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Adolescent sexual and reproductive health (ASRH) continues to be a pressing issue 
in Latin America and the Caribbean (LAC), with HIV/AIDS, unsafe abortions, 
complications during pregnancy, childbirth and the puerperium contributing to 

some of the main causes of mortality and morbidity for young people in the Region (1).  
Unplanned pregnancy, sexually transmitted infections (STI) and lack of access to contra-
ception continues to have a negative impact on their wellbeing. The development of young 
peoples’ health is often worsened by the fact that ASRH is seldom a political or financial 
priority for politicians and governments. A combination of lack of equal access to qual-
ity health services, insufficient sexual education programs and health services that are not 
convenient for youth to use continue the cycle of poor sexual and reproductive health for 
most at-risk populations (1,2).

The main object of this report is to propose entry points for promoting adolescent sexual 
reproductive health (ASRH) in Latin America and the Caribbean (LAC). The document 
starts with a discussion of indicators to measure ASRH. It then suggests a framework for 
identifying possible entry points for interventions to improve ASRH. It proposes four ap-
proaches to be pursued in a coordinated and systematically  manner for promoting ASRH, 
and then goes on to highlight the seven lines of action that are included as part of the 
Pan American Health Organization’s Regional Strategy for Improving Adolescent Health 
2008-2018, which was passed on October 1, 2008, by the 48th Directing Council. Finally, 
it discusses other issues to be considered when promoting ASRH. It does not claim to 
provide all the answers; rather, it is hoped that this document will provide thought for dis-
cussion that will lead to approaches that result in improved sexual reproductive health for 
young people in the Region.

Difficulties arise in measuring ASRH as indicators for healthy sexuality are not available.  
Due to problems of attribution, conventional indicators used for assessing ASRH are pop-
ulation-based and are of limited use when determining whether we have been successful in 
promoting ASRH in LAC.  Other indicators are available but they are also often “problem-
focused” instead of measuring healthy behaviors.  

ASRH is influenced by several factors, such as gender roles, health inequalities, HIV/AIDS, 
non-communicable diseases, sustainable health and health systems. Because work in each 
of these areas impacts ASRH, collaboration across different units, institutions and sectors 
is required. A conceptual framework that suggests various entry points for interventions is 
therefore proposed; it considers the individual, social and structural factors and the linkages 
among them that influence ASRH.

Introduction

The main object of 
this report is to propose 
entry points for 
promoting adolescent 
sexual reproductive 
health (ASRH) in 
Latin America and the 
Caribbean (LAC).
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Four approaches for promoting ASRH are recommended. While activities relating to some 
of these approaches have been carried out earlier, it is recommended here that they be sys-
tematically carried out together. The four approaches are:

u	Focus on reaching poor and vulnerable young people
u	Strengthen capacity at country level
u	Strengthen operationalization of the Paris Agreement at country level
u	Address underlying factors

Finally, the document draws on the seven lines of action from PAHO’s Regional Strategy 
for Improving Adolescent Health. The strategy is assembled with information, evidence and 
knowledge, and rests on the following pillars: primary health care, health promotion, social 
protection and the social determinants of health. It calls for an integration of approaches, pro-
grams and services to tackle health issues of concern and through this integrated approach, 
ensure a better ASRH outcome. 
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Young people are a sizable age group, comprising 30% of the population in Latin 
America and the Caribbean;1 earlier sexual maturity, later marriages and increased 
emphasis on education have contributed to the acceptance of adolescence as a 

distinct phase in life (3). Adolescents are generally perceived to be a relatively “healthy” 
segment of the population and their health needs are often overlooked. Nevertheless, be-
cause young people are central to the HIV/AIDS pandemic, adolescent sexual reproductive 
health deserves careful attention. Many behaviors developed during the adolescent period 
can have long-lasting effects into adulthood. Early parenthood, sexually transmitted infec-
tions (STI), health-seeking behavior, violence and risk behavior need to be addressed in 
order to improve ASRH.

AIDS is already one of the five leading causes of death for young people in the Caribbean, 
with approximately 1.6% of 15-24 year-olds infected with HIV. In Latin America, preva-
lence is 0.3% (1). Additionally, one in 20 young people in the Region is infected with an 
STI (1).  

Unplanned pregnancy continues to be a problem in the Region, as 25% of young women in 
LAC are mothers before they are 20 years old and 45% of these pregnancies are the result of 
misuse or lack of contraceptives (2). A study in 2008 found that this could be attributed to a 
lack of policies related to sexual and reproductive health education that efficiently respond 
to the increasingly lower age of adolescents’ first sexual experience (2). For example, 50% of 
young women in some countries of Central America have engaged in sexual intercourse by 
the age of 15 (1). Nearly 90% of youth in LAC have reported familiarity with at least one 
method of contraception, but between 48% and 53% of sexually active youth never used 
contraception. Among those who had used a contraceptive method, approximately 40% 
did not use contraception regularly (4). This shows that increased access to quality health 
services in a combination with improved sexual education would prevent both STI/HIV 
and unplanned pregnancies, which in turn points to a high level of unmeet need for safe 
contraception (5).

It should also be noted that female adolescents in rural areas are more likely to become 
pregnant at an early age than those in urban areas, as are those who are in the lowest socio-
economic level compared to the highest (5). These young mothers are generally poor, with-
out social support networks and have little education, thus continuing the vicious inter-
generational cycle of poverty. 

Besides the social ills early and unplanned pregnancy causes, there can be negative biomed-

Background

1 Young people are defined 
from age 10 to 24 years old, 
youth from age 15 to 24 years 
old and adolescents 10 to 19 
years old.

50% of young women 
in some countries of 
Central America have 
engaged in sexual 
intercourse by the age 
of 15 .
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ical effects as well. Obstetric conditions were the most common cause of hospitalization for 
women in the Region in 2007 (1). Also, women below the age of 24 accounted for 45% of 
the estimated deaths due to unsafe abortions in 2003 (1).

