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Foreword
Adolescents are not simply old children or young adults. This deceptively simple
observation lies at the heart of Global Accelerated Action for the Health of Adolescents
(AA-HA!): guidance to support country implementation – which reflects the coming of
age of adolescent health within global public health.
For years, the unique health issues associated with
adolescence have been little understood or, in some
cases, ignored. But that has now changed. Adolescent
health and development was made an integral part of the
Global Strategy for Women’s, Children’s and Adolescents’
Health (2016–2030) (the Global Strategy) because, in
the words of the United Nations Secretary-General,
“[adolescents are] central to everything we want to
achieve, and to the overall success of the 2030 Agenda”.
Why “central”? Because investments in adolescent health
bring a triple dividend of benefits for adolescents now, for
their future adult lives, and for the next generation. Their
health and well-being are engines of change in the drive to
create healthier, more sustainable societies.
In 2014, the WHO report Health for the World’s Adolescents showed that considerable gains from investments in
maternal and child health programmes are at risk of being
lost without corresponding investments in adolescent
health. The latest data show that more than 3000 adolescents die every day from largely preventable causes and
that many key risk factors for future adult disease start or
are consolidated in adolescence. Adolescent mental health
and well-being are often overlooked.
This guidance is a milestone for translating the Global
Strategy into action. It provides a wealth of information to
policy-makers, practitioners, researchers, educators, donors
and civil society organizations – including the most upto-date data on the major disease and injury burdens that
affect adolescents. It supports the implementation of the
Global Strategy by providing the comprehensive information
that countries need to decide what to do for adolescent
health and how to do it. It builds on ongoing efforts to
ensure that adolescents can Survive and Thrive and are
in a position to Transform the societies in which they live.
But the guidance provides much more than facts and
figures. It represents a paradigm shift in how we think
about and plan for adolescent health.
First, the AA-HA! guidance addresses adolescence not
only through the conventional public health lenses of
risk and protective factors but also considers adolescents
to be powerful societal assets whose contributions can
be nurtured and augmented through meaningful
engagement and participation. The level and quality
of inputs to this document from adolescents and young
people, including vulnerable groups, lend considerable
weight to its recommendations.

iv

Second, the guidance takes a radically different approach
to traditional adolescent health programming. In the past,
adolescent health advocates have had to look for entry
points – such as HIV, or sexual and reproductive health –
to access funding to address broader adolescent health
issues. We argue that the triple dividend from investing
in adolescent health is enough rationale for directing
attention and resources to this area in its own right, while
making the case for an “Adolescent Health in All Policies
(AHiAP)” approach. In that respect, the guidance
recommends key actions that are needed in sectors as
diverse as education, social protection, urban planning
and the criminal justice system, in order to respect,
protect and fulfil adolescents’ rights to health.
Third, there is a growing realization that adolescents often
face disproportionate risks in humanitarian and fragile
settings – including poor physical and mental health,
harassment, assault and rape. Adolescent-specific
considerations for programming in humanitarian and
fragile settings have therefore been explicitly included.
Finally, this guidance not only provides information on
what needs to be done – it demonstrates what is already
being done. More than 70 case studies from across the
globe provide concrete examples of how countries have
done what is being promoted.
The partnership that was created while developing this
interagency guidance sets the stage for a new era in global
adolescent health. Coordinated by WHO, the guidance
was developed with the active participation of United
Nations agencies, civil society organizations, academics,
governments, and, most importantly, young people
themselves. This model of engagement puts young people
in the driver’s seat, consistent with the powerful motto
“nothing about us, without us”.
At WHO, we believe that this is just the beginning. We
look forward to this partnership developing and expanding
to support the implementation of the AA-HA! guidance in
countries, to ensure that adolescent health and development remain at the centre of national, regional and global
health agendas.
Flavia Bustreo
Assistant Director-General
Family, Women’s and Children’s Health
World Health Organization
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AA-HA!’s overarching messages

Approach
The AA-HA! guidance provides a systematic approach for
understanding adolescent health needs, prioritizing these
in the country context and planning, monitoring and
evaluating adolescent health programmes.

Prevention
More than 3000 adolescents die every day from largely
preventable causes such as unintentional injuries; violence; sexual
and reproductive health problems, including HIV; communicable
diseases such as acute respiratory infections and diarrhoeal
diseases; noncommunicable diseases, poor nutrition, substance use
and suicide. Even more suffer from ill-health due to these causes.
Although much research is still needed, effective interventions
are available for countries to ACT NOW.

Priority-Setting
The nature, scale and impact of adolescent health needs vary
between countries, between age groups and between sexes.
Governments should prioritize their actions according
to the disease and injury risk factor profiles of their
adolescent population, as well as the cost-effectiveness
of the interventions. Adolescent health needs intensify in
humanitarian and fragile settings.
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Leadership
Strong leadership at the highest level of government should
foster implementation of adolescent-responsive policies and
programmes. To accelerate progress for adolescent health,
countries should consider institutionalizing national adolescent
health programmes. Through the Sustainable Development Goals
and the Global Strategy for Women’s, Children’s and Adolescents’
Health (2016–2030), globally agreed targets related to adolescent
health exist, along with indicators to monitor progress towards
these. Age-and sex-disaggregation of data will be essential.

Yields from investing in adolescent
health span across generations
There is a pressing need for increased investment in adolescent
health programmes, to improve adolescent health and survival in
the short term, for their future health as adults and for the next
generation. This is a matter of urgency to curb the epidemic of
noncommunicable diseases, to sustain and reap the health and social
benefits from the recent impressive gains in child health,
and ultimately to have THRIVING and peaceful societies

