overdose can be fatal. Synthetic drugs such as amfetarnines, 
barbiturates, sedatives and tranquillizers may damage intemal organs and 
cause serious mental disorders. Mortality due to accidental or deliberate 
overdose is high. 

Amfetamines and hallucinogens can produce acute psychotic reactions. 
Some users remain in a psychotic state, with behaviour indistinguishable from 
that of chronic schizophrenia. The abuse of volatile solvents may lead to 
sudden death from cardiovascular or respiratory complications (1 17). Among 
pregnant drug users, the risks of premature birth, stillbirth and low birth 
weight are increased. Many babies bom to women who are habitua1 drug 
takers are themselves dependent and may require special nursing (1 II).  

There are many reasons why young people begin to experiment with illicit 
drugs, including availability, curiosity and peer pressure. Youth is a period of 
experimentation, and some young people try a variety of drugs for the thrill of 
engaging in forbidden activities. For others, however, drug use may represent 
an escape from a harsh reality. Drug abuse is known to be associated 
with social disintegration, poverty, homelessness and unemployment (123) 
(Fig. 12). 

Habitua1 drug users tend to be alienated from their families, not attending 
school and living away from home; they often have family problems (125) and 

Fig. 12. Percentage of young people who have ever used 
narcotics (including opiates and cocaine), by sex 
and employment status, Sweden 1983 

Males Females 

Source: Hammarstrom et al. (124) 
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a circle of friends arnong whom drug use is widespread. Often their parents are 
themselves dependent on substances such as alcohol or tranquillizers 
(126-128). 

As with alcohol abuse, the drug user is likely to fail in many ways-at 
school, in relationships and at work (129). As most drug-taking is illegal, users 
and suppliers are directly or indirectly caught up in a network of crime and 
perhaps violence, owing to the vast sums of money that can be derived from 
the illicit drug trade. Because of this, many young people have tumed to crime 
and prostitution to finance their habit. Drug use among young people is now 
heavily exploited by international criminal organizations which thrive on the 
massive profits made from illegal trafficking. 

The mass media and certain popular idols bear some responsibility for 
- - 

encouraging the spread of drug use. The heroes of youth are generally to be 
found in the world of entertainment and sport, seen and heard throughout the 
world and crossing language and cultural barriers. While many popular idols 
set a good example to young people, those who use drugs are given wide 
publicity. 

Tobacco use 

One of the forms of behaviour most damaging in the long term to the health 
of the young is the use of tobacco. Although the chronic ill-health and 
mortality associated with smoking usually become evident only after two or 
three decades of tobacco use, and serious illness is not immediately manifest in 
young smokers, they are generally less fit than their nonsmoking peers. 
Smoking lowers the immune response, and smokers are more likely than 
nonsmokers to develop complications of upper respiratory tract infections 
(130). 

Smoking remains the most important preventable cause of death in 
developed countries. Over a quarter of al1 regular smokers die of smoking- 
related diseases. Tobacco consumption is implicated in about 90% of lung 
cancer cases, 30% of al1 cancer deaths, 75% of cases of chronic bronchitis and 
emphysema, and 25% of cases of cardiovascular disease (131); it is also 
associated with increased health risks of oral contraceptive use. 

New hazards are arising from the increased promotion and use of smokeless 
tobacco, which contributes to disfiguring diseases of the teeth and gums and 
to cancer of the mouth (132). 

In the United States of Arnerica, smoking is responsible for more than one 
in six deaths (131) and about 3000 children start smoking each day. In the 
United Kingdom, of 1000 young male adults alive today who smoke, one will 
be murdered, six will be killed on the roads, and 250 will be killed by tobacco 
use (R. Peto, persona1 communication). It has been estimated that, if tobacco 
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use continues unabated, some 30 million of today's European children and 
50 million Chinese children will eventually die from tobacco-related diseases 
(R. Peto, persona1 communication). 

The tobacco industry aims at young people with its advertising campaigns 
and sponsorship of sporting events. It has been estimated that in order to 
maintain profits the industry needs to "recruit" 2.5 million new smokers each 
year. Most will be young people (131). 

Tobacco use by young people is widespread in al1 parts of the world and is 
increasing in developing countries; evidence from a number of countries 
shows a sharper increase among girls than among boys (133). 

In Africa and Asia, smoking prevalence is considerably lower among young 
women than among young men. This was also the case in much of the 
industrialized world up to the Second World War, when the prevalence of 
smoking among young women began to increase rapidly. Smoking prevalence 
among young women now equals or exceeds that among young men in a 
number of countries, including Belgium, France, Germany, the Netherlands, 
New Zealand, Nonvay, the United Kingdom and the United States of America 
(Fig. 13). Even where antismoking campaigns have been successful, smoking 
rates have declined more slowly among women than among men (131). 
However, young men are more likely than young women to be heavy 
smokers. 

Young women who use oral contraceptives are more likely to suffer from 
cardiovascular conditions later in life if they smoke. Smoking adversely affects 
the fetus in pregnant women and increases the risks of premature birth and 
low birth weight; in developing countries, where the nutritional status of the 
mother may be inadequate, the risks are even greater (III).  

Young people, particularly young women in industrialized countries, are 
beginning to use tobacco at an ever earlier age. The ovenvhelming majority of 
smokers begin before the age of 19; very few young people take up the habit 
after this age. The earlier smoking starts, the greater the reduction in life 
expectancy - eight years if smoking starts at age 15, but only four years if it 
starts at age 25. Furthermore, people who start smoking young find it more 
difficult to stop. 

Given the widespread availability of tobacco products throughout the 
world, it is not surprising that young people experiment with smoking. 
Adolescents whose parents or siblings smoke or whose friends have adopted 
the habit are particularly likely to use tobacco themselves (134). Initially, they 
may express the wish to be like their friends or to appear adult. Tobacco is, 
however, highly addictive and when asked why they continue smoking young 
people usually mention factors such as "to calm my nerves", "for the flavour 
and satisfaction" or "1 can't help smoking". Young people may be encouraged 
to smoke by adults outside the family environment, including employers and 
colleagues at work (135). 

40 
- 
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Fig. 13. Prevalence of smoking among young men and women, 
around 1985 
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Smokers are much more likely than nonsmokers to be regular users of 
alcohol and to experiment with other drugs. In the United States of America, 
figures for 1986 show that 87% of daily smokers had tried cannabis, compared 
with only 20% of nonsmokers (136). In Nonvay in 1986, over 21% of daily 
smokers had used cannabis, compared with fewer than 1% of nonsmokers 
(137). In Zambia, it was found that nonsmokers consumed less alcohol, on 



THE HEALTH OF YOUNG PEOPLE 

Fig. 14. Smoking trends among 20-24-year-olds in selected 
developed countries, 1976- 1986 

Australia United Sweden USA Australia United Sweden USA 
Kingdom Kingdom 

Men Women 
Source: Pierce (140) 

average, than smokers, the former drinking three or four bottles of beer on a 
typical occasion and the latter eight or nine bottles (138). 

There is evidence to suggest that, in industrialized countries that have long- 
term smoking control programmes, the use of tobacco among young people is 
decreasing (Fig. 14) (139). The most successful campaigns have adopted a 
sociopsychological approach, focusing on developing the skills needed to 
resist peer pressure and the media's incitement to use tobacco. 

Tobacco is deadly, but its major negative effects on the body are long-term 
ones, while its social and psychological effects are often perceived by young 
people as positive. Programmes of health education and information should be 
seen by young people as leading to an improvement in the quality of their 
lives, rather than as being merely prohibitive and negative. They should aim 
to demonstrate that freedom and independence-qualities with great appeal 
for the young-can be achieved by not smoking (135). 

Member States should consider legislation and other measures which 
would free young people from undue exposure to and promotion of 
harmful products and practices, such as the prohibition of the distribu- 
tion of tobacco products to schoolchildren and the provision of 
insurance incentives for the use of seat-belts. 

Technlcal D~scusslons, Forty-second World Health Assembly, 1989 
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Eating behaviour 

One potential source of health problems is the eating behaviour of young 
people. In many of the poorest countries of the world, of course, malnutrition 
results from an inadequate intake of nutritious food. In other areas, problems 
may be related to an inadequately balanced diet. 

The nutritional status of adolescents is usually measured in terms of weight 
for height rather than weight for age. Although the latter is useful for 
estimating overall long-term growth, weight for height is more useful in 
assessing current health status (141, 142). The relationship between weight and 
height is expressed as the body mass index (BMI). No international reference 
values for adolescent BMIs exist because there is so much variation, owing to 
differences in the timing of the adolescent growth spurt. The data that do exist 
indicate that the average BMI among 11-18-year-olds is considerably lower in 
many developing countries than in the industnalized world (Table 1). 

During adolescence, average weight doubles and height may increase by 
more than 15% (143). The demands of physical growth can only be met by a 
balanced intake of nutrients, and a lack or excess of any element may lead to 
health problems later. In many low-income and middle-income groups, young 
people may become economically active before the age of 14 and may be 

Table 1. Body mass index values for 11-18 year olds 
(in ascending values for male BMI) 

Males Females 

Country Sample Mean Mean Sample Mean Mean 
or territory size age BMI size age BMI 

(years) (years) 

Malaysia 
Cambodia 
Singapore 
Thailand 
Somalia 
Hong Kong 
China 
Solomon 

Islands 
Peru 
Bolivia 
Canada 
USA 
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required to perform heavy manual or domestic labour, compounding the 
problems of inadequate diet. 

Programmes to combat undernutrition by improving sanitation, education 
and food availability, particularly for specific vulnerable groups, have contri- 
buted to significant decreases in wasting, stunting and death at an early age in 
various countries (144). 

Pregnancy increases the need for energy and protein; more vitamins and 
minerals, in particular iron and calcium, are also essential for both the fetus and 
the young mother. If women begin pregnancy with marginal nutritional 
reserves (as sometimes happens with adolescents in developed countries and 
often with women in developing countries), and if they are unable to reduce 
their levels of activity, their nutritional requirements will not be met (142, 145). 

The pregnant adolescent is coping with the double nutritional burden of her 
own growth and her pregnancy needs. There is evidence that the increased 
risk for very young mothers of having a low-birth-weight infant is the result of 
low calorie intake or strenuous physical work during pregnancy. 

Very little is known about young people's food intake. The evidence that is 
available indicates that even where intake of calories and protein is sufficient, 
shortages of other elements such as iron, calcium and some vitarnins may be 
relatively common. One survey of young French women university students 
found that 16% had completely exhausted iron stores and 75% had incomplete 
iron stores (146). A study of adolescents from a poor neighbourhood of Cairo 
found that the iron intake of a majority of the young women was insufficient 
to cover their daily needs (147). On average, in developing regions, 27% of 
young men and 26% of young women are anaemic; in developed regions, the 
corresponding figures are 5% and 7% (148). In the United States of America 
many, if not most, adolescents do not receive the recommended daily intake of 
calcium. One study found that 18% of young people did not eat fruit or 
vegetables on a daily basis. O n  the other hand, 70% ate salty snacks or sweets 
every day and one-third did so several times a day (149). 

One of the most serious diet-related health problems, which is on the 
increase throughout the world, is that of excessive consumption of certain 
foods. Young people are often attracted by processed and refined foods, which 
are sometimes advertised as contributing to a modem way of life. Such foods 
are often high in fats and sugars, excessive consumption of which results in 
deficiencies in other, more complete foods. The establishment of a preference 
for food containing these substances may lead to early biophysiological 
changes and ultimately pathological changes and disease (150). 