Cultural and social gender norms often restrict adolescent girls’ access to basic informa-
tion and knowledge and prescribe an unequal and passive role in sexual decision making. 
This undermines their autonomy and exposes many of them to sexual coercion and abusive 
relationships; for example, violence against young women or the threat of violence often 
increases their vulnerability. Also, traditional expectations related to masculinity are often 
associated with behaviors that increase the risk of HIV/ITS infections among young boys. 
Significant advances in gender equity are required to improve young people’s sexual and 
reproductive health, such as empowering adolescent girls and increasing sensitization of 
adolescent boys (1).

Since the International Conference of Population and Development (ICPD) held in Cairo 
1994, 179 counties have agreed to the Program of Action, which reiterates the need for 
improved ASRH, especially to prevent the transmission of STIs and HIV, with a focus on 
those between the ages of 15 and 24 years (6). 

The importance of a holistic approach to sexual health to these issues was also recognized 
in 2000 with the Pan American Health Organization’s (PAHO) consultation in Guate-
mala and the resulting publication, Promotion of sexual health: recommendations for action 
(7). A human development perspective was an integral part of the ASRH framework that 
was developed in 2003 and is articulated in Sexual health and development of adolescent and 
youth in the Americas: program and policy implications (8). This was further elaborated in the 
PAHO publication, Youth: choices and changes, which provides a comprehensive review of 
theoretical frameworks for health promotion and adolescent development (9). 
 

Traditional 
expectations related 

to masculinity are 
often associated with 

behaviors that increase 
the risk of HIV/ITS 

infections among 
young boys.
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The document Sexual health and development of adolescents and youth in the Ameri-
cas: program and policy implications presents a conceptual framework that moves 
from problem prevention, e.g. early pregnancy or STI/HIV prevention, to a wider 

perspective that includes issues of gender, sexuality, and cognitive & psychosexual develop-
ment within an overall socio/cultural/institutional context (8). Unfortunately, although the 
document refers to positive aspects of healthy sexuality, Box 2 (p. 23) of this publication, 
“Model characteristics of Sexually-Healthy Adolescents,” does not provide indicators that 
would help measure the change in focus toward a more positive framework of ASRH.

We are left to measure progress with impact indicators that are usually problem–focused; 
e.g. early childbearing, STI, maternal mortality, contraceptive use, knowledge (or lack 
thereof ) of HIV/AIDS and risk behavior. Concern has been expressed that there has been 
little progress in these indicators among young people in the Region.  

The first step is to assess the adolescent sexual and reproductive health situation in Latin 
America and the Caribbean. Because little data on young people is collected systematically 
across countries, general sexual reproductive health data must be used.   

Eleven countries have been selected to give an overview of the Region. Four countries were 
selected because of their large population size. Together Brazil, Mexico, Argentina and Co-
lombia make up 67% of the population in LAC.  Five countries were selected because they 
have been designated as priority countries for PAHO’s work2. Together they contribute 
slightly less than 6% of the population in LAC. Jamaica is included because it is a Carib-
bean country with high HIV prevalence and Guatemala because of the continued interest 
in it by development partners.

Table 1 below shows that the maternal mortality ratio (MMR) has improved in six coun-
tries and deteriorated in four countries. Comparison data with 1990 is not available in 
Guyana.  The total fertility rate (TFR) has declined in all countries. The age specific fertil-
ity rate for young women age 15–20 has decreased in all countries except Brazil.  

According to this information, it does not appear that childbearing among young people 
has remained unimproved over the past 15 years, but that some progress has been made. 
However, recent analyses from the Alan Guttmacher Institute (AGI) indicates that child-
bearing among teenagers 15–19 in Honduras, Nicaragua and Guatemala is higher than 
indicated in the data below (5; 10-11).3

Indicators for Adolescent Sexual and 
Reproductive Health

2 PAHO priority countries 
are Bolivia, Guyana, Haiti, 
Honduras and Nicaragua.

Because little data on 
young people is collected 
systematically across 
countries, general sexual 
reproductive health data 
must be used.

3 Honduras (137 births 
per 1000 15–19 year olds), 
Nicaragua (119), Guatemala 
(114).
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MMR, TFR and age-specific fertility rates are all population-based impact indicators that 
result from many different factors. It is important to remember that improvement with 
such indicators requires long-term commitment of efforts. Moreover, many of the factors 
impacting these results are outside the health sector’s usual sphere of influence. When or if 
there are changes, it is difficult to identify just which factor or combination of factors led 
to the change (10).  

Table 1. 	 Sexual reproductive health indicators in selected countries, 1990 
and most recent information

Source: UNFPA, Country Profiles for Population and Reproductive Health: Policy Developments and Indicators 
2005 (17

MMR: deaths per 100 000 live births Age-specific fertility rate 
Women 15-20 

Total fertility rate 
Women 15-49

1990 Most recent 1990 Most recent 1990 Most recent

Argentina 100 82 73 59 3,0 2,6 

Mexico 110 83 83 67 3,5 2,8 

Brazil 220 260 82 90 2,9 2,6 

Colombia 100 130 91 77 3,1 2,8 

Bolivia 650 420 89 81 4,9 4,2 

Guyana NA 170 92 62 2,6 2,4 

Haiti 1.000 680 84 61 5,4 4,5 

Honduras 220 110 131 98 5,1 4,2 

Nicaragua 160 230 163 119 4,9 3,9 

Guatemala 200 240 130 111 5,6 4,9 

Jamaica 120 87 108 78 3,0 2,6 
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Figure 1. 	A  social epidemiology framework for identifying interventions to 
enhance ASRH (13. Used with permission).

Structural factors
Policy environment
Legal structures
Health systems

Violence & discrimination
Demographic change

Social factors
Social capital

Cultural context
Neighborhood effects

Social networks

Individual 
Behaviours

Individual characteristics
Socio/economic position

HIV transmission dynamics

Population HIV/AIDS
incidence

Source: Poundstone KE, Strathdee SA, Celentano DD. The social epidemiology of Human Immunodeficien-
cy Virus/Acquired Immunodeficiency Syndrome. Epidemiol Rev 2004; 26: 22–35
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Maternal mortality ratios, total fertility rates and age-specific fertility rates 
are all population-based impact indicators that result from many different 
factors
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The three documents referred to above with their suggested program interventions 
point to individual developmental factors and influences in the social/environ-
mental context that impact ASRH and development. Consistent with the con-

ceptual frameworks in these documents is a social epidemiology framework developed by 
Poundstone et al applied to understanding HIV incidence. Here the factors are grouped 
into different levels: (See Fig. 1) (13). 

u	Individual factors including behaviors, individual characteristics, and socioeco-
nomic position.

u	Social factors including social capital, cultural context, neighborhood effects, and 
social networks. 

u	Structural factors including war and militarization, demographic change, structural 
violence and discrimination, legal structures, and policy environment.