Together
WITH adolescents, FOR adolescents
Adolescents have particular health needs related to their rapid
physical, sexual, social and emotional development and to the
specific roles that they play in societies. Treating them as old
children or young adults does not work. National development
policies, programmes and plans should be informed by adolescents’
particular health-related needs and the best way to achieve this is
to develop and implement these programmes with adolescents.
Whole-of-government approach
To achieve the Sustainable Development Goal targets, the health
and other sectors need to normalize attention to adolescents’
needs in all aspects of their work. An “Adolescent Health in
All Policies (AHiAP)” approach should be practised in policy
formulation, implementation, monitoring and evaluation.
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1. A call for accelerated action
for the health of adolescents
Today, there is an unprecedented opportunity
to improve adolescent health and to respond
more effectively to adolescents’ needs. The
Global Strategy for Women’s, Children’s and
Adolescents’ Health (2016–2030) identifies
adolescents as being central to achieving the
Sustainable Development Goals (SDGs) (1).
Building on the momentum created by the SDGs and the Global Strategy,
the AA-HA! guidance provides technical guidance to policy-makers and programme
managers as they respond to the health needs of adolescents in their countries.
Led by WHO, this guidance document was developed in consultation with adolescents and young people, Member States, United Nations agencies and civil society
organizations and other partners and is endorsed by the Every Woman Every Child
(EWEC) initiative, the Partnership for Maternal, Newborn & Child Health (PMNCH),
UNAIDS, UNESCO, UNFPA, UNICEF, UN Women and the World Bank.
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2. Using the AA-HA! guidance
The primary audience for the AA-HA! guidance
(2) is policy-makers and programme managers
who are responsible for adolescent health
programming in countries – both within the
health sector and in other key sectors.
After a brief introduction which summarizes
the main arguments for investing in adolescent
health, the full reference document details
the key steps in understanding a country’s
epidemiological profile; undertaking a landscape analysis to clarify what is already being
done and by whom; conducting a consultative
process for setting priorities; and planning,
implementing, monitoring and evaluating
national adolescent health programmes. It
ends with key research priorities (Figure 1).

It does not attempt to be a basic textbook
on public health, but instead focuses on what
is special about programming for adolescent
health and includes examples of how to
involve adolescents and young people meaningfully in the different steps. More than 70
case studies illustrate that the suggestions
given can be implemented – because they
have been so already in a particular national
or other large-scale programme.
This document provides a brief summary of
the key content in the AA-HA! guidance (2).
A comic book based on the key messages
has also been written for young adolescents
(3) and a brochure created to facilitate
dissemination (4).

Figure 1. A systematic approach to accelerate action for the health of adolescents (AA-HA!)
SECTION 1
Understanding
what is special
about adolescents
and why investing
in them results in
long-term societal
benefits

SECTION 2

SECTION 3

Understanding
global and regional
adolescent health
profiles

Understanding
what works – the
AA-HA! package
of evidence-based
interventions

SECTION 4
Understanding
the country’s
adolescent
health profile

SECTION 5
Planning and
implementing
national
programmes

Undertaking
landscape analysis
Conducting a
consultative
process for setting
priorities based
on explicit criteria

SECTION 6
Strengthening
accountability for
adolescent health:
- monitoring
and evaluating
adolescent
health
programmes;
- priorities for
adolescent
health research

Leadership and participation of adolescents and young people
Addressing adolescent health needs in humanitarian and fragile settings
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3. Why invest in adolescent health?
The 2030 Agenda for Sustainable Development cannot be achieved without investment in adolescent health and well-being.
There are at least five arguments why investing in adolescent health is indispensable:
1. Adolescents have the fundamental right to health
Adolescents, like all people, have fundamental rights to life,
development, the highest achievable standards of health and access
to health services. Yet they suffer a high burden of disease from
preventable causes, mainly related to unintentional injuries; violence;
sexual and reproductive health, including HIV; communicable diseases
such as acute respiratory infections and diarrhoeal diseases;
noncommunicable diseases, poor nutrition and lack of physical
activity; mental health, substance use and self-harm (5); (9); (11).

©Edith Kachingwe

2. Investments in adolescent health bring a triple dividend of
health benefits (6):
• For adolescents now – adolescent health is immediately
benefited by promotion of positive behaviours (e.g. good sleep
habits and constructive forms of risk-taking, such as sport or
drama) and by prevention, early detection and treatment of
problems (e.g. substance use disorders, mental disorders,
injuries and sexually transmitted infections).
• For adolescents’ future lives – to help set a pattern of healthy
lifestyles and reduce morbidity, disability and premature
mortality later in adulthood, support is needed to establish
healthy behaviours in adolescence (e.g. diet, physical activity
and, if sexually active, condom use) and reduce harmful
exposures, conditions and behaviours (e.g. air pollution,
obesity and alcohol and tobacco use).
• For the next generation – the health of future offspring can
be protected by promoting emotional well-being and healthy
practices in adolescence (e.g. managing and resolving conflicts,
appropriate vaccinations and good nutrition) and preventing
risk factors and burdens (e.g. lead or mercury exposure,
interpersonal violence, female genital mutilation, substance
use, early pregnancy and pregnancies in close succession).

Gains made through substantial investment in
maternal and child health programmes over
recent decades are at risk of being lost if there
is insufficient investment in adolescent health
programming today (7). Investment in adolescent
health will build on earlier gains in young child
health, and will sustain those investments.

©Hanalie Albiso

3. Investments in adolescent health reduce present and future
health costs and enhance social capital (8).

©Jacob Han
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4. Adolescents are not simply old children or young adults;
they have particular needs
Adolescence is one of the most rapidly changing, formative
phases of human development. The range of determinants that
influence human health take particular forms and have unique
impacts in adolescence (Figure 2).

The rapid physical, cognitive, social, emotional
and sexual development that takes place during
adolescence demands special attention in national
development policies, programmes and plans.

In 2015, an estimated 1.2 million adolescents
died from largely preventable causes (9).

5. Adolescents bear a substantial proportion of the global disease and injury burden
Adolescents are one sixth of the world’s population (10) and
account for 6% of the world’s global burden of disease and injury
(10); (11). In 2015, more than 1.2 million adolescents died.
Causes of death and disability-adjusted life years (DALYs) lost
differ between younger (10-14 year old) and older (15-19 year
old) adolescents and between males and females (Figures 3 and
4). Overall rates of death and DALYs lost are higher for males than
females and are particularly high for older adolescent boys and
young males (9); (11).

Some causes of death have a high ranking only among males
(e.g. drowning) or females (e.g. maternal conditions), or among
younger (e.g. lower respiratory infections) or older adolescents
(e.g. interpersonal violence and self-harm) (Figure 3) (9).
Similarly, some causes of DALYs lost only have a particularly high
ranking among males (e.g. road injury and drowning) or females
(e.g. anxiety and maternal conditions), or among younger (e.g.
lower respiratory infections) or older adolescents (self-harm and
depressive disorders) (Figure 4) (11). These differences illustrate
clearly that disaggregation of health information is important to
identify and act upon the special needs of different sexes and
age groups.