In some countries whose populations suffer from undernutrition, there are 
also problems of overconsumption of particular nutnents by some groups. 
Diet-related noncommunicable diseases which, in the past, were considered to 
be "diseases of affluence" are increasing rapidly in low-income groups in both 
middle-income and high-income countries (151). 
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The dietary habits acquired during adolescence have important repercus- 
sions on health status in both the short and the long term. Insufficiency of - 
minerals and vitarnins may cause health problems immediately as well as 
during adulthood. Iron deficiency, for example, results in fatigue and leads to 
anaemia, which is one of the main sources of ill-health among young people, 
particularly young women, in many developing and developed countries. 
Adolescents need additional supplies of iron for the stabilization of haemo- 
globin while their blood volume expands during growth. Young women gain 
less weight than young men, but need more iron to make up for menstrual 
losses. It has been estimated that adolescents need twice as much iron as adults 
of comparable weight (142). 

Some consequences of a shortage of minerals may not be apparent until 
adulthood. For example, calcium is essential for sound bone formation in 
adolescence and young adulthood. Insufficient intake during youth could be a 
cause of osteoporosis (brittle bones) in later life, particularly among women, 
and it cannot be remedied by increased consumption later. 

Energy intake in excess of energy expended through physical activity will 
inevitably result in weight gain, which can have serious implications both for 
current health and in later life. Obesity is a risk factor for a range of conditions, 
including cardiovascular diseases, diabetes mellitus, arthritis, gall bladder 
disease, some cancers, respiratory dysfunction and various skin conditions 
(142). 

Evidence suggests that up to half of al1 cardiovascular disease mortality 
(152) and between one-third and half of non-insulin-dependent diabetes may 
be attributable to dietary factors (151). A decrease in the fat, sugar and salt 
content of many "modern" diets will have a major impact on cardiovascular 
disease, hypertension and diabetes. There is also good evidence that such a 
change in diet will have an impact on other diseases of adult life, such as cancer 
of the colon and other cancers (151). 

Concem about obesity is particularly acute in adolescents because of their 
increased interest in their appearance and the loss of self-esteem associated - - 
with a poor self-image. Poor eating habits can also lead to acne (although they 
are not an exclusive cause), which is particularly worrying to young people. 
The importance of the social and psychological aspects of eating behaviour is 
demonstrated by the increasing prevalence among girls in some countries of 
the compulsive dieting disorders anorexia nervosa and bulimia nervosa (153). 

Unhealthy eating combined with poor oral hygiene can lead to damaged 
teeth and gums, which are not only a health problem in their own right, but 
worry young people if they affect the appearance. Poor oral hygiene in 
adolescence can lead to gum disease and premature loss of teeth in later life 
(154). Problems of decayed, missing or filled teeth are more common among 
young people in developed countries than in developing countries (Fig. 15). In 
many countries efforts have been made to educate young people in oral 
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Fig. 15. Average number of decayed, missing, or filled (DMF) teeth 
among 12-year-olds 

hygiene. Use of fluorides in drinking-water supplies and toothpastes, use of 
alternative sweeteners and improved oral health care have contributed to a 
reduction in the average numbers of decayed, missing or filled (DMF) teeth for 
young people in developed countries. By contrast, in many developing 
countries, where until recently DMF teeth scores were low, changes in dietary 
patterns, in particular increased sugar consumption, have resulted in a 
deterioration in young people's oral health. 

Violent and destructive behaviour 

Suicida1 behaviour 

Of al1 destructive behaviour by young people, suicide is perhaps the most 
tragic, since it leaves in its wake not only the unfulfilled promise of a young 
life, but also feelings of grief, guilt and anger in those who were close to the 
dead person. Sadly, suicide rates among young people appear to be rising 
throughout the world in both developed and developing countries, more 
quickly than in al1 other age groups (Figs. 16 and 17). Suicide is underreported 
because of the stigma attached to it (which sometimes includes religious and 
legal penalties) and because, when there is doubt, death is attnbuted to 
accident rather than intention (4). In most countries, suicide ranks after 
accidents as a leading cause of death among the young (26). Young men 
commit suicide much more commonly than young women who, however, 
attempt suicide with much greater frequency, sometimes causing permanent 
damage to themselves. The ratio of attempted suicide to successful suicide 
among adolescents has been estimated at 40: 1 in most industrialized countries 
(155). 
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Fig. 16. Suicide rates (per 100 000) among males aged 15-29 years 
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Fig. 17. Suicide rates (per 100000) among females aged 15-29 
years 
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The transition to adulthood is often painful, entailing as it does the loss of 
childhood dependence and new expectations by the young and those around 
them of more adult behaviour in sexual, social and vocational roles. The social 
context of the young person's life is also important. Disruption of normal 
family relations is one of the most frequent causes of suicida1 behaviour. The 
pressures arising from urban migration, isolation, intense competition at 
school and unemployment create stress. For some young people, the demands 
become overwhelming and the prospect of emotional support appears hope- 
less. When the expectations placed on the young people cannot be met, self- 
esteem is low and depression and sometimes suicide may ensue. Recent 
evidence shows that increased suicide rates are strongly correlated with the 
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simultaneous presence of a number of social factors (155). Suicide may be 
associated with drug and alcohol dependence and mental instability. Some- 
times it is symptomatic of serious mental disorders with paranoid tendencies 
or schizophrenia. Depressive maladaptive personality traits and somatic 
complaints may also precipitate suicide attempts in the young. In the majority 
of young people who commit suicide, however, there is no diagnosable mental 
disorder, and persona1 and social factors play the major role (155). 

Intentional injury 

Young people are increasingly victims of violence and themselves physically 
aggressive towards others. One major source of violence is war, in which 
young males are the most likely of al1 groups in the popuIation to die or be 
maimed. Social violence appears to be increasing dramatically. However, the 
true extent of the phenomenon is poorly documented. It is often under- 
reported because of the fear of vengeance and lack of confidence in the police 
and courts. One indication of the spread of violent acts is homicide statistics. 
Data from the United States of America are particularly disturbing, showing 
that, every day, 9 young people under the age of 18 are murdered. Males are 
at a much greater risk of being murdered than females, and black males aged 
15-19 are almost ten times more likely to be victims of homicide than their 
white male counterparts; 77% of homicides in this age group involve a firearm 
(159). Adolescents are twice as likely as adults to be the victims of crime, and 
ten times more likely than elderly people (160). While these statistics are 
particularly high, they appear to reflect a worldwide upward trend. 

This violence is likely to have multiple antecedents-poverty, unemploy- 
ment, overcrowding and reduced control over the upbringing of young 
people (160). But individual factors are also likely to contribute, including drug 
and alcohol abuse, a sense of failure, frustration and hopelessness, and frequent 
exposure to violence in the streets and on television. 

Behaviour leading to accidents and injuries 

Accidents constitute one of the major causes of death and disability among 
young people throughout the world, accounting for as many as half of al1 
deaths of people aged 10-24 in many countries (26). In most industrialized 
countries, they are the leading cause of death between 1 and 44 years of age, 
and in developing countries where industry is increasing and infectious 
diseases are being controlled they will soon become just as great a cause for 
concern (161). 

In China (Province of Taiwan), for example, between 1960 and 1977 injuries 
climbed from the seventh to the third leading cause of death, and the rate of 
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death from accidents rose from 38.9 to 57.2 per 100 000 inhabitants. In Hong 
Kong, Singapore and Thailand, road accidents and drownings are a major 
cause of premature death, and road accidents are responsible for more 
potential years of life lost than malaria and tuberculosis combined. In the 
Shanghai district of China, accidents are the leading cause of death between I 
and 44 years (162). 

In many countries, adolescence is the only age group for which mortality is 
on the increase (26): the rise is due to violent death, and in particular to road 
accidents. In the United States of America, motor vehicle accidents cause 
almost 56% of the spinal cord injuries resulting in paraplegia or quadriplegia 
and a disproportionate number of young people are involved (163). Between 
the two periods 1955-59 and 1970-79, trafic accident mortality among 
15-24-year-olds increased by over 600% in Mexico, 450% in Thailand, 250% 
in Venezuela and 210% in Chile (164). The ranking of accidental death among 
the leading causes of death increased for young women in most countries 
between 1957 and 1981 while remaining constant for young men (Fig. 18). 

The use of two-wheeled vehicles (motor-assisted cycles and motorcycles) is 
a major cause of serious and often fatal accidents among young people. The 
wearing of a safety helmet-compulsory in some states and countries- 
reduces the frequency and severity of injuries. In some developed countries, 
over half the young people killed on the road die as a result of a motorcycle 
accident (165). 

Trafic accidents are not the only accidents threatening young people. 
Leisure and sports accidents in the developed countries, burns and poisonings 

Fig. 18. Change in ranking of accidents among the leading causes 
of death in 58 countries, 1957-61 to 1977-81 
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in the developing countries, and falls and drownings everywhere also 
represent major risks. 

In Sn Lanka in 1978, more than 1000 deaths, mainly among children, were 
attributable to poisoning by pesticides-a fighre well in exceis of the 600 or 
so deaths from p~liom~elitis, diphtheria, tetanus and pertussis combined (166). 

In Brazil, drowning is second only to road accidents as a cause of death in 
young people aged 10-14 years. In Asia, drowning is the leading cause of 
accident mortality in children and young adults, and in many countries of the 
continent it accounts for up to 30% of accidenta'l deaths, although some of 
these may be disguised suicides (165). 

Accidents are responsible for the loss of more potential years of life than 
cancer and diseases of the circulatory system. They represent a huge burden 
on the health services, both primary health care and hospital care. In the 
industrialized countries, one bed in ten is occupied by an accident victim, a 
level that is now being approached in a number of developing countries (167). 

The human suffering associated with accidents and their consequences- 
painful injuries, anxiety of close relatives, grief and mouming-should not be 
forgotten. Moreover, residual handicaps-not unusual after serious road 
accidents-are the source of lasting suffering (167). Disability resulting from 
accidents is also reaching substantial proportions. For every child killed, 10 
children are handicapped or left with restricted mobility as a result of injuries 
(165). In the United States of America, for every person killed in a road 
accident there are on average 10-15 people with severe injuries and some 
30-40 with minor injuries requiring medical attention. The majority of 
accidental deaths occur among young people and the number of medical 
treatment procedures runs into tens of millions (168). 

Adolescents are exposed to risks from outside like everyone else, but young 
people often expose themselves to other risks, more or less deliberately. 
People involved in road accidents are often intoxicated with alcohol or other 
drugs. Other behavioural factors that contribute to accidental injury in young 
people are exuberance, lack of experience, a feeling of invulnerability, and risk- 
taking that comes with the need ko demonstrate independence and courage. 

Environmental conditions can also contribute greatly to risk, and it is often 
a combination of risk-taking and an unsafe environment that leads to injury. - 

Many young people, especially in developing countries, start work too young 
and are especially at risk, since they often work in conditions more appropriate 
for adults, may not have fully developed psychomotor skills, are not as aware 
of potential hazards, and may be careless because of tiredness (169). 

Mental disorders 

Young people are often very vulnerable to the kinds of stress that promote 
mental instability. Not only must they meet the challenges of growing up, 
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they must also deal with the conditions of modem society, which are 
increasingly characterized by a weakened family structure, rapid urbanization, 
severe competition for education and employment, and exposure to alcohol 
and other drugs. Youth is also a time of emotional lability, in which depression 
and anxiety can occur frequently. 

It is during adolescence and youth that some mental health problems first 
appear. If wrongly treated, they can easily become chronic and place a great 
burden on the individual and on society. Early detection of the symptoms and 
signs of mental disorder and adequate prevention, however, can contribute 
greatly to the later health status of adults. Some of the more serious mental - 
disorders, including some psychoses, schizophrenia and manic depression, 
appear for the first time in adolescence and youth, though they may have their 
roots earlier in life. Some young people with relatively minor mental handicap, 
learning disabilities or minimal brain dysfunction become emotionally dis- 
turbed during adolescence. Some patterns of behaviour-suicide attempts, 
drug and alcohol abuse, delinquency-are symptomatic of mental maladjust- 
ment. However, while most young people experience some degree of stress, 
only a relatively small number develop pathological patterns of thinking, 
feeling and behaviour. 