A suggested modification to this framework is to include health systems among the struc-
tural influences.  This should include not only health service availability but also whether 
they are relevant to the identified health needs, provided in a manner that is acceptable to 
users, and accessible geographically and financially.

This framework could also be applied to other key ASRH problems, such as early child-
bearing, maternal mortality, non-consensual sexual activity or unsafe abortion. The lev-
els are “porous” and there are linkages between and among the different factors. In order 
to identify entry points for interventions for a specific health problem, it is important to 
identify the relevant key factors and to discern the linkages among them.  Table 2 gives ex-
amples of individual, social and structural factors that can be addressed or enhanced when 
improving ASRH.

Conceptual Framework for Identifying 
Interventions for Adolescent Sexual 

and Reproductive Health

In order to identify entry 
points for interventions 
for a specific health 
problem, it is important 
to identify the relevant 
key factors and to discern 
the linkages among 
them. 
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Table 2. 	 Individual, social and structural factors and implications for  
interventions  

Box 1 illustrates the example of maternal mortality and identifies some individual, social 
and structural factors. These can suggest some entry points for addressing maternal mortal-
ity among young people.

Levels of Factors Implications for Interventions

Individual: characteristics (age, gender, 
ethnicity, marital status), behavior, 
socioeconomic

Focus on identifying vulnerable individuals with a view to reducing 
their vulnerability; ensuring access to information and services; and 
effecting behavior change.

Social: social networks, cultural context, 
social capital 

Focus on addressing the social determinants of the patterns that lead 
to the ASRH problem, promoting cultural norms that promote healthy 
outcomes, capturing social capital which enhances healthy outcomes 
in social groups.

Structural: policy environment, 
legal systems, structural violence & 
discrimination, demographic changes 

Focus on enhancing the policy environment, strengthening human 
rights, strengthening health system, reducing discrimination & violence.

Box 1.  Factors related to maternal mortality

Social Epidemiology of Maternal Mortality

Individual factors
u	 Individual characteristics:  age, gender, residence, poverty status, ethnicity, education, marital status
u	 Behaviour:  limited contraceptive use, exposure to unsafe abortion, non-attendance for antenatal care, not 

obtaining skilled attendance at birth.

Social factors 
u	 Cultural context:  early marriage, reticence to obtain contraceptive information or make use of health services, 

language and cultural barriers, gender roles
u	 Social networks:  role of partners and other family members
u	 Social capital: community recognition of signs of complications of delivery, community support for accessing 

referral care
u	 Neighbourhood effects:  non-parenting opportunities, e.g. employment, education. 

Structural factors
u	 Policy environment: parental notification affecting adolescent access to contraception; safe abortion; materni-

ty social protection policies
u	 Health systems: unmet contraceptive need, availability of information and services; skilled attendance at 

delivery, availability of referral level care; payment mechanisms for services; acceptability (quality) of services 
to diverse groups e.g. based on age, gender, ethnicity; access to comprehensive post-abortion care

u	 Legal structure:  protection against early marriage; protection against sexual coercion both within and outside 
marriage; obstacles for young people to access contraceptives.
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Main approaches
Four main approaches are suggested to promote ASRH in LAC:

u	Focus on reaching poor and vunerable young people
u	Strengthen capacity at country level
u	Strengthen the operationalization of the Paris Agreement at country level
u	Address underlying factors

What is suggested here is an effort where these approaches are coordinated and system-
atically pursued together, i.e. directing efforts toward identified poor populations around 
social or structural factors together with other United Nations (UN) agencies and building 
capacity at country level to enable them to better carry out the activities.

Approach 1:  Focus on reaching poor and vulnerable young people

There are different ways of defining poor people and vulnerable groups.  Directing atten-
tion to poor young people can mean out-of-school youth, street children, migrant laborers, 
minority ethnic groups, unemployed youth and/or those in the informal economy, as well 
as groups most at risk, (MSM, IDU [Injecting Drug Users] GLBT, etc.) to HIV. These are 
generally people with little “voice” who are often overlooked.

When focusing on poor people, attention is often drawn to the countries identified as prio-
rity countries for PAHO’s work. Together they comprise 30 million people, which is 5.8% 
of the population of LAC.

However, with an estimated population of 568 million in LAC, it is important to also 
address the large populations found in Brazil (pop. 188 mil), Mexico (pop.108 mil), Co-
lombia (pop.46 mil) and Argentina (pop.39 mil) (14). Together these countries make up 
more than two-thirds of the population of in the Region.  While the proportion of people 
in these countries living under the poverty line as a whole is less than in PAHO priority 
countries, they nevertheless amount to large numbers of people - often exceeding in num-
ber the total population of many countries in the Region. 

Moreover, disparities exist between the wealthy and poor people in these larger middle in-
come countries and are often substantial. Table 3 shows selected sexual reproductive health 
outcomes in the 11 countries. It can be seen that there are considerable differences among 
provinces, between rural and urban communities, and between women in the wealthiest 
and poorest households. Efforts should be made to target poor and rural populations, as 
they are often the same.

Approaches for Moving Forward

The main object of this 
report is to propose entry 
points for promoting 
adolescent sexual 
reproductive health in 
Latin America and the 
Caribbean. 
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The analysis of household assets by quintile based on Demographic Health Surveys (DHS) 
data is a well-established methodology, made widely known by the World Bank.  Country 
reports are available for nine countries in LAC (15). While recent reports may not be avai-
lable for each country, the methodology is so widely disseminated that it can be applied by 
others to available DHS data.  