Figure 2. What is special about adolescents?

•

Sexual awareness and gender
identity

More years in education and
training due to the expansion
of primary, secondary and
further education

•

•

Burst of electrical and
physiological brain development

Later onset of employment and
family formation

•

•

Enhanced and evolving
cognitive ability

•

Context-influenced emotional
and impulse control

More independent involvement
in health services, which may be
ill prepared to serve adolescents’
special needs

•

Hormonal changes and puberty

•

New and complex sensations
and emotions

•

Balance between
protection and
autonomy

Widening gap between biological
maturity and social transition
to adulthood

Rapid physical, cognitive,
social, emotional and
sexual development

•

Emerging autonomy but limited
access to resources (e.g. finances,
transportation)

•

Appropriate representation
in decision-making bodies

•

Rights to consent to services,
commensurate with evolving
capacity

•

Increased vulnerability to
some aspects of globalization
(e.g. increased vulnerability
to gaming, pornography,
online bullying)
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Figure 3. Estimated top five causes of adolescent death by sex and age, 2015
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Figure 4. Estimated top five causes of adolescent disability-adjusted life years (DALYs) lost by sex and age, 2015
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Adolescent disease burdens vary greatly across the world. Figure 5 shows the distribution of the estimated 1.2 million adolescent
deaths in 2015 by modified WHO region (9); (12). Nearly two-thirds of these deaths occurred in low- and middle-income countries
(LMICs) in the African (45%) and South-East Asian (26%) regions. These regions have 19% and 30% of the world’s adolescent
population, respectively (2); (9); (12).

Figure 5. Estimated adolescent deaths by population size and modified WHO region, 2015

Adolescents aged 10 to 19 years
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600

Americas LMICs
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The top five estimated causes of death for each modified WHO region are shown in Figure 6. While some causes of adolescent
mortality or morbidity have a great impact in most regions (e.g. road injury, lower respiratory infections, drowning and depressive
disorders), the nature and relative impact of these and other adolescent burdens differ greatly within and between regions. For
example, the leading causes of adolescent mortality are lower respiratory infections and diarrhoeal diseases in African LMICs, but are
interpersonal violence in Americas LMICs and collective violence and legal interventions in Eastern Mediterranean LMICs (9).
Figure 6. Estimated top five causes of adolescent death by modified WHO region, 2015
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Figure 7 shows the top five estimated causes of DALYs lost for each modified WHO region. Iron deficiency anaemia, road injury and
self-harm (including suicide) are common causes of DALYs across most regions (11). African LMICs remain heavily burdened
by HIV/AIDS and other communicable diseases, while Eastern Mediterranean countries have a particularly high burden from collective
violence and legal intervention. Americas LMICs have a high burden due to interpersonal violence and they share a highly ranked
burden from skin diseases with LMICS in South-East Asia and the Western Pacific (11).
Figure 7. Estimated top five causes of adolescent disability-adjusted life years (DALYs) lost by modified WHO Region, 2015
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Road injury

Adolescence is also a period when many risk or protective behaviours
start or are consolidated. Examples include diet and physical
activity, substance use and sexual risk behaviours. These will have
major effects on future adult health. For 10–14 year olds, unsafe
water, unsafe sanitation and inadequate hand washing are major
health risks for both boys and girls (13). For 15–19 year olds, health
risk factors such as alcohol and tobacco use, unsafe sex and drug
use also become very important, along with intimate partner violence
and occupational hazards (13). Each government should evaluate its
country’s particular adolescent health needs before developing –
or improving upon – adolescent health programmes (2).

The AA-HA! guidance provides a systematic
approach to prioritizing national health needs.
This includes:
•a
 needs assessment to identify which
conditions have the greatest impact on
adolescent health and development;
•a
 landscape analysis of existing adolescent
health programmes, policies, legislation,
capacity and resources within the country; and

National governments need to identify and address their adolescent
health priorities, because:

•p
 riority setting that considers explicit
criteria, including the needs of the most
vulnerable groups.

• t he nature, scale and impact of adolescent health needs are
unique in each country; and
• all
 governments face resource constraints, so they must make
difficult choices to ensure their adolescent health resources
are used most effectively.

©Hanalie Albiso

©Ammad Khan

Within countries, it is important to consider which subpopulations experience higher exposure and vulnerability to health risks, lower
access to health services, worse health outcomes and greater social consequences as a result of ill health. Inequities are often seen
among groups that differ by sex, income, education and rural or urban residence (8); (14-16).
Particularly vulnerable adolescents include those:
• living with disabilities or chronic illnesses
(e.g. sickle-cell anaemia or HIV);
• living in remote areas or caught up in social disruption
from natural disasters or armed conflicts (e.g. refugees);
• s tigmatized and marginalized because of sexual orientation,
gender identity or ethnicity;
• institutionalized or exposed to domestic violence or
substance abuse in the family;

• exploited and abused (e.g. girls working as domestic servants);
•m
 arried, or who migrate for work or education without family
or social support;
• who experience racial or ethnic discrimination;
• not in education, employment or training; and
• who do not have access to health services or social protection
(e.g. poor urban and rural residents or homeless adolescents).
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4. Act now!
Though there are important gaps in scientific evidence, many interventions to promote and protect adolescent health are proven to
work. As a result, countries can take effective action now to promote and protect adolescent health. They should ensure that every
adolescent has access to the 27 Global Strategy adolescent health interventions recommended by the Global Strategy for Women’s,
Children’s and Adolescents’ Health (Figure 8) and positive adolescent development interventions, especially in humanitarian and fragile
settings (1).
Figure 8. AA-HA! evidence-based adolescent health interventions at a glance
Positive development
• Adolescent-friendly health services
• Health-promoting schools
• Hygiene and nutrition interventions
• Child online protection
• e
 -health and m-health interventions
for health education and the involvement
of adolescents in their own care

Unintentional injury

Violence

• L
 aws on drinking age, blood alcohol
concentration, seat-belt and helmet
wearing, graduated driver licencing

INSPIRE strategies to prevent and respond
to all forms of violence against children and
adolescents:

• Traffic calming and safety measures

• Implementation and enforcement of laws:
banning violent punishment, criminalizing
sexual abuse and exploitation of children,
preventing alcohol misuse, limiting youth
access to firearms and other weapons