Young people in certain groups may be more vulnerable to stress than their 
peers (1 70). They include: 

members of racial, religious or ethnic minorities; 
those who have experienced significant loss, including bereavement, family 
disruption or parental rejection; 
those in institutional care; 
those suffering from physical or intellectual impairment owing to chronic 
physical or mental illness; 
victims of physical, emotional or sexual abuse; 
the homeless, the unemployed and the very poor; 
pregnant adolescents and teenage parents. 



The promotion of young 
people's health 

he healthy development of young people depends on many inter- 
ked factors. Two of them were mentioned earlier: living conditions, 

hich provide the basic ingredients and opportunities for physical, 
d social development, and the ways in which young people realize 

their own potential in meeting the challenges of growing up. While most make 
a successful transition from childhood to adulthood, many succumb to hazards 
along the way. A third major factor is the effectiveness of the community's 
infrastructure for health. This chapter first examines the policies and legislation 
that can encourage or deter action for health, then the kinds of programmes 
that exist, their special characteristics and the ways in which they are 
perceived and used by young people. Programmes of many kinds exist to 
promote health, prevent problems and provide care and rehabilitation. To be 
effective for young people, the policies must be coherent and the action well 
coordinated across the many different sectors dealing with physical, mental 
and social development. 

Policies and legislation 

Policies relevant to the health of young people cut across virtually al1 sectors 
of govemment and are the concem of many nongovernrnental organizations. 
In addition to the health sector itself, laws relating to education, employment, 
social welfare, population, defence, religion, sport, culture and women, as well 
as those dealing specifically with youth, have major implications for young 
people. Now that specific public health measures, such as improved sanitation, 
clean water supplies and immunization programmes, have succeeded to some 
degree in controlling disease, more attention is being paid to health problems 
characteristic of adolescence and youth, in which behaviour plays a major role. 
Policies and legislation have too often been ad hoc responses to health 
problems that have captured public attention, rather than action taken before 
the problem has become widespread. They are, moreover, rarely examined as 
a whole for ways in which they might reinforce, rather than diminish, one 
another. 

54 - 
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I Countries should designate national youth days, during which the 
health needs of young people will be discussed and action by and for 
youth will receive due recognition 

Techn~cal D~scuss~ons, Forty-second World HeaMh Assembly, 1989 

The law and the concept of a minor 

The definition of "youth" in law and policy varies. In law, a person becomes an 
adult at the age of majority, which may differ from one place to another. The 
designated age of adulthood is important, because it is the age at which young 
people can individually exercise free choice by giving their consent. In the 
health care system, consent is the key to access. Until recently, an almost 
universal rule has been that minors, as they are termed in law, must have the 
consent of their parents or some other adult before they can obtain health care 
and advice. This has tended to inhibit young people in seeking health care, and 
medical and health care personnel in providing it, where sensitive issues are 
involved. 

The question is: at what a g e - o r  better, at what stage of individual 
development-should a young person be able to take decisions on his or her 
own health care? Where there is an age restriction, what should the providers 
of health care do if somebody under that age seeks care, but does not want his - 
or her parents to be involved? Some countries have addressed the issue by 
lowering the age of majority for medical treatment; some have passed a 
"health services for minors act" that permits people who are under age to seek 
and consent to health care in specific areas (e.g., sexually transmitted disease, 
drug abuse, sexual problems and pregnancy); others have moved towards the 
use of the "emancipated minor" rule, which recognizes that adolescents who 
are financially independent should be capable of giving consent (24). 

The law and reproductive health 

There is a trend towards greater health education in schools, not only on 
general issues but also on sexual and reproductive matters. This is done in a 
great variety of ways. In some parts of the United States of America, for 
example, and in many developing countries, sexual subjects, if taught at all, are 
taught in a highly constrained manner, and it is common to see what may be 
called family life education exclude sensitive topics of sexuality altogether. For 
young people who have left school, the situation is even worse, although 
many nongovemmental organizations succeed in reaching some members of 
this group. Education and information on reproductive health and health care 
itself are complementary, but a combined approach is rare. Access to 
reproductive health services, especially for contraception and induced abor- 
tion, is beset by difficulties of access and consent and is sometimes prohibited 

- 
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by law for young people, especially if they are unmamed; this may delay them 
or deter them from using the service altogether. There are also serious 
obstacles to the diagnosis, treatment and control of sexually transmitted 
diseases among young people because of the requirement for parental consent 
and disclosure of sexual contacts (1 71). Young people are likely to be deterred 
from using screening and treatment centres for STD by fears that they will be 
asked searching questions about their sex lives and/or drug habits. 

The law and substance use 

The use of tobacco, alcohol and other drugs has particularly harmful effects on 
young people in both the short and the long term. Young users are also special 
targets for the sale of these harmful products, because they are likely to make 
them a lifelong habit. Many laws aim to reduce the use and abuse of harmful 
substances by placing restrictions on the source of the products, their 
distribution, promotional advertising, the population groups that may buy 
them, the places in which and means whereby they may be sold, the manner 
and quantity in which they may be used, the ways of providing treatment for 
problems arising from their use, and the relationship of al1 these activities to 
the system of criminal justice. 

It has been shown that, although significantly raising the tax on cigarettes 
has no effect on adult smoking, it may greatly reduce the number of new 
smokers arnong young people (139). The extent and rapidity of travel, the 
pervasiveness of the mass media throughout the world, and the existence of 
transnational networks of both legitimate and illegitimate businesses make it 
essential to achieve international coordination of legislation and policies. 

The law and disability 

Better care for disabled people started to receive greater attention from the 
mid-1970s onwards and interest was further stimulated by the International 
Year of Disabled Persons in 1981. Between 1970 and 1976, some 45 countries 
enacted laws on this subject. Some of the legislation was directed towards the 
disabled as a group and some specifically towards adolescents (24). Rehabili- 
tation has increasingly been recognized as a right, and more attention is being 
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paid to prevention. Providing health care for the disabled adolescent is, 
however, no simple matter. Legislators are slowly dealing with such issues as 
the detection, prevention and treatment of disablement, rehabilitation and 
state-assisted financial support for the care of disabled people. In some cases, 
there is comprehensive legislation on the disabled, in which the young are 
singled out; this is found mainly in the developed countries (1 72). The goal of 
providing health care for the handicapped adolescent cannot be achieved in 
the absence of the appropriate legal and policy decisions. 

l Governments should recognize the special needs of young disabled 
people and at the same time note that they can serve as a resource for 
health and health promotion. 

Technical D~scuss~ons, Forty-second World Health Assembly, 1989 

The law and mental health 

Where treatment is available for mental health problems, there are often 
difficult legal issues regarding informed consent or the voluntary withdrawal 
from treatrnent of an emotionally disturbed young person. While there has 
been a trend for some time towards a more humane view of psychological 
disturbances which recognizes the need for treatment and rehabilitation rather 
than segregation and institutionalization, policies and laws promoting such 
services tend to lag behind, and the services are largely restricted to the 
developed countries (174). In developing countries where a system of support 
was once available in the rural community, urbanization and the decline of the 
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extended family have exposed many young people to greater emotional stress 
without providing either traditional or modem means of care. 

The law and occupational health 

Legislation to protect children and adolescents from the hazards of the 
workplace was first introduced in Europe in the nineteenth century. This 
legislation included the establishment of a minimum age for work, screening 
before employnent, and prohibition of work in hazardous conditions or for 
long and unsocial hours. A large number of both industrialized and developing 
countries have now adopted child labour legislation that is, on the whole, 
progressive and close to intemational standards. However, enforcement of 
legislation on child labour remains a major problem, and while abuse of child 
labour in the forma1 sector has gradually been reduced, other problem areas- 
those most hidden from public scrutiny-have come to the fore. These 
include agriculture, the urban informal sector and domestic service. In many 
countries, very few exploited children are covered by child labour laws, and 
even if they are covered, they are not reached by enforcement agents. It 
appears that the number of child workers could again be on the rise in many 
developing countries (1 75). Paradoxically, restrictive legislation designed to 
protect the young person's health may keep him or her unemployed and 
contribute to mental stress and poverty. 

The law and accidents 

Legislation relating to accidents takes many forms, including restrictions on 
the use of alcohol and other drugs and regulations goveming conditions in the 
workplace. In the industrialized countries, there are minimum age requirements 
for driving licences, mandatory use of seat-belts in cars and protective 
headgear on motorcycles, and penalties for drunken driving. There are 
educational programmes on accident prevention for young people in many 
countries, but they reach only a fraction of those at risk of injury from 
accidents. 

The law and public health 

Many laws deal with public health generally and are not directed specifically 
at young people, although legislation, particularly in developed countries, 
covering health education and fluoridation of water supplies to prevent dental 
caries is of special relevance to the young. Laws that protect the environment 
and the safety of food, water and medication, provide for health services 
generally, and foster the necessary conditions for education, farnily welfare, 
employment, housing, sport, culture, religion and recreation al1 have an impact 
on the health of young people. 
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Action for health 

The principles of primary health care, including self-care, participation, inter- 
sectoral action and appropriate technology, are particularly suited to the 
promotion of young people's health (1 76). While policies and legislation can 
help promote a healthy environment which is low in risk and high in 
opportunity, direct preventive action is also needed. Programmes for health 
can be designed to promote and support healthy behaviour, to prevent 
problems from arising, to identify and care for those at risk, and to treat and 
rehabilitate those who have suffered from illness or injury. Many programmes 
originate in sectors other than health, and there needs to be close liaison across 
sectors to facilitate appropriate referral and, sometimes, joint action. 

These programmes are directed at primary, secondary and tertiary pre- 
vention and take many forms, providing information, education, guidance, 
counselling, care, treatment and rehabilitation. Although their main target 
group is young people, it is often important that other people who influence 
their health directly-such as family members, peers, educators and youth 
leaders-or indirectly-such as media people and leading figures in sport and 
entertainment-should also be considered appropriate target groups. 

Member States should maximize the positive impact of the mass media 
on the health of young people by engaging in a dialogue and 
facilitating the development of guidelines to ensure the production and 
use of appropriate material and programmes which will improve the 
quality of young people's lives. 

Techn~cal D~scussions, Forty-second World Health Assernbly, 1989 

"Health-compromising behaviours such as cigarette smoking, al- 
though placing an adolescent at risk for lung and heart disease, may 
simultaneously enable that adolescent to attain important positive 
satisfactions such as being accepted by the peer group or feeling 
more grown up ... 

"lt is their positive functions that make health-compromising behavi- 
ours so intractable to change in adolescence. That is also the reason 
why information and health education about the negative conse- 
quences of such behaviour are, by themselves, insufficient to change 
risk behaviours. Behaviours that are rewarding-even though health- 
compromising-are unlikely to be aband.oned unless alternatives are 
available that can fulfil those same valued functions. This is the key 
challenge for al1 prevention and intervention programmes." 

(Dr Richard Jessor, address to plenary session of Technical Dlscusslons, Forty-second 
World Healfh Assembly, 1989) 
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Primary prevention: policies, information and education 

Primary prevention of health problems among young people involves pro- 
moting healthy development and the establishment of healthy lifestyles. The 
main features of primary prevention include specific policies, the provision of 
information through a variety of channels, and education. The role of policies, 
laws and regulations has already been described. Policies in primary pre- 
vention which are not directed specifically at young people but which greatly 
affect them include controls over the advertising of tobacco and alcohol and 
the establishment of codes of conduct for automobile manufacturers, as in 
France, to encourage them to refrain from emphasizing or promoting sales on 
the basis of the speed of their vehicles. 