Efforts directed to poor people in each country would have the greatest impact on the popu-
lation-based impact indicators. It is important to identify poor people in the large low and 
upper middle-income countries. The tables show that many countries can identify specific 
provinces with the poorest outcomes. It is recognized that reaching “the poorest of the poor” 
can be challenging and that barriers may exist that are exceedingly difficult to overcome. 
However, this should not divert commitment to reaching poor people, as they are also often 
the ones with the highest health needs. Efforts can be directed to reaching the second lowest 
asset quintile, as these interventions sometimes also reach the bottom quintile.

Table 3.  	 Disparities in SRH outcomes in selected countries of LAC, 2005

Approach 2:  Strengthen capacity at country level

Capacity building is recommended towards the following professional groups:

2.a  Professional group within PAHO country offices

Capacity and commitment are required at country level in order to promote ASRH.  
u A systematic approach is recommended, which would:

Urban 
population

(%)

Age specific fertility rate 15–19 yrs Adolescent women 
15-19 begun 

childbearing %

Deliveries attended by skilled attendants %
Women 15-49

Urban/rural Poorest/richest 
quintile

Urban/rural Urban/rural Poorest/richest 
quintile

Provincial low/high

Argentina 91 Na Na Na Na Na Na Na Na Na Na Na Na

Mexico 76 62 95 Na Na Na Na Na Na Na Na Na Na

Brazil 84 78 122 176 28 17 24 98 94 72 99 95 98

Colombia 77 71 134 180 24 17 26 94 70 64 99 78 98

Bolivia 64 68 124 168 27 13 22 78 39 20 98 43 84

Guyana 39 Na Na Na Na Na Na 100 80 Na Na 22 100

Haiti 39 61 100 105 25 13 23 52 11 4 70 10 57

Honduras 46 114 162 Na Na Na Na 83 38 Na Na 35 90

Nicaragua 58 99 153 213 58 21 30 89 46 78 99 35 94

Guatemala 47 85 133 203 54 34 42 66 30 9 92 19 71

Jamaica 52 114 133 Na Na Na Na 95 94 Na Na 94 96

Source: UNFPA, Country Profiles for Population and Reproductive Health: Policy Developments and 
Indicators 2005 (17). 

NA = Not available

While recent reports 
may not be available 
for each country, the 

methodology is so 
widely disseminated 

that it can be applied 
by others to available 

DHS data.
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•	 ascertain whether and how ASRH is included in the Country Cooperation Strategy 
(CCS); 

•	 assess the degree of commitment to ASRH in country offices in terms of budget, hu-
man resources, and activity levels;

•	 survey capacity needs of the ASRH focal points and 
•	 review management processes that improve performance around ASRH.

u A common core competence defined
ASRH focal points often vary in terms of their backgrounds, commitment to ASRH is-
sues and extent to which they have other competing areas of work. Moreover, they work in 
very different country contexts with dissimilar health systems, stakeholders and issues.  It 
is however, suggested that steps should be taken to ensure that all ASRH focal points have 
core competence in:

•	 ASRH issues, including HIV/AIDS;
•	 how to get ASRH issues on the national agenda, e.g. how to identify key stakeholders, 

work with partners, make use of media, strategically make use of technical advice for 
advocacy purposes and learn from each other;

•	 human rights and gender approach to ASRH to ensure that the human rights of 
young people are not left unprotected in national policies and/or practice;

•	 how to make use of the global health initiatives, e.g. The Global Fund to Fight AIDS, 
Tuberculosis and Malaria (GFATM) to promote ASRH.

2.b Professional group within national authorities

u Strengthen national authorities’ ability to advocate for health
National authorities need to increase their ability to advocate for health in a competitive 
environment, to use human rights instruments to protect the health of their population and 
to protect and strengthen their health systems in the face of global health initiatives.

The five priority countries and two others in LAC have Poverty Reduction Strategy Pa-
pers (PRSP). ASRH will be given more attention by national authorities if the needs and 
contributions of young people are given adequate attention in their country’s PRSP. Youth 
aged 15–24 make up between 19–35% of the population in PAHO priority countries, yet 
appear to be mentioned in only one PRSP (Nicaragua) and receive only minor focus in its 
action plan (16). Including the health sector in a country PRSP would strengthen the pos-
sibilities of promoting ASRH. 

While young people are generally overlooked by national authorities, a growing concern 
in many countries is the increasing level of random street violence. This could be the entry 
point by which to engage the attention of national authorities to the developmental needs 
of young people.
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u Assist national authorities to obtain relevant information about ASRH
The Demographic Health Survey can provide a wealth of information on a range of repro-
ductive health issues on a regular basis. Since they were first started in 1984, these surveys 
have been carried out in 15 countries of LAC. Compared to other regions, surprisingly few 
countries in LAC have ever carried out a DHS. 

We suggest working actively with national authorities when planning for a DHS. Issues 
that are decided by each country are the:

•	 modules to be included in the survey, e.g. information on contraceptive use, attended 
deliveries, comprehensive knowledge of HIV/AIDS, attitudes toward domestic vio-
lence, women’s decision-making in the household;

•	 information about the respondents, e.g. residence in regional areas, age (segmented 
into five-year age groups) and household asset status; 

•	 availability of the data after it is collected and
•	 dissemination of the results.

Table 4. 	 HIV knowledge and prevalence among adolescents in selected 
countries of LAC, 2005

Data can sometimes reveal results that governments may not wish to disseminate widely. 
For this reason, it is important to ensure that data collected will be readily available to re-
search groups who wish to conduct further analyses, e.g. of poverty status or geographical  

Estimated HIV 
prevalence

15-49

Estimated HIV 
prevalence

15 - 24
 

% women 15-24 who 
know a person can 
protect herself from 
HIV by consistent 

condom use

% men 15-24 who 
know a person can 

protect himself from 
HIV by consistent 

condom use

% women 15-24 who 
know that a healthy-
looking person can 

transmit HIV 

Argentina 0.7 0.6 NA NA NA

Mexico* 0.3 0.2 NA NA NA

Brazil* 0.7 0.6 NA NA 79 

Colombia* 0.7 0.5 67 NA 83 

Bolivia* 0.1 0.1 56 NA 64 

Guyana* 2.5 3.6 69 NA 84 

Haiti* 5.6 4.5 46 72 68 

Honduras* 1.8 1.4 35 NA 81 

Nicaragua* 0.2 0.2 NA NA 73 

Guatemala* 1.1 0,9 NA NA NA

Jamaica 1.2 0.8 NA NA NA

Source:  UNFPA, Country Profiles for Population and Reproductive Health: Policy Developments and Indica-
tors 2005 (17) 

*DHS surveys carried out

We suggest working 
actively with national 

authorities when 
planning for a DH.