• Pre-hospital and hospital care

• Parenting interventions

• C
 ommunity campaigns and individual
interventions to promote behavioural
change related to safe driving and good
laws to encourage behavioural change

• A
 dolescent participation and interventions
to promote competence, confidence,
connection, character and caring

• P
 opulation, community-based and
individual level drowning prevention
measures
• A
 ssessment and management of
adolescents who present with unintentional
injury, including alcohol-related injury
• Infrastructure design and improvement
• Vehicle safety standards

• Norms and values: changing adherence to
restrictive and harmful gender and social
norms, community mobilization programmes,
bystander interventions
• Safe environments: addressing “hotspots”,
interrupting the spread of violence,
improving the built environment
• Parent and caregiver support through
home visits, community approaches and
comprehensive programmes
• Income and economic strengthening:
cash transfers, group saving and loans,
microfinance

Sexual and reproduction health,
including HIV
• Comprehensive sexuality education
• Information, counselling and services for
comprehensive sexual and reproductive
health, including contraception
• P
 revention of and response to harmful
practices, such as female genital mutilation
and early and forced marriage
• P
 re-pregnancy, pregnancy, birth,
post-pregnancy, abortion (where legal)
and postabortion care, as relevant to
adolescents
• P
 revention, detection and treatment of
sexually transmitted and reproductive
tract infections, including HIV and syphilis
• V
 oluntary medical male circumcision
(VMMC) in countries with generalized
HIV epidemics
• C
 omprehensive care of children (including
adolescents) living with, or exposed to, HIV

• Response and support services: screening
and interventions, counselling and therapeutic approaches, programmes for juvenile
offenders, foster care interventions
• Education and life skills: increasing school
enrolment, safe and enabling school
environment, life and social skills training

Communicable diseases
• P
 revention, detection and treatment
of communicable diseases, including
tuberculosis
• R
 outine vaccinations, e.g. human
papillomavirus, hepatitis B,
diphtheria-tetanus, rubella, measles
• Prevention and management of childhood
illnesses, including malaria, pneumonia,
meningitis and diarrhoea
• Case management of meningitis

Noncommunicable diseases,
nutrition and physical activity

Mental health, substance use
and self-harm

• Structural,

environmental, organizational,
community, interpersonal and individual
level interventions to promote healthy
behaviour (e.g. nutrition; physical
activity; no tobacco, alcohol or drugs)

• Care

for children with developmental
delays

• P
 revention, detection and treatment
of noncommunicable diseases
• P
 revention, detection and management
of anaemia, especially for adolescent girls;
iron supplementation where appropriate
• T
 reatment and rehabilitation of children
with congenital abnormalities and
disabilities

• Responsive

caregiving and stimulation
• Psychosocial

support and related services
for adolescent mental health and well-being
• Parent

skills training, as appropriate,
for managing behavioural disorders in
adolescents
• Structural,

environmental, organizational,
community, interpersonal and individual
level interventions to prevent substance
abuse
• Detection

and management of hazardous
and harmful substance use
• Structural,

environmental, organizational,
community, interpersonal and individual
level interventions to prevent adolescent
suicide
• Management

of self-harm and suicide risks

Conditions with particularly
high priority in humanitarian
and fragile settings
• Assessment

of conditions and ensuring
adequate nutrition for adolescent population groups according to age, gender,
weight, physical activity levels and other
key factors
• Core

health services to support adolescents
with disabilities in an emergency
• Medical

screening of former child soldiers,
and clinical management and communitybased psychosocial support for survivors
of sexual and/or gender-based violence
• A
 minimal initial sexual and reproductive
health service package
• Safe

access to and use and maintenance
of toilets; materials and facilities for
menstrual hygiene management and other
intervention to improve water, sanitation
and hygiene
• Promotion

of mental health through normal
recreational activities for adolescents,
re-start of formal or informal education,
and involvement in concrete, purposeful
common interest activities
• Psychological

first aid and first-line
management of adolescent mental,
neurological and substance-use conditions
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5. Who is responsible?
Adolescent health is largely driven by determinants outside of the health sector (e.g. family and community norms, education, labour
markets, economic policies, legislative and political systems, food systems and the built environment) (17). As a result, achieving optimal
health and well-being for adolescents will require actions by multiple sectors and effective intersectoral coordination and collaboration
(Figure 9). It will also require the active participation of adolescents themselves.

Figure 9. An overview of health and other sectors roles in programming for adolescent health
PROGRAMMING WITHIN THE HEALTH SECTOR FOR
UNIVERSAL HEALTH COVERAGE
Programming for
adolescent- responsive
health systems

Adolescent- specific
programmes within
the health sector

Programming for adolescent-responsive health
systems addresses health determinants for which the
health sector has the primary responsibility (e.g. availability,
accessibility and acceptability of health-care services).
The health sector leads, but mobilizes and supports other
sectors in contributing to health-sector objectives.

PROGRAMMING WITH OTHER SECTORS TO
ADDRESS BROADER DETERMINANTS OF HEALTH
Programming for adolescent
health in humanitarian
and fragile settings

Programming for
Adolescent Health in
All Policies (AHiAP)

The health sector leads on
health-sector interventions,
but shares responsibility
with other sectors within a
well-defined multi-stakeholder
coordination.

Other sectors have the primary
responsibility to ensure that
adolescents and adolescent
health are given adequate
attention. The health sector
raises awareness, mobilizes
and provides technical support
to other sectors.

Intersectoral
programmes

The health sector shares
responsibility with other
sectors through joint definition
of objectives, planning and
funding. Any sector may be
given the primary coordination
and monitoring role.

BOX 1
Adolescent Health in All Policies (AHiAP)
AHiAP is an approach to public policies across
sectors that systematically takes into account
the implications of decisions for adolescent
health, avoids harmful effects and seeks synergies
– in order to improve adolescent health and
health equity (18); (19). It is a strategy that
facilitates the formulation of adolescentresponsive public policies in all sectors,
and not just within the health sector (20).

©Palash Khatri
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6. Adolescent participation
and leadership
The AA-HA! guidance provides a multitude of
examples from countries of various ways of
involving adolescents in decision-making, and
investing in their leadership capacity.