Young people can be informed by means of one-way channels of comrnuni- 
cation, such as radio, television, live entertainment, newspapers, magazines, 
books, comics, cartoons, videos, films, cassettes, records, posters, pamphlets 
and graffiti; or through two-way communication-in person, by telephone, or 
through an exchange of written messages. This interactive communication is 
especially powerful, since it permits the young person to ask questions and 
explore issues of special individual significance, ensuring that the information 
has a greater degree of persona1 relevance (1 77, 178). Throughout the world, 
young people are bombarded with information and messages, sornetimes of a 
contradictory or competing nature, which they must somehow interpret and 
evaluate (1 79). While some information is deliberately designed to promote 
health and is usually factual in nature, as in a textbook or documentas., a great 
deal of information reaches young people more indirectly, through fictional 
presentation in the entertainment media or in advertisements; this information 
may be false or distorted. 

Education not only provides information for young people but also 
nurtures intellectual as well as social and moral development. Education for 
health should not only include guidance on hygiene, exercise, rest, eating, 
drinking, maturation, sexuality and relationships, but also aim at enabling 
young people to manage their own health destiny. There are two major 
vehicles for such education: the school system, which often provides forma1 
training in health education through teaching in other subjects; and the family, 
the primary source of knowledge and habit formation for everyone. At the 
primary level, many other people can play a significant role. Most young 
people come into contact with health workers at some time and, regardless of 
the immediate purpose of the care the workers provide, they are in a powerful 
position to educate young people and their guardians about health matters. 
Leaders of youth organizations are also in an excellent position to provide 
education on health to their members and to others, including school-leavers, 
whom they may be best able to reach. Religious and community leaders can 
also educate young people about matters affecting their health. Perhaps the 
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most influential of al1 for young people are the modem heroes of entertain- 
ment and sport, who can also be recruited for this purpose. For education to be 
a success, educators must be both knowledgeable and skilled at communi- 
cating with the young. This means being able to listen sensitively and without 
condemning the individual, whatever they may think of his or her behaviour. 

Secondary prevention: identification and reduction of risk 

The identification and reduction of risk form the basis of secondary pre- 
vention. It is well recognized that some individuals are more vulnerable than 
others to disease, disability or other consequences of unhealthy development 
because of their genetic, biomedical, psychological or social circumstances. 
Provided that the resources are available for effective subsequent action, the 
identification of such individuals or groups has been shown to be cost- 
effective in preventing ill-health. 

Outside the family, it is the school services that most commonly identify 
the young people in special need of health care, through the screening 
programmes for speech, hearing, visual and oral health problems and leaming 
disabilities. Health workers within or attached to the education system then 
provide the necessary care or treatment, or refer the young people to more 
specialized services. However, it is much more common to screen young 
people for physical or sensory disorders than for learning and emotional 
disorders, which remain largely untreated. Moreover, many schools do not 
have adequate screening services, and a great many of the world's adolescents 
and young people do not attend school. They must therefore rely on self- 
screening or on their families for appropriate care. If public information on 
health subjects is readily available and accurate, it is more likely that young 
people outside the reach of the forma1 services will seek care when they 
need it. 



THE HEALTH OF YOUNG PEOPLE 

In some jobs, health screening takes place on joining and sometimes, 
although less commonly, continues on a regular basis. The health sector could 
make more use of the work situation for identifying those whose health is at 
risk. This is true of both the private sector and the public sector, where young 
people are recruited for the armed forces, security forces, nursing, etc. Social 
services and the criminal justice system are other sectors that are often able to 
identify young people who need health care. Youth organizations can also 
play a major role in risk identification and reduction by providing some form 
of health examination and by monitoring their members. This function can 
readily be strengthened by close cooperation between the health and youth 
sectors. 

Within the health sector itself, the primary health worker or family doctor is 
in an especially good position to note or anticipate health problems in 
adolescents, for example, if the family has poor hygiene or eating habits. Some 
countries, such as Cuba, have established an intensive risk-identification 
system through liaison between community organizations and multi- 
disciplinary health services. Family planning clinics and clinics providing legal 
termination of pregnancy are also in a position to identify young persons who 
are sexually active, but not using contraceptive methods effectively, and to 
provide appropriate care and counselling. 

Widespread screening for risk identification currently takes place in France, 
where families are requested to attend at five-yearly intervals for a full 
examination (181). Although that interval is rather long for young people and 
not al1 families attend, there is much to recommend this approach. There are 
also a growing number of specialized centres for adolescent health, for 
example in Chile, France, Peru, Switzerland and the United States of America, 
which provide multidisciplinary screening and treatment. 
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Secondary prevention will only be effective if young people in need are 
reached early enough to increase their resilience. As many forms of behaviour 
that give rise to problems are interrelated and tend to increase in severity 
throughout adolescence and youth, due attention in early adolescence has 
much to recommend it. But that requires a two-way process, in which the 
forma1 sectors identify and contact the young person and; at the same time, 
the young person is willing to trust, confide in and seek out those who can 
help him or her. In many spheres in which prevention would be possible-e.g., 
the more effective use of contraception to prevent early pregnancy, the early 
diagnosis of a sexually transmitted disease or help with an incipient drink or 
drug problem-the young person is often afraid to approach the providers of 
services because of the possibility of disapproval and punishment; in addition, 
he or she often does not know where to turn or what help can be provided. It 
is a major challenge to make services and service providers more accessible to 
the young. 

In some developed countries, counselling and guidance are available to help 
young people when they are in difficult situations or must make important 
decisions. People with the ability to listen well, who feel and show respect for 
the individual client, are more likely to attract young people seeking help, 
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whether they are in a professional setting or not. The counsellor must 
recognize that the young person is the only one who can change his or her 
behaviour, no matter what others may wish. The evidence from al1 systems 
suggests that, to achieve sustained change, young people must themselves be 
involved in the planning and implementation of any programme designed to 
help them (183). In many developed countries, some professional counselling 
is provided in schools and health services by trained counsellors or by 
independent practitioners. This is rare in developing countries, where guid- 
ance tends to be more authoritarian and to be provided by family members or 
religious figures and community leaders. Where there are counsellors in 
schools, for example, they are sometimes there to punish or correct young 
people, not to help those with emotional or psychosocial problems. 

Tertiary prevention: treatment and rehabilitation 

A key element in the tertiary prevention of disease and disorders in young 
people is the availability and accessibility of treatment and rehabilitation 
services for illness and injury. Complications can be prevented or cured much 
more easily if the young person understands the problem and if those who 
provide the care are aware of the special needs and perceptions of young 
people. Services that treat young people are largely in the health sector and 
show great variation. They are predominantly aimed at physical illness and 
injury and, to a lesser extent, at problems of mental health. Most hospitals and 
outpatient clinics, however, are divided into paediatric and adult services, and 
the adolescent or young person is placed either with children or with adults at 
a time when the Company of peers is of special value (185). While the curative 
approach is essential for a pathological condition or injury, the opportunity 

- - 

should be taken to provide education and information on causes, especially in 
the case of behaviour that could be changed. - 

When a ~ r o l o n ~ e d  stay in hos~ital is necessary, efforts must be made to 
maintain a normal environment as far as possible including, for example, 
continued schooling, association with peers, and exercise compatible with 
recovery, so as to help psychosocial and physical development and pave the 
way for a return to normality (185). In some developed countries, individual, 
family, and group therapies are available to deal with psychological difficulties. 
Given appropriate training, directive approaches, targeted on specific behavi- 
ours, and psychodynamic approaches, aimed at modifying underlying factors, 
can both be employed successfully. Providing such help early to prevent more 
serious or chronic psychological disorder is highly cost-effective, but little 
attention has been paid to this as yet in most developing countries. As 
traditional support structures decline, ways need to be found to give young 
people greater personal help to prevent minor problems from becoming a 
threat to health or life. 
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Young people are particularly vulnerable to disabilities arising from acci- 
dents on the road, in sport, at work and in the home. Spinal-cord injuries that 
result in paralysis or other impairment are particularly devastating for young 
people, and rehabilitation needs to be directed at the whole individual so that 
he or she is able to develop physically, psychologically and socially to the 
fullest extent possible. 

This requires good cooperation between the sectors, particularly between 
health, education, labour, youth and social services, and the involvement of 
community and nongovemmental organizations. The efforts must be directed 
not only at the young person, but also at those who have contact with him or 
her, and this may cal1 for retraining and awareness training for health workers, 
teachers and employers so that they are better equipped to help the young 
person integrate into his or her natural setting. While disability and impair- 
ment can be very disheartening, young people frequently demonstrate great 
resilience and courage and overcome their problems to a remarkable degree, if 
given appropriate support and understanding. 

Sources of health care 

The health-service needs of young people are met in several ways: through 
general health services, through health services specially designed for adoles- 
cents and young people, and through general community, education and 
social services and youth associations that include a health component. 
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The activities outlined in the previous section are performed in a wide 
variety of ways, which are different in origin, focus and objectives but which 
rarely provide integrated and comprehensive services for young people, and 
few countries have national policies and programmes designed specifically for 
young people. 

Schools 

Traditional health education to promote persona1 hygiene and healthy beha- 
viour is widely provided, usually in a didactic manner. It touches upon other 
aspects of health and sometimes includes sex education. Unfortunately, 
however, the latter is frequently omitted or inadequately presented, either 
because the teachers are poorly prepared, or because the authorities disap- 
prove of or expressly forbid it. 

Evidence suggests that the simple provision of didactic information has 
little effect on attitudes or behaviour (187, 188). Some schools provide 
screening services for visual, hearing and some leaming disabilities. There is a 
growing interest in developed countries in screening for behaviour associated 
with the risk of cardiovascular disease, taking into account such indicators as 
ponderal index, fitness and blood pressure; the latter, however, requires special 
equipment, training and skills, which are not always available. Schools usually 
provide an opportunity to leam sports-important not only for physical 
fitness, but also for leaming about tearnwork and the constructive use of 
leisure time. 
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Health services 

A second major source of health care for young people is the general health 
care system. Special provision is sometimes made for adolescents or young 
people, but it is much more common for them to be treated in either the child 
or the adult treatment units. Special provision for young people ranges from 
the simple setting aside of certain hours for youth consultations to a 
multidisciplinary team approach dealing with the full range of their health 
problems. 

More rarely, there are independent health clinics for young people attached 
to larger institutions. The more successful units appear to be those in which 
professionals from such disciplines as medicine, psychology, social work and 
health education join forces to provide a full service covenng preventive 
education, treatment and rehabilitation (190). Such programmes exist in only a 
few developed countries, and tend to be experimental; they have not yet been 
adequately evaluated, but there is sufficient evidence to suggest that it is the 
very flexibility of multidisciplinary approaches which comes closest to the 
perceptions and expectations of young people, who think of their health in 
holistic rather than fragmented terms. 

I Member States should undertake special surveys to identify adoles- 
cents' perceptions of health problems and health services. Studies are 
required to identify adolescents at high risk who are not in contact with 
health services and community organizations. 

1 Technical Discuss~ons, Forty-second World Health Assembly, 1989 
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Single-problem intervention 

A third approach is the provision of prevention and care for a single problem, 
such as pregnancy, abortion, sexually transmitted disease, smoking, aicohol 
use, drug use, obesity, anorexia, learning disorders, psychotic states or suicida1 
behaviour. Despite the fact that many forms of behaviour are interrelated, the 
single-issue approach is very common. 

Some cases--such as the treatment of anorexia or of psychotic states- 
involve inpatient care. While hospital wards for anorexic patients are likely to 
be filled primarily with adolescent girls, since they are the group most 
cornmonly affected, young people with other psychiatric problems are more 
likely to find themselves sharing wards with older people. Some problems, 
such as the use of tobacco, are mainly dealt with through the provision of 
information. Some campaigns showing success in a few developed countries 
have adopted a multifaceted approach involving restrictions on advertising 
and on access to cigarettes. Drug and alcohol use and abuse are often treated 
separately and, where treatment facilities exist, young people are often treated 
dongside older people. However, there have been successful prevention 
programmes, as described in the boxes below. 