NA = Not available
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differences. Similarly, it is important that DHS results are disseminated in a manner so 
that potential users can easily understand the results. These are issues to be decided in the 
planning stages.

Table 4 shows available information about HIV knowledge in the 11 countries looked at 
earlier. Nine have conducted at least one DHS. The information in the three columns on 
the right relating to HIV knowledge is standard for one of the DHS modules. As can be 
seen, this information is missing in many cases, despite the substantial HIV prevalence 
in a number of these countries. This is an example of how we could actively engage with 
national authorities in determining the content of the DHS.

2.c  Professionals in  civil society organizations  

Civil society organizations (CSO) provide opportunities that ministries of health cannot 
provide. Most notably, CSO often represent special interest groups and can actively advo-
cate for specific issues. CSOs made up of young people usually have a better understanding 
of their situation, can often come up with practical, feasible solutions to their problems and 
can tap into resources which are only available to them.  

Some CSOs lack experience in working within “the system.” Capacity building would im-
prove their possibility for effective advocacy. This means strengthening their ability to under-
stand official documents and produce documents that will be used by national authorities; 
increasing their confidence to speak out in the public arena; improving their financial literacy 
and increasing their knowledge base about ASRH so that they can speak out with authority.

Approach 3: Strengthen operationalization of the Paris Agreement at country 

level4

Coordination and collaboration of United Nations (UN) agencies is part of the UN reform. 
Honduras has been given as an example of good inter-agency collaboration in the area of 
Adolescent health and SRH. It has not been possible to find out more about the critical 
components that facilitated this example of good practice. However, the main question 
should be: can this be replicated?

Because ASRH obviously has much in common with the work of different UN agencies 
in terms of their shared concern over adolescents, sexual reproductive health and human 
rights, it is suggested that a situation analysis is conducted of how PAHO and UN agencies 
work at country level. Questions to be asked are:

•	 What does improved collaboration mean in operational terms at country level?  
•	 What has been done to systematically encourage country offices to work with other 

UN agencies and to actively participate in the United Nations Development Assis-
tance Framework (UNDAF) process?

4 The Paris Declaration on 
aid effectiveness, ownership, 
harmonization, alignment, 
results and mutual accounta-
bility, 2005, can be accessed 
at http://www.oecd.org/da-
taoecd/11/41/34428351.pdf
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•	 Which theme groups do the PAHO, United Nations Children’s Fund (UNICEF), 
United Nations Population Fund (UNFPA), United Nations Development Pro-
gramme (UNDP) and other offices lead?

•	 How many joint programs have been submitted to donors for support?

Approach 4: Identify underlying factors contributing to Adolescent Sexual Re-

productive Health outcomes

By directing attention to poor and vulnerable young people and working more closely with 
other UN agencies, the focus for interventions can arise after identifying social and struc-
tural factors related to ASRH. Additional capacity building efforts beyond those discussed 
above can be tailored to the identified interventions.

Health is basically a consequence of economic, social, cultural and environmental determi-
nants and poverty and inequity are strongly related to people’s burden of disease.

The unequal distribution of damaging health experiences is in no sense a natural phenome-
non; together the structural determinants and conditions of daily life constitute the social 
determinants of health (18).

Gender inequity, which is pervasive in all societies, is one such example of a structural 
determinant. Gender biases in access to resources and power, as well as cultural norms, con-
tribute to the ill health of adolescent women and men. Gender inequity influences health 
in various manners: discriminatory feeding patterns, violence against women, inability to 
negotiate sex, lack of decision-making power and unfair division of work, leisure and pos-
sibilities of improving one’s life. Maternal mortality and morbidity remain high in many 
countries and reproductive health services remain hugely unequally distributed within and 
between countries.

One of the main conclusions from the World Health Organization (WHO) Commission 
on Social determinants on Health was to urgently address these root problems and increase 
investments in sexual and reproductive health services and programs, with the end goal of 
universal coverage and rights (18).

As such, there are many opportunities for working on the previously mentioned underlying 
factors. Three inter-related areas are highlighted here:

4.a A human rights approach 

A human rights approach for promoting ASRH is a critical area for attention. The Con-
vention on the Elimination of Discrimination Against Women and the Convention of the 
Rights of Children have been signed by the majority of countries in the region.
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Most countries in the Region have also adopted the following instruments of the Inter-
American System for the Protection of Human Rights (1): 
  

•	 American Declaration of the Rights and Duties of Man
•	 American Convention on Human Rights
•	 Additional Protocol to the American Convention on Human Rights in the Area of 

Economic, Social, and Cultural Rights, or Protocol of San Salvador
•	 Inter-American Convention on the Prevention, Punishment, and Eradication of Vi-

olence again Women (Convention “Belém do Pará”)

Efforts to improve human rights literacy are needed to familiarize country staff, national 
health personnel, UN organizations, civil society and others with the different conven-
tions and protocols, their relevance to health (especially Millennium Development Goals 
[MDG] 3, 4, 5 and 6), standards, mechanisms for accountability and mechanisms for re-
porting non-compliance. ASRH issues are:

•	 discrimination against young people (because of their age) in access to information 
and services;

•	 discrimination against marginalized groups (e.g. out-of-school youth, street children, 
commercial sex workers, migrant workers) in access to services and/or information, 
often due to their lack of connection with established communities;

•	 stigma & discrimination, which blocks access to services for people living with AIDS 
(PLWA), men who have sex with men (MSM), injecting drug users (IDU);

•	 non-consensual sex for married and unmarried young women;
•	 non-consensual sex for young males;
•	 unsafe abortion and
•	 maternal mortality.