Countries should ensure that adolescents’ expectations and
perspectives are included in national programming processes.
Adolescent leadership and participation should be institutionalized and actively supported during the design, implementation,
monitoring and evaluation of adolescent health programmes
(Box 2).
The meaningful involvement of young people in all aspects of
their own, and their communities’, development brings multiple benefits (2). From an operational perspective, adolescent
participation contributes to better decisions and policies. It allows
decision-makers to tap into adolescents’ unique perspectives,
knowledge and experiences, which brings a better understanding
of their needs and problems and leads to better solutions.

Furthermore, respecting adolescents’ views regarding their
health-care ensures that more adolescents will seek information
and services and remain engaged in them.
From a developmental perspective, the engagement of
adolescents enhances adolescent-adult relationships, develops
adolescent leadership skills, motivation and self-esteem, and
enables them to develop the competencies and the confidence
they need to play an active, positive and pro-social role in
society (21). All of this has an important positive influence
on their social and emotional development (6).
From an ethical and human rights perspective, the right of
adolescents to participate in decision-making is enshrined in the
United Nations Convention on the Rights of the Child (22) and
reinforced in the recent General Comment on the implementation
of the rights of the child during adolescence (23), and is a way
to promote health equity. The underlying causes of inequities
are the unequal distribution of power, money and resources.
Therefore, the involvement, empowerment and meaningful
participation of all adolescents – including both adolescent boys
and girls and the most vulnerable adolescents – constitutes one
of the mechanisms to achieve equity (24).

BOX 2
Key areas for programming to ensure adolescent leadership and participation in health programming; selected examples.
For the full list of key areas for programming, see Section 5 of the AA-HA! reference document (2)
• Ensure that national policy frameworks recognize the importance of the meaningful engagement of adolescents and youth.
• Establish structures and processes to institutionalize adolescent participation in dialogues about relevant areas of public
policy, financing and programme implementation at the national, district and local levels.
• Build mechanisms for youth participation at the local level, including taking advantage of technological platforms.
• Train and mentor youth leaders to build their competencies to play an effective role in governance and accountability
processes around their health and wellbeing.
• Build legal awareness and literacy among adolescents about their rights under the Convention on the Rights of the Child,
and their legal entitlements.
• Put mechanisms and procedures in place to ensure adolescent participation in health services.
• Identify clearly the objectives of adolescent participation, and institutionalize the monitoring and evaluation of youth
engagement with specific indicators.
Sources: (6); (25).

14

Global Accelerated Action for the Health of Adolescents (AA-HA!) Guidance to Support Country Implementation - Summary

7. Programming for universal health coverage
and to address broader determinants of health
The AA-HA! guidance outlines key areas for
programming to ensure that policies in key sectors –
health; education; social protection; telecommunications; roads and transportation; housing and urban
planning; energy; environment; and criminal justice
– are formulated and implemented with due attention to the inclusion of evidence-based policies and
interventions that will improve adolescent health.
To support countries in programming for adolescent
health, WHO has developed a logical framework
for adolescent health programming that outlines
common elements and key areas for programming.

The scope of adolescent health programming encompasses all
the six major health areas covered in the Global AA-HA! guidance
(see above). It is difficult therefore to have a blueprint for the
specific elements in the design and implementation of adolescent
health programmes. However, a unifying approach is possible
(Figure 10).

Figure 10. Common elements of programming for adolescent health.

Leadership within the
Ministry of Health and
across the government

Adolescents’
leadership and
participation

Mobilizing
finances

Protective
environment

An adolescentcompetent
workforce

Establish a vision,
national leadership
and governance
structure for
implementation

Create mechanisms
for adolescents’
participation in
governance, programme
design, implementation,
monitoring and
evaluation

Estimate resource
needs for action at
national, district and
local levels, mobilize
finances and ensure
financial risk protection

Adopt adolescentprotective laws
and policies in
health and other
key sectors

Address adolescent
competencies in
pre-service and
continuous professional
education in health
and other key sectors

Readiness of service
delivery platforms

Management and
information
systems

Engage and empower
adolescents, families
and communities

Accountability
mechanisms

Improve supplies,
technology and
infrastructure, and
prioritize delivery
models that
maximize coverage

Improve management
and information
systems in the health
and other key
sectors to collect
and report age-and
sex-disaggregated data

Implement participatory
learning and action
approaches to engage
and empower
adolescents, families
and communities

Reinforce data collection
for programme
monitoring and
evaluation and identify
priorities for research

Global Accelerated Action for the Health of Adolescents (AA-HA!) Guidance to Support Country Implementation - Summary

15

Leadership within the Ministry of Health and across the government
Leadership for adolescent health within the Ministry of Health, in
each of the other key sectors and across the government, is an
essential condition for successful programming (Box 3).
To achieve universal health coverage, health systems need to normalize the attention to adolescent-specific needs in all aspects of
their work (2), and to mandate an adolescent health focal person
in the Ministry of Health (1); (6).

To address broader determinants of health, strong leadership for
adolescents is required at the highest level of the government
to mandate collaboration between different arms of government
working closely with communities, civil society, young people
and the private sector. Countries may consider establishing a
national-level mechanism, or use existing platforms, to oversee
and coordinate efforts for adolescent health and wellbeing across
sectors and government ministries.

BOX 3
Key areas for programming to ensure leadership within the Ministry of Health and across government; selected examples.
For the full list of key areas for programming, see Section 5 of the AA-HA! reference document (2)
• Establish a national-level mechanism, or use existing platforms, to oversee and coordinate efforts for adolescent health and
well-being across sectors and government ministries.
• Mandate an adolescent health focal person in the Ministry of Health to work across health departments and programmes
and to plan and manage intersectoral action.
•B
 uild national and subnational (e.g. district-level) political and administrative capacity and leadership for adolescent health in
areas such as using data for decision-making, advocacy, negotiation, budgeting, building consensus, planning and programme
management (monitor, review and act), collaborating across sectors, mobilizing resources and ensuring accountability.
Sources: (1); (6).