Matemal and child health care clinics can provide help to al1 pregnant 
women, but in many countries, if the young mother is unrnarried, she may 
expect an unfriendly reception. The same is mie of family planning services, 
many of which have an implicit (and in some countries explicit) policy of 
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discouraging unmarried girls from using them (192) and rarely deal with 
young men. By contrast, some family planning services have outreach 
programmes providing information about family planning to young people 
within culturally accepted constraints. It is doubtful, however, whether 
providing information without services goes very far towards preventing 
unwanted pregnancies. Services for the detection and treatment of sexually 
transmitted diseases are rarely designed to make it easy for young people to 
use them. Because of the stigma attached to such diseases, most young people 
prefer to use a service where they are not known and prefer also not to be seen 
entering clinics specifically designated for that purpose. A simple change of 
name or more privacy within the clinics could often improve the situation at 
very little cost. 

Youth associations 

A fourth major source of health care for young people is provided by 
organizations or associations designed pnmarily to encourage interest in 
sport, recreation or comrnunity service but which include a health component. 
Youth organizations sometimes require some form of health screening before 
accepting a person for membership, and they often provide information, 
education or training in such health-related subjects as fitness, eating habits, 
persona1 hygiene and sport. Because of the variety of activities commonly 
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available, and because the atmosphere is much more one of participation than 
in school or the health services, it is often easier for a young person to raise 
sensitive subjects. Youth organizations also provide training in leadership and 
conduct campaigns for public health that both promote the social develop- 
ment of their members and provide education and training in public health 
issues. 

Member States and local authorities should cooperate with and assist 
youth groups, nongovernmental and private sector organizations, and 
individuals to promote the health of young people by providing finan- 
cial, material and human resources. They should help to mobilize and 
channel local, national, bilateral and international support to this end. 

~ Technical Discussions, Forty-second World Health Assembly, 1989 
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lntersectoral action 

One of the most important aspects of the health system at al1 levels and in al1 
sectors is its capacity to refer clients successfully and cooperatively across 
boundaries. The first requirement for this is good communication, including 
awareness of the other services' or sectors' structure and responsibilities. 
Whether at national or district level or in primary, secondas. or tertiary care, 
some form of regular interaction between sectors is essential if young people 
are not to be arbitrarily categorized or dealt with in contradictory ways. 

l Governments should strengthen their primary health care strategies at 
local and national levels to allow for intersectoral solutions to the 
problems of youth with their full and effective participation. 

Technical Discussions, Forty-second World Health Assembly, 1989 

Obstacles to the use of health services 

Underutilization of services 

Young people need help for self-referral, since the majority may well escape 
risk identification or screening systems. For a variety of reasons, they often do 
not approach the health services directly when they have health problems. 
They may not realize that they need the help of health workers; they may not 
know that a service is available, where it is, how much it costs, or whether they 
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would be accepted as clients; they may be afraid of seeking help if they think 
that their confidentiality will be violated, that they will have to reveal 
confidential information about other people, that they are likely to be 
reproached or punished, or that other people will become aware that they 
have problems. For young people to seek and obtain help, trust is essential. 
They are likely to make the first approach to anyone they feel they can rely on, 
whether in a forma1 service or not. For this reason, it is of vital importance that 
key groups in the community have a basic understanding of young people's 
health needs, and that health workers are trained to have not only that 
understanding, but also the interpersonal skills needed to work effectively 
with young people. Equally important is the involvement and participation of 
young people themselves in the planning and provision of services. 

"If they are told about it, they will forget: but if they are involved, they 
will take it seriously?' 

(Rosernary Osanya Ornungala, aged 27 years, Kenya). 

Low political priority 

Health services for young people are neglected for several reasons. Many 
health sequelae appear in later life. Programmes aimed at prevention are not as 
dramatic in their results as those aimed at curing disease, and the results take 
time to appear, while govemments, sensitive to public reaction, frequently 
focus on short-term results. Evaluation of the outcome is also technically 
difficult and requires not only a skilled approach, but also a willingness to wait 
a long time before assessing the results. In many countries, adolescent and 
youth health is given low priority because the group is considered to be 
healthy, in spite of the fact that there are health problems specific to young 
people and that it is at this age that the pattern is set for later health-related 
behaviour. 

What is needed for an effective service? 

If appropriate strategies are to be adopted, a number of criteria must be met. 
There is still a lack of reliable information about young people's health status 
and behaviour, and programmes too often fail to make use of the information 
that is available. Training in communication skills and basic knowledge about 
the health needs of young people for those who deal with them are still 
extremely limited. These are areas where workers at al1 levels need help. 
Evaluation of activities rarely goes beyond operational indicators. The in- 
volvement of young people in planning and implementing programmes, 
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which is known to be valuable, is still relatively rare. Social factors-so 
powerful an influence on young people's behaviour-are not generally 
considered along with biomedical services. An intersectoral and interdisciplin- 
ary approach remains the most likely path to successful health promotion. 
While interventions need to be culturally appropriate, it is essential that 
national and community leaders should be willing to examine their assump- 
tions in the light of reliable information. 

A positive approach generally works better than a negative one, and 
campaigns to promote healthy behaviour in young people should adopt this 
principle. Most important of all, young people leam by example. Those who 
promote health in any capacity and in al1 sectors can begin by reflecting on the 
ways in which their own lifest~les might reinforce the messages they are 
giving to young people. 
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"A more immediate environmental influence on adolescent risk behav- 
iour is the peer group; when its norms and expectations encourage risk 
behaviour, and when it provides peer models and peer approval for 
such behaviour, it becomes a powerful-indeed, in much research the 
most powerful-influence on young people to adopt and to engage in 
risk behaviour. Clearly, reducing adolescent risk behaviour will not only 
be difficult but unlikely without interventions that are successful in 
reorientating peer groups in more pro-social and health-enhancing 
directions" 

(Dr Richard Jessor, address to plenary session of Technical Discussions, Forty-second 
World Health Assernbly, 1989) 



An active role for young 
people 

lving young people in primary health care (PHC), as a strategy for 
roving their own health and that of their communities, is gaining 
easing recognition. More than half the world's people are under 

the age of 25 years, and they constitute a formidable potential resource for 
health action. 

There are a number of other powerful reasons why young people should be 
involved in the promotion of health for all: 

Young people have always helped their families and communities. Their 
traditional roles in health and welfare activities represent an appropriate and 
ready-made starting point for youth involvement in health care pro- 
grammes. 
Contributing to the general welfare of their family or community, ex- 
periencing the rewards of helping others, working alongside adults and 
achieving social recognition are essential parts of growing up. Young 
people have much to gain from community work for their own psycho- 
social development. 
Young people are often generous, open and willing. Their enthusiasm and 
pleasure add tremendous impetus to any project in which they are involved. 
Young people are physically. emotionally and intellectually ready to 
respond-in certain ways, more than adults: they have a freshness of 
approach, idealism, creativity and boundless energy. They can contribute to 
health care activities at every level, from identification of needs, through 
implementation to evaluation. Their capacities, which in the past have been 
vastly underestimated, should be recognized and used to the full. 

Young people should be actively involved in the policy-making process 
of government and nongovernmental organizations, especially in mat- 
ters relating to their health, at the local, national and international 
levels. 

Technical Discussions, Forty-second World Health Assembly, 1989 
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Young people helping others 

By virtue of their numbers, young people are not only a tremendous resource 
for health care activities in the community, they are also a potentially 
influential group whose cooperation and good will it is essential to cultivate. It 
goes without saying that they are the leaders of tomorrow but, for a number 
of reasons, including the rapidly increasing size of this segment of the 
population and their improved education, they are already becoming the 
leaders of today. They have a crucial role to play in the achievement of health 
for al1 by the year 2000. 

In some parts of the world, young people's contribution to the health and 
welfare of their communities is already substantial. Many young people 
contribute their labour to the family economic unit at an early age. They may 
work in the fields or in a small family business, or they may take care of 
younger brothers and sisters while their parents work. In this role they have 
considerable responsibility for the health and welfare of children younger than 
themselves, and sometimes for the elderly. Where traditional family structures 
are still intact, young people also help members of the extended family and 
their community in tasks which are undertaken cooperatively, such as 
harvesting or repairing the well. Al1 these contributions are important to the 
life of the community, though care must be taken to ensure that the young are 
not exploited and that they receive the nutrition, rest and recreation necessary 
for healthy development. 

Extending and diversifying these traditional helping roles has been the 
starting point for national and international youth organizations, which have 
involved young people in forma1 health care programmes and projects in 
many countries. The widespread adoption of primary health care al1 over the 
world has expanded the delivery of health-related services in non-institutional 
settings by non-medical personnel, and this has considerably increased the 
scope for youth organizations to promote youth participation in health care. 

In line with the primary health care approach and in accordance with young 
people's own perceptions of health issues (199 ,  activities have not been 
confined to the strictly medical sphere. They take into account social and 
economic factors and the immediate physical environment and address the 
health problems of the community in the widest sense. Through various youth 
organizations, young people have been involved in a wide range of activities, 
including immunization campaigns, sanitation projects, health education and 
research. 

In Burkina Faso, Guides and Scouts are working in health and development 
projects (196). They have planted hundreds of trees in rural areas threatened 
with deforestation. In one village, they have made bricks to help old people 
repair their homes; in another, they have given their labour to erect a primary 
health post and a clinic, and built a dam to provide safe water. 
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In Kenya in 1988, young members of the Red Cross helped to rid a Nairobi 
slum of a health hazard presented by mounds of rotting garbage. The rubbish 
dump was filled to capacity, people's bins were overflowing and yet govem- 
ment advice to dig disposa1 pits and bum rubbish was being ignored. When 
the rains came, the stinking refuse became a breeding ground for mosquitos, 
and govemment officiais, overwhelmed by the problem, appealed for help. 
The Red Cross answered the appeal and declared a one-week garbage 
collection campaign to clean up the city. A brigade of over 450 young 
members from five schools donned Red Cross aprons and went to work with 
shovels, grass scythes and wheelbarrows. They emptied bins into cruising 
garbage trucks, scythed down overgrown grass and cleared choked drains so 
that water began to flow again. 

For several years now, members of the Egyptian Federation of Boy Scouts 
and Girl Guides have been bringing health education and supplementary 
services to villages in seven govemorates (197). Small groups of trained Scouts 
and Guides, some from medical schools, establish themselves in "health 
caravans" in existing community and youth centres for several weeks. They 
visit people's homes, enquiring about the health needs of the children, 
identifying those who have somehow been missed by the national immuniz- 
ation teams and referring them to centres where basic care can be provided. 

Youth drama clubs in Nairobi have been performing plays to an audience of 
parents, teachers and policy-makers to educate them about adolescent repro- 
ductive health needs. This project, undertaken by the Department of Sociol- 
ogy at the University of Nairobi with WHO support, builds on the wealth and 
potential of drama in traditional Kenyan culture for imparting knowledge to 
local people. As well as serving basic research, this project aims to increase the 
acceptability of family planning among adolescents in order to reduce high 
fertility rates in this group (see page 96). 

In a slum area on the outskirts of Bombay, 10 and 11-year-old children are 
being trained as health visitors. In this remarkable "Child to Child scheme 
(198), children are given two-hour lessons in primary health care each week 
and are then responsible for visiting five or six families in their area on a 
regular basis. They monitor the growth of babies and check for anaemia, - 

malnutrition and scabies. They supply oral rehydration salts for cases of 
diarrhoea, educate the families about a more nutritious diet and refer patients 
to the local health centre where appropriate. Twenty per cent of al1 referrals to 
the centre come from Child to Child workers, and the immunization take-up 
rate among local children has risen from 20% to 90%. This seems to be an 
extremely effective way of getting health education across to the comrnunity, 
and it is likely to be applicable in many other large cities where primary health 
care is still lacking and conventional schemes have proved inadequate. 