Discourse around reproductive rights from the early 1990s clearly draws links between 
women’s health and specific human rights found in internationally agreed declarations, 
covenants, and conventions (19).

4.b Services for young people/primary health care (PHC)

Work with health care authorities and NGOs to improve the quality of services for young 
people is needed. PAHO/WHO has developed a set of tools and protocols that ensure 
that the quality of the services is satisfactory. Young people have many and diverse sexual 
reproductive health needs. Along with gender roles and norms, significant geographical, 
economic, social and educational differences exist, which are in addition to the evolving 
capabilities of young people characteristic of their age. Large numbers of young people 
may be disconnected from their families and communities and many youth are also found 

Gender biases in access 
to resources and power, 
as well as cultural 
norms, contribute to the 
ill health of adolescent 
women and men.
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among groups of the vulnerable and marginalized, e.g. homeless people, commercial sex 
workers, MSM and injecting drug users. 

An often over-looked fact is that many adolescents, especially females, are in long-term 
unions and are often mothers. It appears that in the larger countries, approximately one-
quarter of women aged 15–19 years have begun childbearing; in some priority countries, 
levels are higher. Attention should be given to these young women, who often live in rural 
areas and whose networks of support or (lack thereof ) are different from a young urban 
teenager. 

STI information, diagnosis and treatment services for young men are often missing among 
conventional SRH services that emphasize maternal child health and family planning ser-
vices oriented toward women. Services addressing young men’s health should also be estab-
lished within the norms and protocols of primary health care.

The following areas and dimensions should be considered for providing quality health care 
services:  

•	 Efficiency - Services that provide health care in a manner that optimizes resources and 
avoids wasting them. 

•	 Accessibility - Health care services that take into consideration geographical location 
and financial constraints, and are in an environment that has medical personnel and 
resources available. 

•	 Acceptability/patient-centered care – services that take into consideration the prefer-
ences and wishes of each user and each culture in the community. 

•	 Equality – Services that provide health care where the quality does not vary depend-
ing on personal characteristics, like gender, race, ethnic group, geographical location 
o socioeconomic status. 

•	 Safety – Services that reduce the chance of risk and dangers in caring for the users. 

4.c Gender imbalances

Gender-based attitudes and behavior are powerful social institutions that influence atti-
tudes toward sex and the way people talk about it, sexuality, risk-taking behavior and gen-
der roles. These distinctions place males and females at risk for different reasons. Gender-
based institutions go beyond sexual relations. Due to age and gender-based imbalances of 
power, young people often do not have access to financial resources, are not protected from 
domestic violence and are unable to make decisions regarding their reproductive health.

Generally, knowledge about HIV/AIDS prevention is higher among men than women 
and among people who are economically better off. Women have been found to encounter 
greater difficulty accessing information, care and treatment due to poverty, discrimination, 
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lack of mobility and stigma. Gender-based power imbalances, especially at the household 
level, are significant obstacles to ASRH.

Gender-based violence, including violence between intimate partners, is a factor in the 
spread of HIV. A small number of small-scale studies have found that males are also vic-
tims of coercive sexual activity but prevailing gender norms make it very difficult for them 
to discuss non-consensual sexual activity. Armed conflict is associated with higher HIV 
prevalence, but patterns of transmission differ between males and females. 

In order to improve ASRH, young people themselves must be able to:

•	 recognize when they need to seek out services, 
•	 know where services can be found,
•	 use services when needed and
•	 carry out the advice of health professions to protect their own health.

Gender-based violence, 
including violence 
between intimate 
partners, is a factor in 
the spread of HIV
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Gender-based attitudes and behavior are powerful social institutions that 
influence attitudes toward sex and the way people talk about it, sexuality, 
risk-taking behavior and gender roles.
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Six other areas provide entry points for promoting ASRH. They are presented sepa-
rately here because discussion of them in the main framework of this document 
would have diverted attention from the overall thrust of the earlier recommenda-

tions.

1. Gather information on unsafe abortion
One of the key factors contributing to maternal mortality among young people is unsafe 
abortion. In 2005, it was estimated that 15–19 year-olds accounted for 14% of the Region’s 
unsafe abortions, while 20–24 year-old women accounted for 29% of the total unsafe abor-
tion (20). One can often get a sense of the magnitude of the problem in each country by 
looking at hospital admissions related to incomplete abortions. Local universities are good 
resources for carrying out this type of small research project.  Consideration should be giv-
en to collaboration with NGO’s, such as Ipas, an international organization with a presence 
in Bolivia, Brazil, El Salvador, Mexico and Nicaragua that works for women’s reproductive 
rights to combat abortion-related deaths.

2. Link with alcohol abuse 
There is substantial evidence of the links between sexual risk behavior and alcohol use; this 
is especially apparent among young people. Alcohol use leads to a dangerous combination 
of loss of self control and a diminished ability to comprehend risky situations on the part 
of the drinker (21). Data on young people (in segmented 5-year categories and by gender) 
should be collected.

3. Consider more mass media activities
Levels of illiteracy among young people still remain high in some countries, e.g. Haiti (32% 
males 15–24), Nicaragua (28% males 15–24), Honduras (14% males 15–24), Jamaica (8% 
males 15–24) and Brazil (5% males 15–24) (17)5. Mass media activities should be sup-
ported as this is an excellent way to reach out-of-school young people. Music is a key mode 
of communication and comics, soap operas, helplines and agony aunt columns can also be 
an opportunity to reach young people with limited formal education.   

Other Entry Points

5 http://www.unfpa.org/
worldwide/indicator

Alcohol use leads to a 
dangerous combination 
of loss of self control and 
a diminished ability 
to comprehend risky 
situations on the part of 
the drinker. 



ADOLESCENT and YOUTH Sexual Reproductive Health 

26

4. Increase staff ability to comfortably talk about sexuality
Are staff comfortable talking about adolescent or adult sexuality? Activities for staff might 
help to increase comfort zone with ASRH. Possibilities include:

•	 an informational meeting for parents on the human papillomavirus (HPV) vaccine
•	 an interactive course for parents on how to talk to their children/adolescents about sex 

and relational issues 
•	 an interactive course for parents on substance abuse among young people
•	 staff development around the issue of PLWA.