Financing adolescent health priorities in national health plans, and ensuring financial risk protection for adolescents
The way that health services are financed is central to progress towards universal health coverage.
For adolescents, three aspects of financing are crucial (26):
• maximizing the number of adolescents covered by an effective prepaid pooling arrangement, which can take the form,
for example, of an insurance programme or provision of free access to facilities that are financed by prepaid pooled funds;
• reducing or removing out-of-pocket payments at the point of use; and
• expanding the range of services covered by the prepaid pooling arrangement to include all the services in the country’s
package for adolescents.
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Expanding resource allocation for adolescent health priorities in national health plans

A case for investment in adolescent health will be
much stronger if associated costs are estimated.
National policies and strategies that address
adolescent health should therefore be accompanied
by fully costed plans that include estimates of the
resources needed to implement the interventions
that have been prioritized and the associated
programme costs.

National strategic health plans provide a platform for stakeholders
to agree strategic directions and priorities for the health plan for
the short and medium term (Box 4). When the Ministry of Health
engages in negotiations with the Ministry of Finance, it should
make a strong case for investment in adolescent health based on
the triple dividend argument of benefits now, into future adult
life and for the next generation (see above) (6); (26). A discussion
of financing arrangements, such as exemptions from user fees
for adolescents, requires data and supporting arguments for the
resources needed to support the proposed changes in financing
policy and what it would bring in terms of benefits.

©Edith Kachingwe

BOX 4
Key areas for programming to ensure financing for adolescent health priorities in national health plans, and financial risk
protection of adolescents; selected examples.
For the full list of key areas for programming, see Section 5 of the AA-HA! reference document (2)
• Define the required package of health information, counselling, diagnostic, treatment and care services to be provided
to all adolescents.
• Estimate resource needs for the implementation of the priority package of interventions and associated programme
costs, using tools such as the OneHealth Tool (27).
• Prepare a strategic and compelling plan for investment in adolescent health based on the triple dividend argument.
• Build the capacity of national and district project managers to leverage external funds for adolescent health priorities
using opportunities provided by the Global Financing Facility and strategic investments by the Global Fund and GAVI
the Vaccine Alliance, among others.
• Build the agency and capacity of district and community managers to address adolescent health priorities when making
local adjustments to central budgets.
• Design and implement measures for adolescent financial risk protection (e.g. waivers, vouchers and exemptions or
reduced co-payments).
• Provide incentives that motivate health workers to implement quality interventions that are essential for adolescent
health and development (e.g. through pay-for-performance mechanisms).
Sources: (25); (27-30).
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Designing laws and policies that treat adolescents’ rights to health, protection and autonomy as universal, indivisible and interrelated
Laws and policies should protect, promote and fulfil adolescents’
right to health (Box 5). Legal and regulatory frameworks should be
based on internationally recognized and accepted human rights
principles and standards (5); (31). Adolescent-protective laws and
policies require, among other things, ensuring that the services
that adolescents need are available and accessible to them,
without discrimination (26); (32).

Adolescents are in need of protective policies. Parents or legal
guardians, health and social workers, teachers and other adults
have key roles to play in ensuring a safety net for them. However,
this should not mean that adolescents are seen as being incapable of making decisions about their lives. Protection and autonomy may seem to be conflicting principles – because protective
measures tend to restrict adolescents’ autonomy – but in fact
they can be balanced and are mutually reinforcing (23). Fostering
autonomy, for example by empowering adolescents to access
health services, is a protective measure, since timely access to
services could protect them from potential harm.

BOX 5
Key areas for programming to ensure adolescent-protective laws and policies; selected examples.
For the full list of key areas for programming, see Section 5 of the AA-HA! reference document (2)
• Assess the legal and regulatory frameworks that mediate adolescents’ access to services for compliance with
internationally recognized and accepted human rights principles and standards.
• Enforce policies to redress inequalities and discriminatory practices in adolescents’ access to services.
• Establish procedures to be followed in health facilities to ensure that confidentiality and privacy are respected.
•R
 eview national laws and policies to indicate situations, clearly and unambiguously, when confidentiality may be
breached, with whom and for what reasons, and establish standard operating procedures for such situations.
•D
 etermine appropriate and acceptable age limits when adolescents may give consent or refuse health treatment or
services without parental or guardian involvement.
• Adopt flexible policies to allow specific groups of adolescents to be considered “mature minors”.
• Remove the need for parental or guardian consent when an adolescent is seeking counselling and advice.
•R
 emove the need for mandatory third-party (e.g. parental, guardian or spousal) authorization or notification in the
provision of sexual and reproductive health services, including contraceptive information and services.
• Adopt policies to protect the rights of adolescents with disabilities.
•E
 nsure elimination of harmful practices inflicted on young people without consent, including female genital mutilation
and early and/or forced marriage.
Sources: (5); (23); (29); (32-34).

18

Global Accelerated Action for the Health of Adolescents (AA-HA!) Guidance to Support Country Implementation - Summary

An adolescent-competent workforce
Adolescents are not simply older children or younger adults.
The complex interplay of individual, interpersonal, community,
organizational, environmental and structural factors make
adolescents unique in the ways that they understand information,
which channels of information influence their behaviours and
in how they think about the future and make decisions in the
present (27). All health workers who are in places that adolescents visit (e.g. hospitals, primary care facilities and pharmacies)
should develop their competencies (i.e. knowledge, skills and
attitudes) in adolescent-responsive health-care, to be able to
respond to their specific needs (Figure 11, Box 6).

To support countries in building an adolescentcompetent workforce, WHO developed Core
Competencies in Adolescent Health and
Development for Primary Care Providers, which
includes an implementation guide and a tool to
assess the adolescent health and development
component in pre-service education and to
develop recommendations (35).

Figure 11. Domains for core competencies in adolescent health-care
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Apply laws and policies with
regards to informed consent,
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for adolescent-friendly care.
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Foundation of adolescent health-care
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BOX 6
Key areas for programming to ensure an adolescent-competent workforce; selected examples.
For the full list of key areas for programming, see Section 5 of the AA-HA! reference document (2)
•D
 efine core competencies in adolescent health and development in line with WHO Core Competencies for Adolescent
Health and Development for Primary Care Providers (36).
• Create and implement competency-based training programmes in pre-service and continuing professional education.
•E
 stablish a mechanism to consult health-care providers on their training and education needs in adolescent health-care,
and conduct capacity-building activities at national and district levels that are aligned with reported needs.
•D
 evelop and review information and training materials, practice guidelines and other tools to support decision-making
in adolescent health-care.
•S
 trengthen the capacity of community health workers in reaching adolescents.
•S
 et up a system for supportive supervision of adolescent health-care and provide collaborative learning opportunities
as a key strategy to improve providers’ performance.
Sources: (29); (32); (36).