Within the forma1 health sector, primary health care in many countries now 
specifies a role for young people. Young people's contribution to family life 
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has been adopted as a part of basic matemal and child health (MCH) strategies 
in many countries, its starting-point being the traditional role of the older 
sibling in the upbringing and care of smaller children (199). Knowledge and 
techniques acquired in the classroom are used in the improvement of family 
nutrition, animal husbandry and sanitation. Some parents who have not been 
to school themselves are particularly receptive to new ideas brought home 
from the classroom. Young people are often indispensable to the functioning 
of community-based PHC as health aides and handpump caretakers, and they 
provide valuable labour for the construction of latrines and protected water 
sources. They have carried out local surveys to identify children with special 
problems and those who have not been fully immunized, and to investigate 
the health and social concems of their peers. 

Young people helping each other 

Although not generally part of their traditional role, young people helping 
other young people is rapidly becoming the strategy of choice in health 
promotion and in particular in primary prevention of the most comrnon health 
problems among the young such as substance abuse, risk-taking behaviour and 
problems related to unprotected sexual activity. It has been amply demon- 
strated that young people are often far more receptive to information 
communicated to them by peers than by adult authority figures and are more 
likely to be influenced to modify the behaviour that leads to health problems. 
Rather than being targeted as perpetrators or victims of problems, young 
people can advocate and exemplify healthy behaviour to their peers, and 
indeed to the adults around them, in a most constructive and powerful way. 

"Young people are most receptive to information from their peers. 
Often the reaction to otder people giving advice is: 'Oh they're old; of 
course they don't understand how things are today'." 

(Vincent Komgoen, Cameroon) 

The Young Women's Christian Associations (YWCA) of Trinidad and 
Tobago and of Guyana have developed a project to involve young women in 
family life education. As well as inforrning young people about the negative 
consequences of sexual activity, the project offers support to teenage mothers 
and counselling to families where alcoholism, violence and tension exist. 

The YWCA staff carried out the project with girls in different schools. They 
began by encouraging the girls to describe their own problems and discuss 
them openly, and then undertook a more structured course of sessions in 
which participants could bring problems before professional speakers and 
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counsellors. Key problems identified included: not receiving straightforward 
and accurate information about sex from parents; the process of persona1 
ph~sical and psychological change; and malnutrition arnong a high proportion 
of young people. 

A live theatre group has been established in New Zealand which travels 
around schools teaching road safety through the medium of pop music, 
modem dance and film. After watching the hour-long show, sch~o l  pupils 
study resource kits covering various aspects of road safety, such as what to do 
at the scene of an accident, what happens to a victim in hospital, the effect on 
the body of an impact, and the economic cost of accidents. Many schools have 
been stimulated by the show to set up their own "Students Against Drunk 
Drivers" groups. It cost the organizers NZ$i million to take the roadshow to 
schools throughout New Zealand. But subsequent research has shown that 
there has been a saving of some NZ$8.8 million in hospital costs as a direct 
result of improved road safety awareness. 

The lafio Tarun Sangha (national youth organization) of Bangladesh, an 
affiliate of the World Assembly of Youth, has been running a primary health 
care programme in about 1000 village and urban communities al1 over the 
country (200). The activities are run by young volunteers, some of whom are 
qualified doctors and teachers, and they focus primarily on health education. 
The target population is young people in and out of school, and subjects 
include hygiene and sanitation, good eating habits, family planning and anti- 
smoking and anti-alcohol campaigns. The volunteers provide family planning 
and health services in some areas and organize sporting and cultural activities. 
With WHO support, Jafio Tarun Sangha is starting to address the problem of 
early marriage and high matemal mortality . Youth volunteers are developing 
a safe motherhood education campaign particularly geared to adolescent 
motherhood, which they will be testing out in three districts where the 
problem is acute. 

With WHO support, the Egyptian Girl Guide and Boy Scout "health 
caravans" mentioned above (197) have recently introduced activities targeted 
at young people themselves. Posters have been made and distributed on the 
dangers of dmg and alcohol use and sports competitions have been organized 
between teams of smokers and nonsmokers. Surveys will be undertaken to 
enquire about the needs of other young people for information about sexual 
development and family planning, and accident prevention strategies are 
being developed. 

Young people have been involved in educating other young people on the 
prevention of alcohol abuse. The WHO Collaborative Study on Alcohol 
Education and Young People, carried out in 25 schools in Australia, Chile, 
Norway and Swaziland (191), showed that students in educational pro- 
grammes provided by their peers reported significantly less use of alcohol than 
students in programmes led by teachers. Peer leaders are credible role models 
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and disseminators of information and they speak the same language as their 
peers. Peer leadership appears to be a most promising approach to prevention 
of substance abuse across a variety of settings, economies and cultures. 

An important development is the involvement of young people in baseline 
research, particularly in regard to patterns of behaviour and relationships. 
WHO has developed a method called the Narrative Research Approach for 
this purpose, which has been used in partnership with the World Assembly of 
Youth in Kenya, Malawi, Uganda, United Republic of Tanzania, Zambia and 
Zimbabwe, and with the World Organization of the Scout Movement in 
Benin, Burkina Faso, Côte d'Ivoire, Senegal and Togo (201). With this method, 
youth leaders use role play in a workshop to develop a story that represents 
what they believe to be the most typical patterns of sexual behaviour and 
relationships for young people in their communities. This is converted into a 
questionnaire, taken into the field for other young people to verify, and 
reviewed at a second workshop, when the findings are anal~sed. This method 
is proving a powerful new tool, as it draws directly on the experience of 
young people themselves and deeply engages their interest. It holds promise 
for follow-up action based on this more realistic method of understanding 
predominant patterns of behaviour (see page 88). 

Guidelines for the participation of young people 

For the effective participation of young people in the provision of health care 
it is recommended that: 

Two-way channels of communication should be set up to permit full access 
by young people to relevant information and give them the opportunity to 
contribute their own ideas. 
Young people should have a Say in decisions about objectives, policies, the 
nature of activities and the allocation of resources in governmental and 
nongovernmental organizations at the local, national and international 
levels in al1 matters relating to their health. 
Young people should be involved in the planning, design and implementa- 
tion of al1 research undertaken in the field of health, including studies to 
identify young people's awareness, knowledge, attitudes and behaviour 
related to health. 
Govemments should support the involvement of young people in the 
promotion and protection of their own health, particularly in such areas as 
family life, sex education and the avoidance of risk-taking behaviour. 
Governments should recognize that the health of youth is fundamental to 
overall development and that the participation of young people is a 
valuable resource for the promotion and protection of health. 
WHO and its Member States should support youth organizations in their 
efforts to promote health for all. 
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To achieve these goals, the professional workers who are inviting the 
young people to join them in their activities should be sensitive to their 
feelings and views and careful not to underestimate their potential. If young 
people are trusted, they will become more responsible, to everyone's benefit. 



WHO approaches to 
adolescent health 

he World Health Organization has taken an active interest in the 
health of young people for many years, particularly in relation to 
their reproductive health with the support of the United Nations 

Population Fund. The subject has been regularly reviewed at the annual World 
Health Assembly, which, in recent years, has passed a series of resolutions 
relating to young people and health education, health in the workplace, 
sexually transmitted diseases, alcohol consumption, drug abuse and depend- 
ence on narcotics, tobacco use, the need to achieve social as well as biological 
maturity before parenthood, and the need to provide resources to assess the 
health situation and needs of youth, to strengthen awareness of such needs, to 
develop culturally acceptable programmes, to provide training across al1 
sectors, to involve young people as a resource both for their own health and 
that of their communities, and to work closely with nongovernmental 
organizations as well as international govemmental agencies to achieve these 
goals.= Special attention has also been paid to young people in the promotion 
of mental health, nutrition, and oral health and in the prevention of AIDS and 
accidental and intentional injury. 

In anticipation of the United Nations International Youth Year in 1985, 
WHO convened a Study Group on Young People and Health For Al1 by the 
Year 2000 which concluded in its report, Young people's health-a challenge for 
society (4, that sociee's task was to empower young people to contribute 
actively to their own health and also to that of their communities as a whole, 
particularly through primary health care. 

In 1987, "The Health of Youth was chosen as the subject for the Technical 
Discussions at the 1989 World Health Assembly, and the decision taken to 
establish an Adolescent Health Programme in 1990. The Member States of 
WHO had recognized the importance of meeting the health needs of young 
people, the consequences for present and future generations of neglecting 
those needs, and the important role that young people themselves have to 
play in health for all. In line with the commitrnent of WHO'S Adolescent 

" World Health Assembly resolutions WHA 27.28, WHA 29.57, WHA 31.57, WHA 32.40, WHA 33.27, WHA 38.22. 
WHA 29.55. WHA 31.56, WHA 33.35, WHA 38.22 and WHA 42.41. 
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Health Programme to involve young people in health promotion activities at 
al1 levels, thirty young people participated in the Technical Discussions. They 
served as CO-moderators during working groups and, at the opening plenary 
session, two of the four principal speakers were young people. 

In connection with the Technical Discussions, a number of activities took 
place, including: the establishment of a database on major health issues, 
including nutrition, oral health, use of tobacco, alcohol and drugs, accidents 
and injuries, sexual and reproductive health, sexually transmitted diseases and 
AIDS; the production of a series of documents including fact sheets on the 
topics mentioned above; and workshops bringing together young people and 
health professionals from 43 countries, to compare perceptions of health needs 
and share ideas for action. 

The overall strategy for adolescent health places priority on the promotion 
of health and development and the prevention of health problems as the most 
humane and cost-effective policies for the future, while recognizing that, for 
those already harmed, health care and rehabilitation are essential. To achieve 
these goals, al1 key groups in society who influence adolescent health care and 
behaviour, including young people themselves, are required to be active 
partners in the development and implementation of policies and programmes. 
Particular emphasis is placed on behaviour, since patterns laid down in 
adolescence are likely to endure for life. 

In any given society, the key groups are likely to include policy-makers, 
programme managers and administrators, community leaders, adult family 
members and, crucially, young people themselves. A multisectoral approach is 
essential, seeking the active collaboration of health workers and those working 
in the sectors of youth, education, social welfare, religious affairs, sport, culture 
and criminal justice, among others. 

The need to achieve such a multisectoral, interdisciplinary and multiagency 
approach to the relatively neglected subject of adolescent health, and make it 
effective in al1 cultures, has stimulated the development and adaptation of a 
number of methodologies (202). They are participatory and qualitative in 
nature, using the Socratic principle of eliciting knowledge and action from the 
resources which people already have within themselves, while at the sarne 
time providing systematic frameworks that can be used in any setting. They 
are directed to planning action, setting priorities, behavioural and attitudinal 
research, training in interpersonal skills, evaluation of work with young 
people, and advocacy for policy and programmes using the research tech- 
niques outlined below: 

The grid approach for planning and prioritizing action. 
The narrative research technique-a method for the study of patterns of 
behaviour by young people. 
Counselling skills training to strengthen interpersonal communication for 
behaviour change. 
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The gatekeeper design-a technique of posing selected questions to key 
people to facilitate policy change. 
User system interaction-an evaluation of services combining the percep- 
tions of young clients with those of service providers. 
The use of drama as a research tool by young people to examine the views 
of key groups through the medium of live performance. 
Underlying these procedures is the key principle of encouraging people to 

explore their own knowledge, attitudes and perceptions as a stimulus to 
action. Most of these methods were initially developed or adapted to explore 
issues of adolescent sexuality and reproductive health, but their use has 
expanded to other health topics, since the principles involved are the same. 
They have been used extensively in al1 regions, and usually with participants 
from different sectors and disciplines, including youth leaders. In the following 
pages, these six procedures are described briefly for those working with and 
for young people. More detailed technical descriptions are available upon 
request from Adolescent Health, World Health Organization, 1211 Geneva 
27, Switzerland. 