5. HPV roll-out  
The HPV roll-out provides an excellent opportunity to get ASRH issues on the table, 
particularly in relation to appropriate, acceptable and accessible information and services 
for young people. It is also an opportunity to encourage autonomous decision-making and 
discuss issues related to sexuality.

6. Scaling-up successful projects
There is always a desire to take successful interventions/projects to scale. So many proj-
ect evaluations focus on measuring outputs or looking at whether project objectives have 
been achieved. This does not easily lead to identifying what it was that made the project a 
success. There is a need to identify the social capital factors critical to project success and 
determine how these can be replicated and scaled up. 

There is a need to 
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In September of 2008, the 48th Directing Council of PAHO approved Resolution CE 
142.R18, which endorsed the Regional Strategy for Improving Adolescent and Youth 
Health (1). This strategy calls for member states to effectively and efficiently respond 

to current and emerging needs in adolescent and youth health with specific consideration to 
prevailing inequalities in health status, as well as to strengthen the health system response 
to develop and implement policies, plans, programs, laws and services for adolescents and 
young people.   

The strategy is assembled with information, evidence and knowledge, and rests on the 
following pillars: primary health care, health promotion, social protection and the social 
determinants of health. The strategy calls for an integration of approaches, programs and 
services to tackle health issues of concern and ensure better outcomes. Gender, culture and 
youth are crosscutting perspectives.

This strategy proposes seven lines of action and promotes their systematic and simultane-
ous integration to address the primary causes of mortality and morbidity and fundamental 
adolescent and youth health issues: strategic information and innovation; enabling envi-
ronments and evidence-based policies; integrated and comprehensive health systems and 
services; human resource capacity building; family, community and school-based interven-
tions; strategic alliances and collaboration with other sectors; and social communication 
and media involvement.

A high level of political support for ASRH currently exists, as can be seen by the ministers 
of health and education in 37 countries in LAC meeting in Mexico to state in a declara-
tion the importance of promoting sexual health and the provision of comprehensive sexual 
education in the education system (22). At this meeting, which was held in August of 2008 
before the XVII International AIDS Conference in Mexico City, these ministers pledged 
to implement programs to promote sex education and reproductive health. They also com-
mitted to including comprehensive sexual education in their schools’ curricula as a means 
of preventing unwanted teenage pregnancy and the transmission of HIV/AIDS and STIs 
(23). 

Based on these two landmark resolutions and on lessons learned on this topic, as well as the 
research and information presented in this document, we put forth the following recom-
mendations: 

Recommendations

Gender, culture and 
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1. Improving strategic information and monitoring 
An essential component of tracking progress for ASRH is the availability of good data. We 
propose strengthening the capacity of the countries to generate quality health information 
on adolescent and youth sexual reproductive health and their social determinants, disag-
gregating information by age, sex, ethnicity and socioeconomic level.

The collection, analysis and dissemination of appropriate information will provide essential 
tools to establish priorities and guide the national action plan and programs, including the 
development of policies, planning and evaluation of programs.

This strategic line of action proposes action to:
a) 	Reach consensus on a list of basic indicators, including those related to SRH, that al-

low for the identification of gaps and inequities in adolescent and youth health. These 
indicators will be used for the development of a virtual platform with regional data, 
disaggregated by age (data reported in age groups 10-14, 15-19, 20-24), sex, ethnicity 
and income. The platform could form a regional observatory on adolescent and youth 
health, including ASRH.

b)	 Support the countries to build capacity to: strengthen their national health information 
systems, develop an Adolescent Health Information System (AIS) that incorporates 
ASRH and to monitor and evaluate the quality, coverage and cost of national adolescent 
and youth health programs, health services and other interventions, and to align efforts 
with PAHO and other global work in progress in the topic.

c)	 Promote the analysis, synthesis and dissemination of integrated information from dif-
ferent sources on the state of ASRH and social determinants at the national and region-
al levels so that national collaborators can easily see regional age and gender differences. 
Likewise, a timely report back system should be established. Data quality improves 
when those providing data (e.g. provinces, districts, units) receive information that al-
lows them to compare their results with others. 

d)	 Support regional and national research on the impact of new and innovative methods to 
improve ASRH and to disseminate effective interventions and best practices.

2. Enabling environments and evidence-based policies 
We recommend promoting and securing the development of enabling environments and 
the implementation of effective, comprehensive, sustainable and evidence-based polices on 
ASRH by:
a) 	Establishing public policies that support a better state of health for young people, 

emphasizing action among the most vulnerable youth and based on WHO and PAHO 
resolutions and their recommendations. These policies should guarantee specific budget 
allocation for adolescent and youth health, including ASRH, and allow for the follow-
up of commitments and ensure accountability.

b)	 Developing, implementing and complying with evidence-based policies and programs 
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in a manner consistent with the UN Convention on the Rights of the Child and the 
UN/OAS human rights instruments.

c)	 Advocating for environments that promote health and development among young 
people, with an emphasis on ASRH, considering social determinants of health and the 
promotion of health and secure communities.

ASRH issues need to be raised systematically, consistently and frequently; for example, 
young people should be included when support is given to countries that are developing 
a policy of universal access in SRH. Similarly, when applying a rights-based approach, 
the rights of young people need to be emphasized and protected. And, in the case of pay-
ment systems for health care financing, the full range of SRH services (e.g. contracep-
tive services including emergency contraception, voluntary counselling and testing [VCT], 
post-abortion care, first level and referral delivery services) should be covered for all family 
members. 

However, promoting ASRH requires more than being prepared to enter policy discussions 
should issues related to ASRH arise. ASRH is not a priority for most governments and 
“solid evidence” is seldom sufficient to get a topic into national plans and programs.  Deci-
sions to progress or not to progress ASRH are the result of the push and pull of several 
factors.