Global Accelerated Action for the Health of Adolescents (AA-HA!) Guidance to Support Country Implementation - Summary

19

Quality service delivery with high coverage

WHO and UNAIDS have developed the global
standards to improve quality of health-care
services for adolescents to support countries in
setting national standards to minimize variability
and ensure a minimal required level of quality to
protect adolescents’ rights in health-care (32).
The document includes detailed guidance on facility,
district and national level actions necessary to
support the implementation of the global standards,
and a full set of quality and coverage measurement
tools to support countries in assessing progress
towards implementation of the standards.

Evidence from high-, middle- and low-income countries
shows that adolescents experience many barriers to receiving
quality health-care and that services for adolescents are often
fragmented, poorly coordinated and uneven in quality (26).
Recognizing the problems, many countries have moved towards
a standards-driven approach to improve quality of care for
adolescents, although few actually measure progress towards
achieving these standards.
A critical consideration in national adolescent health programming
is integration of services at the delivery level (Box 7). For example,
integrating treatment of the presenting complaint with a broader
assessment using the HEADSSS checklist (home, education/employment, eating, activity, drugs, sexuality, safety, suicidal thinking
and depression status) is an opportunity to provide a context for
anticipatory guidance and preventive interventions (37).

BOX 7

Key areas for programming to ensure quality service delivery and service delivery platforms that maximize coverage;
selected examples.
For the full list of key areas for programming, see Section 5 of the AA-HA! reference document (2)
• Develop and implement national quality standards and monitoring systems in line with the WHO and UNAIDS Global
Standards for Quality Health-Care Services for Adolescents (32).
• Implement e-standards to automate the processes of data collection and analysis, and to improve adolescent participation
in providing feedback to facilities by using information technology.
• Establish local, subnational and national learning platforms for quality improvement.
• Improve primary- and referral-level care capacity to deliver integrated, adolescent-centred services (e.g. train providers
in conducting a comprehensive health assessment in an adolescent).
• Strengthen school health services (school-based and school-linked) to facilitate adolescents’ access to preventive
services and to promptly manage any health problems detected.
• Engage community health workers in reaching adolescents, especially those out of school, with health education and services.
• Establish mechanisms for formal engagement of nongovernmental organizations in service delivery on behalf of the
government to strengthen community-based platforms for service delivery, and to reach underserved populations
of adolescents.
• Explore the potential for information and service delivery to adolescents through use of social and digital media.
Sources: (32); (38).
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Age- and sex-disaggregated data
National health management and information systems rarely
capture data specific to adolescents. Even when this does occur
at the facility level, the data are often aggregated across age
groups as they move up from facility to district or national level
(25); (32). Data are typically compiled in ways that obscure
adolescents’ particular experiences; for example, through the
use of 5–14 year and 15–49 year age bands.

Furthermore, data on young adolescents (10–14 years) are
mostly available from school-based data-collection systems
with the potential for bias where absenteeism is high or school
retention is low. Programmes should review all national systems
for health-data collection and find ways to incorporate a focus
on adolescents, including on young adolescents and those out
of school (Box 8). Ideally, all data should be disaggregated by sex
and five-year age bands for the first 25 years of life.

BOX 8
Key areas for programming to ensure age- and sex-disaggregated data in health management and information
systems; selected examples.
For the full list of key areas for programming, see Section 5 of the AA-HA! reference document (2)
• Improve the capacity of national and subnational statistics agencies to report regularly on the health, development
and wellbeing of adolescents, disaggregated by age and sex.
• Implement participatory monitoring approaches to engage adolescents themselves in designing monitoring and
evaluation systems, to capture the user perspective.
• Ensure that facility, district and national data collection and reporting forms allow for an explicit focus on adolescents
(including young adolescents), cause-specific utilization of services and quality of care.
• Develop national capacity to conduct standardized surveys on key adolescent behaviours and social determinants
and conduct such surveys at regular intervals.
• Develop national capacity to conduct standardized surveys to monitor inputs, processes and outputs within national
school health programmes.
• Strengthen the availability of disaggregated adolescent health-related data and information to expose inequities.
• Strengthen capacity to conduct qualitative research to understand the underlying causes of trends.
• Synthesize and disseminate the evidence base for action.
Sources: (25); (32).
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Institutionalizing adolescent-specific programmes
To accelerate progress towards universal health coverage, countries may consider institutionalizing national adolescent health
programmes within the health sector, with a broad scope across health priorities (Box 9).
BOX 9
Features of an institutionalized adolescent-health programme
The common features of institutionalized programmes are:
• having policy statements to support programme efforts;
• being a line item in a permanent health or education departmental budget;
• having a place in an organization chart;
• having permanent staff assigned to specific programme roles (e.g. national, subnational and local coordinators);
• having descriptions that include prevention functions and level of effort;
• having facilities and equipment for programme operations; and
• developing an institutional memory for important agreements and understandings.
Source: (43).

Renewed attention to school health programmes is needed and
is a priority for intersectoral action on adolescent health (Box 10).
Every school should become a health-promoting school (39).
Countries that do not have an institutionalized national school
health programme should consider establishing one and
countries that do have such programmes should continuously
improve them to ensure that they align with the evidence base
on effective interventions and emerging priorities.

The AA-HA! guidance contains 75 case studies
from countries on programmes and programming
for adolescent health, including programmes within
the health sector and intersectoral programmes.