The grid approach for planning action 

The grid approach (203) is a procedure designed for a one-week workshop for 
20-30 participants, drawn from a wide range of disciplines. It has been used 
successfully with a mix of cultures at regional level, often followed by national 
workshops. Its main purpose is to enable participants to set priorities and plan 
action. The basic grid consists of ten horizontal rows of different stages or 
events in adolescence and six vertical columns for the different perspectives 
from which they may be examined, giving a total of sixty cells (Fig. 19). The 
grid is used three times: (1) to identify the health problems of young people; 
(2) to examine the existing responses to their needs; and (3) to identify action 
necessary to reduce the gaps between needs and current responses (Fig. 20). 
The number of rows can be varied to suit local needs. 

Grid 1: Problems 

Following a review of the overall objectives of the workshop and brief 
background statements by each of the participants, the method is explained 
and working groups are formed of 8-10 people from different disciplines. Each 
group chooses its own moderator and rapporteur. For Grid 1, "Problems", the 
groups are given the following questions as a basis for their discussions. 

For which adolescents is this a problem? 
What is the extent of the problem in the community? 
How serious is the problem for those affected? 
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Fig. 19. Basic grid format 

Areas of concern 

a. Psychological b. Social c. Medical d. Educational e. Economic f. Legal 

Short-term stages/events 

1 1 Sexuai maturation 

2. Marriagelconsensual union 

3. Sexual intercourse 

4. Contraception 

5. Pregnancy 

6. lnduced abortion 

7. Spontaneous 
abortionlstillbirth 

8. Live childbirth 

9. Adoption 

10. Child-rearing 
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Fig. 20. Using the grid approach to identify health needs and 
service responses 

GRlD 1: PROBLEMS 
a b c d e f  

1 
2b = no needs identified, but problem 

2 
3 3f = needs identified 

4 
5 
6 
7 
8 
9 

1 O 

3f = no services 

2b = baseline study to identify needs 
and permit future measurement of 
change 

5d = evaluation study to examine 
effectiveness of services to meet 
needs and recommend modifications 

3f = introduction of service with 
monitoring to evaluate effectiveness, 6 
and modify as needed 

1 For each grid: 1-10 = stageslevents; 
a - f = areas of concern 
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1s the problem increasing or decreasing in prevalence? 
Is there sufficient information available to answer these questions? 

Grid 2: Responses 

Following plenary presentations by each working group, participants retum to 
complete Gnd 2, "Responses", in which, for each problem in Grid 1, they 
identify and evaluate the existing interventions in their communities. The 
"response" includes any activity designed to prevent or reduce the problem, 
such as information, education, counselling, clinical services or media cam- 
paigns. They are asked to bear in mind the following questions: 

To what extent does the response reach the target group? 
How effective is it for those it does reach? 
What are its principal strengths and weaknesses? 
1s there sufficient information available to answer these questions? 

Grid 3: Action 

Once again the findings are discussed in a plenary session, after which the 
participants retum to their working groups to complete Grid 3, "Action". 
Participants are encouraged to give free rein to their imaginations in this 
session in order to generate altemative courses of action which might serve to 
close the gap between Grids 1 and 2. They can generally be categorized as 
below : 

Research, if there is insufficient information about a problem. 
Training for service providers if lack of skills is a weakness in a current 
response. 
Evaluation of a particular response if its adequacy is unknown. 
New and often innovative interventions if no response currently exists. 
Participants are then asked (in country groups, if it is an intercountry 

workshop) to select one of the proposals for further development using the 
following questions: 

What is the likely cost of each project in terms of funds, human resources 
and any political sensitivities that might have to be overcome? 
What specific outcome is expected if the project is implemented? 
What value would this outcome have? 
What is the likelihood of success if the project is implemented? 
Once one proposa1 has been selected, participants are provided with a 

framework for the development of specific plans of action. 
Evaluation over the years by participants from more than 65 countries in 

which this method has been used suggest that its benefits derive from three - 
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main characteristics: (1) its participatory nature, which ensures cultural re- 
levance and sensitivity; (2) its holistic, intersectoral design, which encourages 
cooperation and mutual respect between disciplines; and (3) the systematic 
sequence it follows from needs through current services to action. 

The narrative research method 

The narrative research method (201) grew out of a need expressed by those 
responsible for programmes for young people that more conventional epi- 
demiological research, which tends to focus on quantitative measures of single 
events, should be supplemented by qualitative information which would 
realistically describe patterns of adolescent behaviour. It comprises three 
phases which are outlined below. 

The initial workshop 

Some 20-25 male and female youth leaders, between the ages of about 18 and 
25, are brought together to identify key events typically experienced by 
young people in their communities between puberty and childbearing or 
marnage. They make a list of events that touch most young lives, either 
directly or indirectly. For example, if the key theme is sexuality, significant 
events experienced by teenagers might be: (1) the first encounter between 
two young people that leads to a more serious relationship; (2) the first 
confrontation with parents about "dating"; and (3) the first sexual experience. 
They then choose the ages and names of two characters who will appear in 
their story, and set the stage for the first encounter. Two volunteers then 
"role-play" (enact) that scene, and participants offer their opinions as to 
whether the role-playing produced a typical situation. They may suggest 
alternative ways the scene might have developed, and discuss the motives and 
intentions the characters might be expected to have. They then decide on 
what is most likely to happen next and role-play that event. 

In this manner, during the course of a week, a story is developed which may 
cover several years in the lives of the adolescent characters created. During the 
workshop, this story is converted into a questionnaire that reflects each role- 
play and the various ways in which the story might develop. Some additional 
questions are added to the questionnaire about the respondents' own know- 
ledge and experience and their knowledge of other young people's experi- 
ences. The purpose of the questionnaire is to elicit information from young 
people that will allow the researchers to build up a picture of adolescent 
behaviour, incorporating qualitative detail that tends to be missing from 
conventional epidemiological surveys. The participants then identify the 
sample they hope to reach and the sampling procedures. 
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Data collection 

The youth organizations, after testing the questionnaire on small groups of 
young people, take it into the field, usually aiming at young people of both 
sexes aged between 10 and 25, in both rural and urban areas, if that is feasible. 
The questionnaire is usually self-administered in groups, but it can also be used 
with semiliterate populations by reading the story aloud, but asking the 
respondent to pencil in his/her responses. The testing is followed by a group 
discussion, in which the rapporteurs are asked to note which subjects arouse 
the most interest or controversy and which ones produce the most requests 
for information. 

Data analysis 

A second workshop is held with the same participants, who present charts 
showing the most common choices made at each stage in the story by their 
respondents. Differences between groups are identified item by item and the 
reasons for those differences sought in each subgroup-first male and female, 
then males and females living in urban and rural areas, respectively, and finally, 
for each of the last four groups, a breakdown into three age groups-10-18, 
15-19 and 20-24. The youth leaders then examine the supplementary 
questions in the same way, and discuss the meaning of their findings as a basis 
for programme and project development. A framework is provided for the 
final report which they then prepare, based on the primary data analysis they 
have just carried out. This report may be supplemented by a secondary 
statistical analysis of the data, showing relationships between the storyline 
and the supplementary questions. 

This method has been used successfully in eleven African countries in 
partnerships between WHO, the World Assembly of Youth and the World 
Organization of the Scout Movement, and it has aroused great enthusiasm 
arnong both those who create the questionnaire and the respondents in the 
field. If promises to be a significant stimulus, not only for providing more 
realistic information about young people, but as a way of strengthening action 
by and for the young. 

Questionnaires developed in this way by young people provide realistic 
insights into behaviour experienced by adolescents themselves. In one of the 
workshops, for example, the subject of contraception did not enter into the 
story at all, even though it was about an adolescent girl who eventually had an 
unwanted pregnancy, since it was not seen as typical behaviour. The question 
of abortion arose, but not the health services. The most important and 
passionately felt issue was the relationship between the families of the boy and 
the girl. This provides important information for follow-up action. The 
findings of such a study-which consists primarily of the story of two young - 
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people and their families-can be role-played live (or on videotape) in front of 
key audiences of influential people, such as policy-makers, parents, teachers, 
community leaders and religious figures, in order to increase the study's 
impact. 

Counselling skills training in adolescent sexuality 
and reproductive health 

Human interaction is an intrinsic and extremely important component of any 
profession. Yet forma1 instruction in effective communication with other 
people is rarely included in the training of those who may provide services to 
the young. Young people tend to underutilizé existing services or come for 
help dangerously late, often because they expect a lack of understanding, an 
unwillingness to listen and, sometimes, a negative attitude, especially if sexual 
behaviour is involved. When young people need help, counselling services can 
be of great value; however, those providing the service must be trained in 
communication skills which enhance the adolescent's ability to make decisions 
and choices. For these reasons, a workshop model was developed (204) to 
strengthen interpersonal communication (particularly listening skills) for 
behaviour change and to desensitize the participants to the subject of 
adolescent sexuality. The model focuses on counselling as a technique to help 
adolescents mature by strengthening their own self-understanding and powers 
of decision-making, rather than simply providing advice. It has been used in al1 
regions, but especially in developing countries, where such a non-directive 
approach is uncommon. Training has been provided for a variety of key 
people who influence adolescent health, including youth leaders, policy- 
makers, health and social welfare workers and educators. 

The workshop 

Following an opening ceremony and self-introductions, the objectives of the 
workshop are discussed with the participants. These may include not only 
participant training, but help with the development of a training programme. 
This discussion is followed by an overview of the WHO approach to sexual 
and reproductive health in adolescence, an exposition of some key principles 
of the psychodynamics of counselling, and a review of the model to be used 
for training in communication skills for the application of these principles. 

Participants are then asked to role-play a "pre-training" interview with an- 
other participant and an observer. Whenever possible, this is recorded on 
cassette, to be compared with the "post-training" interview they will conduct 
at the end of the workshop. 
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Segment A. On successive momings, a presentation of about 45 minutes is 
made of generally valid facts about different aspects of sexuality and hurnan 
reproduction, including: (1) sexual maturation; (2) sexual behaviour; (3) con- 
sequences of unprotected sexuality, including sexually transmitted diseases 
and HIV infection leading to AIDS, unwanted pregnancy and induced 
abortion; (4) prevention of pregnancy; and (5) prevention of sexually trans- 
mitted diseases and AIDS. These subjects are then discussed by the partici- 
pants in order to identify the ways in which problems of interaction and 
communication arise with young people in the participants' communities. 
Emphasis is placed on the adolescent's perspective and the prevailing social 
norms. The effects of social attitudes and taboos are discussed, as are questions 
such as: "What do people mean by normal behaviour?" and "How does an 
unrnamed adolescent feel when she has to approach someone for help with a 
pregnancy?" They then role-play some of the situations they have identified. 
In this session, it is the participants themselves who choose situations of 
relevance for them, which they will use repeatedly throughout the workshop. 

Segment B. During the second part of each moming, one major aspect of 
the psychodynamics of counselling, or of service issues related to it, is 
presented. These topics include: (1) the psychodynamics of counselling for 
behaviour change; (2) the initial interview; (3) service delivery consi- 
derations; (4) counsellor selection; (5) counsellor training; (6) issues in CO- 
counselling (counselling sessions in which two people counsel each other 
altemately for fixed periods); (7) counselling adolescents with their families; 
(8) counselling couples; (9) issues in group counselling; and (10) difficult 
moments in counseiiing. 