Cases of human rights abuses can be highlighted and work is required to hold govern-
ments accountable for not ensuring human rights for poor and young people. This involves 
making “evidence” available to other groups for use in their lobbying efforts and working 
actively with organizations seeking to improve ASRH, e.g. targeting capacity-building ac-
tivities toward organizations that seek to hold governments accountable for human rights 
abuses. Non-government organizations are especially effective in this area. Increasing their 
understanding of ASRH issues can help to ensure that suitable and sensitive components 
are incorporated at policy, program and project levels. 

Because the policy environment is different in each country, more general questions regard-
ing the role of “evidence” can be posed, such as, “How can evidence be used to influence 
government decision-making?” “How useful is evidence in the face of weak government?” 
“How can evidence influence policy and practice in the face of weak national capacity re-
garding adolescent health?” and “How can ASRH be promoted when some member states 
have a non-evidence based approach?”

A Strengths, Weaknesses, Opportunities, Threats (SWOT) Analysis around ASRH at 
country level may be useful. Another tool to help get ASRH on the agenda would be soft-
ware such as “Policy-maker” (24). 
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Support for the development and revision of current policies and legislation in priority 
health topics for young people, especially in those that have an impact on health service 
access, is also necessary.

3. Integrated and comprehensive health systems and services
The effective extension of social protection should be supported. Adolescent and youth 
health promotion, prevention and care require primary-level health care services based on 
quality standards and best practices. We propose to: 
a) 	Integrate services with referral and counter-referrals between the primary, secondary 

and tertiary levels.
b)	 Increase access to quality ASRH services with the development of quality standards of 

care and ensure availability of critical public health supplies.
c)	 Develop models of care, including alternative and innovative service provision that can 

increase access, such as mobile clinics, health services linked to schools and pharmacies, 
among others.

d)	 Conduct studies on the availability, utilization and cost of ASRH services.

4. Human resources capacity building
Support for the development and strengthening of human resource training programs in 
ASRH, especially those in health sciences and related fields, is needed in order to develop 
policies and programs for adolescent and youth health promotion, prevention and care.

Health and service providers (for example, school and university teachers and community 
health promoters, among others) are instrumental to improving ASRH and therefore mul-
tidisciplinary teams are required.  

We propose to: 
a) 	Develop and implement training programs in the health and development of adoles-

cents and youth, especially ASRH, at the undergraduate and graduate levels and in-
service, with the use of new technologies, such as e-learning platforms, and including 
key topics such as the dissemination and clarification of the UN Convention on the 
Rights of the Child and the previously mentioned UN/OAS human rights instruments 
with regard to issues like confidentiality, privacy, informed consent, equal protection of 
the law and non-discrimination in the context of cultural diversity.

b)	 Include the topic of ASRH in curricula for health and education professionals.
c)	 Advocate for the capacity building of primary health care providers using evaluated 

courses in comprehensive adolescent health supported by PAHO and currently avail-
able on diverse e-learning platforms. 

d)	 Incorporate current scientific evidence on young people and the topic of monitoring 
and evaluating programs in available e-learning courses and others.
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5. Family, community and school-based interventions
It is necessary to develop and support ASRH promotion and prevention programs with 
community-based interventions that strengthen families, include schools and encourage 
participation. Behavior change in adolescents and youth is influenced by the environment 
in which they live, study and work. A favorable family environment is essential to achieve 
sexual health. We propose to:
a) 	Develop and disseminate evidence-based tools that help strategic actors in interven-

tions that strengthen the family; for example, the evaluated PAHO program “Strength-
ening families with adolescent children with love and limits.”

b)	 Support community mobilization to change institutional policies and to create com-
munities that are favorable to youth development and health.

c)	 Develop tools to promote the meaningful participation and empowerment of adoles-
cents and youth and their communities, starting with the identification of their strengths 
and weaknesses to effectively contribute to the decision-making process to the design 
and implementation of programs that affect them.

d)	 Improve the relationship between the health and education sectors to develop compre-
hensive ASRH education and to monitor and evaluate their impact. As part of building 
alliances between strategic partners in promoting ASRH, strengthening the connec-
tions with educational sector is of utmost importance in order to promote comprehen-
sive sexual education and adolescent health, which can both delay sexual intercourse in 
non-sexually active students and increase contraceptive use in those that are sexually 
active (25). Bearinger et al recommend that health officials and policy makers consider 
curriculum-based programs as an important component of efforts to achieve regional 
and national goals for preventing STIs, including HIV, and early pregnancies. The rec-
ommendation was made after a review of the effect of 85 evaluated school-based sex 
education programs in developed and developing countries (26). 

 
6. Strategic alliances and collaboration with other sectors
The implementation of ASRH programs requires concerted action on the part of multi-
ple partners and strategic actors from different sectors. Furthermore, it requires action at 
various levels of government, from NGOs, multilateral organizations and the local level, 
among others. 

Therefore, we recommend to:
a) 	Develop integrated and coordinated actions between the health sector and with strate-

gic partners at the regional, national and local levels; for example: government entities 
(education, judicial system, labor, public security, housing services, environment, among 
others), private organizations, universities, media, civil society, youth organizations, 
faith-based organizations and communities (including teachers, parents and young 
people).

b)	 Increase and strengthen adolescent and youth interagency programs between and among 
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UN agencies and organs and agencies of the Organization of American States (OAS).
c)	 Establish mechanisms for south-to-south cooperation and to share best practices and 

lessons learned in the region.

7. Social communication and media involvement 
Support for the inclusion of social communication interventions and innovative technolo-
gies in national adolescent and youth health programs and ASRH plans, programs and 
services is necessary.

The mass media and new technologies have a significant impact on the health of adoles-
cents and youth. It is essential to work with mass media to promote a positive image of 
adolescents and youth and to incorporate new technologies in health promotion.

We propose action to:
a) 	Promote positive images, values and behaviors regarding adolescent sexual health.
b)	 Strengthen countries to use social communication techniques and new technologies to 

increase access to sexual and reproductive health interventions and services.
c)	 Support the generation of evidence in this topic, especially in the use of new technolo-

gies and their impact on health.

The implementation of these recommendations is a huge challenge, that will require po-
litical commitment, resource mobilization and integration with close collaboration among 
UN agencies and stakeholders.  n
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