BOX 10
Priorities for intersectoral programmes; key areas for programming.
For the full list of key areas for programming, see Section 5 of the AA-HA! reference document (2)
• Establish, or critically review, school health programmes to address priorities (e.g. noncommunicable diseases, sexual and
reproductive health, communicable diseases and violence) in an integrated way.
• Plan interventions across the six programme components recommended by the WHO Health Promoting Schools
Framework.
• Establish programmes to improve the nutritional status of adolescent girls.
• Implement programmes to prevent youth violence.
• Implement programmes to prevent early pregnancy.
• Implement national drug prevention programmes in early and late adolescence in accordance with the International
Standards on Drug Use Prevention (40).
• Implement multisectoral programmes to reduce youth suicide rates.
Sources: (25); (29); (41-44).
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The art of working together
The problems that require intersectoral action are usually the most complex ones (e.g. adolescent pregnancy, youth violence, injuries
and suicide). In many settings, the idea that such complex problems can be prevented is likely to be new. The necessary human and
institutional foundations for intersectoral action must therefore be built before establishing a formal intersectoral programme (2); (41).
This can be done systematically (Box 11).
BOX 11
Planning and managing an intersectoral programme
For more details on practical considerations in planning and managing an intersectoral programme, see Section 5 of the
AA-HA! reference document (2)
• Raise awareness of the extent of the problem, and that prevention is possible.
• Clarify the policy framework that mandates or enables intersectoral action for the issue at stake.
• Invest in consulting with different sectors and in establishing a shared vision among key stakeholders.
• Be aware of common barriers to intersectoral action, and take anticipatory remedial actions.
• Establish a formal partnership with clear governance structure and a mandate from the highest level of the government,
and strong representation of adolescents and the community.
• Consider an independent advisory group to ensure independent scrutiny of progress.
• Invest early in organizational capability to build the capacity of a wide variety of health professionals, programme
administrators and policy-makers to assist them in the development of local plans, service delivery and research.
• Provide guidance materials and manuals to support local implementation and to facilitate fidelity in programme
implementation.
• Ensure discretionary funding for national, subnational and local activities. Consider conditional allocation of
implementation grants and contracts to local areas that is subject to conditions, such as appointing local coordinators
and developing local plans.
• Create a mechanism for review informed by systematic collection of data through the information system.
• Plan for long-term sustainability from the outset. The WHO guide, Beginning With the End in Mind: Planning Pilot
Projects and Other Programmatic Research for Successful Scaling up (45), contains 12 recommendations on how to
design pilot projects with scaling up in mind.
Sources: (26); (41); (43); (45).
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8. Addressing adolescent health needs in
humanitarian and fragile settings
Adolescent health needs intensify in humanitarian and fragile
settings, including from burdens related to: malnutrition;
disability; unintentional injury; violence; sexual and reproductive
health needs (e.g. early pregnancy, HIV and other STIs,
and unsafe abortion); water, sanitation and related health
needs (e.g. menstrual hygiene management); and mental
health (1); (46-49); (Box 12).

Adolescents who are especially vulnerable in humanitarian and
fragile settings include those who are: young (10–14 years);
disabled; members of ethnic or religious minorities; child
soldiers; other children associated with fighting forces; girl
mothers; orphans; heads of households; survivors of sexual
violence, trafficked or subjected to other forms of gender-based
violence; engaged in transactional sex; in same-sex sexual
relationships; or HIV-positive (50).

BOX 12
Key areas for programming to address adolescent health in humanitarian and fragile settings; selected examples.
For the full list of key areas for programming, see Box A5.6 in Annex 5 of the AA-HA! reference document (2)
• Ensure that policies are in place to protect girls and boys from child labour and from exploitation and abuse by
humanitarian workers.
• Put in place specific protection measures for unaccompanied minors, orphans and other vulnerable children.
• Ensure that programmes address the complex relationship between fragility and child marriage.
• Ensure that policies and practices in humanitarian and fragile settings respect adolescents’ right to dignity, best interests,
safety, autonomy and self-determination.
• Put in place policies for free access to essential interventions and services across sectors (e.g. health services, learning
and schooling), including the basic package of health services for all adolescents and enact policies to promote inclusion.
• Build humanitarian workers’ and careers’ capacities in adolescent-centred approaches and the principles of confidentiality,
safety and security, respect and non-discrimination.
• Establish, as appropriate, adolescent- and girl-friendly spaces as a first response to adolescent needs for protection,
psychosocial wellbeing and nonformal education.
• Ensure safe access to and use and maintenance of toilets; and materials and facilities for menstrual hygiene management.
Sources: (1); (51-59).
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9. Accountability mechanisms,
innovation and research
Monitoring and evaluation of national programmes
Once priorities are agreed, planning for programme implementation
can begin. An important part of programme planning is monitoring and evaluation to measure progress, identify challenges and
improve results. Monitoring is the systematic collection of data to
check on the progress of a programme (60). It aims to answer the
question: are we doing what we planned to do?
Setting indicators for monitoring can help identify which actions
and resources are needed to achieve a programme’s milestones
and targets within the timeframe set for the programme (60).
Monitoring is part of a project/programme cycle that allows for
changes to be made to the programme plan in response to delays
or unforeseen events (61).

©Camila Eugenia

The AA-HA! guidance summarizes the particular
monitoring and evaluation needs of adolescent
health programmes and the indicators and monitoring framework that have been agreed for the Global
Strategy for Women’s, Children’s and Adolescents’
Health (2016–2030) (1). It also stresses the importance of monitoring indicators of programme inputs,
processes and outputs to achieve the targets of
the Sustainable Development Goals and the Global
Strategy (1).
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Evaluations should be an integral part of programme planning and
should be included in the initial programme plan so that adequate
budget is allocated for them. Evaluation planning also helps clarify
the specific goals and targets of the programme, making it easier to
anticipate and avoid the challenges that may otherwise derail the
programme. Findings and recommendations from the programme
evaluation should feed directly and promptly into programme
re-planning and priority setting, forming another part of the project/
programme cycle that incorporates the learning that comes from
implementing programmes in different settings and with real-life
challenges.

Research and innovation
WHO recently conducted two global research priority-setting
exercises to help countries prioritize their research investments
for adolescent health (62); (63). Both exercises showed that
research priorities have shifted away from basic questions on the
prevalence of specific health conditions and towards questions
about how best to scale-up existing interventions and test the
effectiveness of new ones.
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10. Conclusion

This is an exciting time for adolescent health.
Many countries have either taken steps to
implement comprehensive adolescent health
programmes or are planning to do so.
Act now, No excuses!
Building on the momentum created by the SDGs and the
Global Strategy, the AA-HA! guidance provides technical
advice to policy-makers and programme managers as they
respond to the health needs of adolescents in their countries.
Led by WHO, this guidance document was developed in
consultation with adolescents and young people, Member
States, United Nations agencies and civil society organizations
and other partners and is endorsed by the Every Woman
Every Child (EWEC) initiative, the Partnership for Maternal,
Newborn & Child Health (PMNCH), UNAIDS, UNESCO,
UNFPA, UNICEF, UN Women, WHO, and the World Bank.
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