Each topic is presented for discussion of its relevance and interpretation 
within the participants' cultures. The discussion of psychodynamic issues 
emphasizes certain principles, including the distinction between involuntary 
feelings and voluntary behaviour, the need to help young people move from 
extemal to intemal control, and the importance of accepting the adolescent 
even if aspects of his or her behaviour are problematic. Service considerations 
focus on such issues as how, on their retum home, participants may maintain 
principles of confidentiality and privacy for adolescents, ensuring that coun- 
sellors are chosen for appropriate characteristics, and training. Difficult 
moments in counselling are situations selected by the participants as being 
difficult for them, such as silence, tears, suicide threats, an uncooperative client, 
the counsellor being embarrassed by the subject matter or making a mistake, 
the counsellor knowing the client socially. These are role-played throughout 
the workshop with a facilitator modelling the counsellor, while the participants 
role-play the clients. 

Segment C. The third part of the day is devoted to the "microskills" of 
communication (205). It is based on the principle that the best way to leam a 
complex activity is to break it down into its component parts. Specific skills of 
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interpersonal communication are presented and "modelled by the facilitators, 
and discussed by the group. Participants then divide into groups of three, in 
which they role-play counsellor, client and observer. The counsellor's main 
task is to practise the skills leamed that day, the client's to present one of the 
problems that the group considers relevant to their societies, and the 
observer's to focus on the use of skills by the counsellor. After feedback within 
the groups, they retum to the plenary session for an overall review. Whenever 
possible, some of these interviews are videotaped and played back for 
discussion purposes when the participants reconvene. 

The specific skills presented on successive days are designed to enhance the 
client's active role in the counselling situation. Thus emphasis is placed on less 
intrusive skills on the part of the counsellor, such as appropriate body 
language to indicate interest, and on the use of open rather than closed 
questions to maximize the choice of response by the client. The skills include: 

Listening skills: (1) body language-eye contact, distance between client 
and counsellor, body angle, vocal qualities, gestures; (2 )  encouragers; 
(3) the art of asking questions; (4) reflections of fact; (5) reflections of 
feeling; and (6) summarizing. 
Expressive skills including: (1) logical consequences; (2 )  information; and 
(3)  how to give directions. 
Thus, each day, the participants examine and role-play problematic situ- 

ations involving interaction and communication with young people in their 
own societies, discuss how the psychodynamic principles of behaviour change 
through counselling can best be applied in their local settings, and practise the 
skills of communication in the situations which they themselves have identi- 
fied as k i n g  of relevance to them. The closing sessions of the workshop 
include the post-training interview, an evaluation of the workshop by the 
participants, and a discussion of the follow-up action planned and the 
resources required. 

Application of the model 

Experience suggests that the workshops run best when there are two or three 
facilitators and no more than 20 participants. The workshop does not provide 
sufficient training for counsellors by itself, but it does seem to drive home the 
principles involved and paves the way for a strengthening of services. 
Facilitators who do not come from the same sociocultural group as the 
participants will need to overcome three major hurdles: 
I. Values: the facilitators' values may be different in some respects from those 

of the participants. It is essential that this be acknowledged from the start 
and that participants be encouraged to point out such differences when- 
ever they threaten to intrude. 
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2. Language diferences: while it is essential that the participants understand 
the language used by the facilitators, they may be more comfortable role- 
playing in their own language. Generally, it is possible to mix languages 
judiciously in the practice sessions. 

3. Culturcrl diferences: when the facilitators are modelling, it is best if they do 
so according to their own culture and do not try to imitate others. 

The counselling workshop, like the other approaches described, has been 
used successfully with different cultures and disciplines. The first workshop, in 
fact, took place in a mosque despite the fact that it dealt with the sensitive 
subject of adolescent sexuality, with participants from seven countries and five 
different religious groups. Again, the key factor in the success of this approach 
is its participatory nature, which ensures that the participants' perspectives are 
used to dictate the content as far as possible. 

The gatekeeper design 

Policy-makers and planners do not always ask the views of people in the front 
line when making decisions about services. Yet because of their day-to-day 
work in the field, such people-physicians, nurses, midwives, youth leaders, 
social workers, teachers, etc.-are a rich source of information on which to 
base policy. They are also the ones who will be responsible for putting the 
policy into practice, and it is vital to get their support if a new or reformed 
service is to be effective. 

The people in each of these groups are "gatekeepers", who can help or 
hinder the implementation of a policy. It is the purpose of the gatekeeper 
design to influence opinion by gathering information from each group, 
beginning with policy-makers, in order to determine: (1) how they perceive a 
problem; (2) how they would recomrnend that it should be handled; (3) what 
information they need; (4) how they react to suggested plans or reforms; and 
(5) who they think should be interviewed next. The information obtained 
from each group is then fed back to al1 the groups to facilitate communication. 
This procedure stimulates interest in the issue, and strengthens the impact of 
research by providing an important channel for feedback: 

The gatekeeper design can make use of the Delphi technique, developed in 
the 1960s, for soliciting informed judgements on what will happen, and when, 
in a given situation, by using two rounds of questions. By a process of 
questioning, feedback of responses, and repeated questioning, the consensus 
of opinion arnong key people is gradually elicited. 

The procedure used for matters related to adolescent health is as follows. 
A small group of people with expertise in the subject to be studied are 

invited to identify major issues, trends and key questions associated with the 
topic. This information is used to create a series of structured questions for use 
with (1) policy-makers and key decision-makers; (2) middle-level planners - 
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and administrators; and (3) health workers or other service providers who 
execute the policies. 

The questions are designed to elicit specific information, including: an 
assessment of the health problem; the extent to which a need for change is 
perceived; possible sources of resistance to proposed changes; the resources, in 
terms of staff and funds, necessary to make such changes; the gain anticipated 
if the change is made; any benefits to their own group that might result; and 
the person the interviewer should see next. 

The questions are then put to policy-makers in the form of an interview, 
with a guarantee of anonymity, and as an anonymous questionnaire to a 
representative sample from the larger groups. The results of the first round of 
questions are fed back to the respondents, some of whom are then asked to 
iake part in a second round. The respondents with the most valuable first-hand 
experience of the issue are interviewed personally again, while others are sent 
a questionnaire designed to elicit their views in the light of revelations from 
the previous round of questioning. Besides allowing people to reconsider their 
views, the second round of questioning also allows the investigators to follow 
intriguing new lines of inquiry suggested by the first. 

The data from the second round are then analysed and the results of both 
rounds of questioning are communicated to the initial panel of experts as well 
as to al1 those participating in the study. This provides an opportunity for 
better communication, for the findings to be used to effect changes, and for 
their wider dissemination. 

Through this process of anonyrnous questioning and feedback, issues can be 
explored that are too sensitive or controversial for an open sharing of views. 
In one country, the technique was used to leam more about the abortion issue. 
Physicians, among other groups, were asked about their views on the very 
restrictive abortion legislation in force at the time. While some 90% of the 
doctors indicated that they felt the abortion law should be liberalized because 
of the damage being done to young women, an equal percentage thought that 
their colleagues would disagree with them. When those views became known, 
the discussion opened up and the policy of the medical association changed to 
conform better to the members' opinions. 

Userlsystem interaction 

This is a method by which young people's perceptions are combined with 
those of the service providers to obtain a realistic evaluation. Health services 
frequently operate at less than their best because they are unware of the 
misgivings and dissatisfaction experienced by their clients. This is especially 
true of young clients, who are rarely asked for their opinion. Many problems 
that are of considerable importance to the young may be inexpensive and easy 
to correct once they are recognized. 
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User/system interaction is a method of uncovering these problems by 
soliciting subjective information about a service from those who use it and 
those who run it, as well as looking at the service objectively. While many 
people evaluating health services are aware of the need to identify problems 
experienced by both staff and clients, the views of the two groups are often 
treated separately. This method allows the perspectives of both sides to be 
examined in relation to one another. 

The stages of this procedure are: 
1. An interview with the managers of the service to identify the major 

problems the service faces and the problems the managers believe will be 
revealed by interviews with clients and staff. 
Development of a structured interview to determine the psychosocial 
costs of the service, with the help of the service staff and young advisers, 
covering such issues as: 

the relative ease of obtaining the service, including the adequacy of 
information about it, and possible social constraints, 
accessibility of the service, 
time needed to reach the clinic, and activities sacrificed in arder to 
attend, 
waiting conditions and waiting times, 
time involved in being served, 
attitudes of staff, 
monetary costs, 
problems associated with privacy, embarrassment, fear or confidenti- 
ality. 

The service staff help to identify a representative sample of their clients, 
and interviewing is generally conducted over a period of 1-3 months. 

3. Development of a similar structured interview for use with the providers 
of the service. This interview examines the operation of the service and 
the staff's relationship with clients, and is designed to reveal not what the 
staff consider to be problems, but rather what they believe their young 
clients feel about the service. This is important information for two 
reasons: it gives a second subjective view of the phenomena being studied 
and, when compared with what the clients have said, it shows how well 
attuned clinic staff are to the needs of their clients. 

4. Besides the subjective information gathered from clients and staff, an 
objective assessment is made of aspects of the service that affect the client, 
including: 

types of transport available in the vicinity and costs involved in 
reaching the clinic, 
waiting-room conditions, 
the number and type of staff seen by each client, 
number and frequency of visits necessary to obtain the service, 
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type of information provided by the service, 
times at which the service is available. 

5. The information gathered from the three lines of inquiry is analysed and 
fed back as a whole to the service staff, so that it is anonymous and 
therefore non-threatening. 

The findings usually give rise to a series of recommendations for change. 
Some of these may be as simple as altering the layout in the waiting area so 
that young people feel less "exposed; making the sign above a clinic for 
sexually transmitted diseases more 'discreet; providing a special hour just for 
young people; or reducing the number of staff a young person needs to see 
before getting help. 

Drama as a research tool 

In Kenya drama developed by young people has been used as a research 
technique for identifying the opinions of key groups. While live performance 
is a traditional way of influencing opinion and advocating change, it can also 
serve as a way of increasing knowledge about what people actually believe. 
The method is described below. 
1. A group of young people develop a storyline which they consider typical 

of adolescents in their community. They can do this in a forma1 way, as in 
the narrative research approach described on page 88, or more casually 
through general discussion. Each scene should end at a point when one of 
the characters needs to make a decision. Once the main storyline has been 
developed, the scenes are enacted until, through trial and error, the young 
people are satisfied that they reflect the choices faced by young people and 
key adults in their communities, including their families, teachers and 
doctors. 

2. Questions are developed to determine the views of the audience on the 
main theme, which are solicited before and after the performance. Addi- 
tional questions are prepared for the choices to be made at the end of each 
scene. A venue, such as a school auditorium, is found for the performance. 
The audience (or audiences), including the key groups in the community 
listed above, is then invited, and it is made clear that those attending will 
take part in a research study about their views, as well as seeing a 
performance on the key topic by young people. 

3. At the performance, an initial questionnaire is distributed to the audience 
and collected before the performance begins. A similar questionnaire is 
provided at the end of the performance, to be filled in immediately. If it can 
be done easily, the members of the audience are asked for their views 
about the choice at the end of each scene and the decision they believe the 
character in question should make. 

4. At the end of the performance (or at a later date) a discussion is held with 
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the audience on the main questions posed in the play. If one of the aims is 
to measure the impact of the play, "control" groups may be given the 
initial and final questionnaires without having seen the play. 

This technique embodies a number of pnnciples of value in adolescent 
health promotion: 

It is based on young people's own experience. 
It provides a powerful shared experience to stimulate audience reaction. 
It stimulates dialogue between young people and key figures in their 
communities. 
It uses drarna not only to provide information but also to obtain it. 

Conclusions 

The six methods described in this chapter are just a few of the many ways in 
which the health of young people can be promoted through planning, 
research, training, evaluation, advocacy and direct intervention. They have 
been selected to illustrate WHO approaches and to stimulate interest in 
methods which can be widely applied, but at the sarne time allow for cultural 
specificity and an intersectoral approach which puts at the forefront the 
contributions of young people themselves. 

With the increased interest in young people, much knowledge has been 
acquired about their health needs and about behaviour related to healthy 
development. However, much remains to be done to promote their health and 
develovment. The checklist below provides some directions for future action. 
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