
to pass on crucial knowledge to their children. The dis-
comfort many parents feel about talking to their children
about sexuality further impedes their ability to provide
guidance.

EARLYMARRIAGEANDSEXUALACTIVITY

Early marriage and early marital sexual activity present re-
productive health risks for young women. Early marriage
can lead to pregnancies that put young women at risk for
obstetric fistulae,14 and can be a risk factor for HIV infec-
tion.*15 The risks for young girls conferred by early mar-
riage may involve older male partners—who have often
been sexually active for many years—“bringing” HIV to the
marriage. Thus, evidence suggesting that age at marriage
is rising in most developing country settings16 is welcome;
not so welcome, however, is evidence that the proportion
of young people engaging in premarital sexual activity is
also increasing.17

Adolescent sexual activity, within or outside of mar-
riage, can lead to negative reproductive health outcomes.18

Unprotected sexual activity can expose young women to
the risks of unintended pregnancy, unwanted childbear-
ing and abortion, as well as HIV and other STIs. In addi-
tion to being a human rights concern, coerced or unwant-
ed sex is associated with these same adverse reproductive
health outcomes.19–23 Findings from a nationally repre-
sentative sample of females aged 13–24 in Swaziland, for
example, indicated that 33% had experienced sexual vio-
lence before the age of 18.24 This prevalence falls within
the reported range for other Sub-Saharan African coun-
tries.25 Sexual coercion has also been reported by boys in
Africa26 and other developing country settings.27

The outcomes related to early sexual activity are not just
health-related and are often complex. For example, at least
in some settings, adolescents who stay in school longer are
less likely to engage in sexual risk behaviors.28 It is unclear,
however, whether adolescents who stay in school are less
likely to engage in risky sex or whether sexually active ado-
lescents who engage in risky sex are more likely than
others to drop out of school, and are missed in school-
based studies.

In some settings where premarital sex is taboo, sexual
activity may be distracting or provoke negative responses
from teachers, adversely affect school performance and
lead to dropout.29 Moreover, sexual activity may result in
adolescent pregnancy and birth, and thereby lead to
school dropout or expulsion, since the school policy in
many developing countries is unfriendly to pregnant
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Today there are more than one billion 10–19 year olds,1

70% of whom live in developing nations.2 They are grow-
ing up in circumstances quite different from those of their
parents, with greater access to formal education, increas-
ing need for such technological skills as computer and in-
ternet literacy, different job opportunities, and more ex-
posure to new ideas through media, telecommunications
and other avenues.2

The environment in which young people are making
decisions related to sexual and reproductive health is also
rapidly evolving. Rates of sexual initiation during young
adulthood are rising or remaining unchanged in many
developing countries,3,4 childbearing and marriage are in-
creasingly unlinked,5 and in many countries, high HIV
prevalence adds to the risks associated with early sexual
activity.6,7 For example, in all but a few countries in Sub-
Saharan Africa, AIDS is a generalized epidemic. Young peo-
ple are disproportionately affected, accounting for almost
two-thirds of the people living with HIV in the region.
Moreover, the prevalence of HIV among adolescents is
higher in Sub-Saharan Africa than in other parts of the
world.8

Because most youth obtain at least some education,9

particularly with the international recognition of the im-
portance of schooling (e.g., the Millennium Development
Goals), school-based programs appear to be a logical
choice for sexual and reproductive health education. How-
ever, according to recent reviews of school-based HIV in-
terventions, such programs have had mixed results.10–12

In addition, such interventions miss adolescents who are
not in school. At the same time, the provision of compre-
hensive sexual and reproductive health interventions in
developing countries has been impeded by ideologically
driven restrictions.13 Many community-based programs
have had to focus on HIV prevention rather than compre-
hensive sexual and reproductive health, again because of
funding restrictions.

Another potential avenue for improving sexual and
reproductive health outcomes for young people is parent-
child communication. However, most of today’s parents
were not taught about sexual and reproductive health by
their own parents or even in school, leaving them unable
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among women in Cameroon, Journal of Biosocial Science, 2008,
40(5):743–760; and Bongaarts J, Late marriage and the HIV epidemic in
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59Volume 35,Number 2, June 2009

cratic Republic of Congo, Madagascar, Mozambique and
Zambia are nonmarital; while in the rest of Sub-Saharan
Africa and Latin America, nonmarital pregnancy rates are
below 10%.16

Adolescents have unprotected sex for a multitude of rea-
sons. Within or outside of marriage, young women may
feel pressure to prove their fertility. Other young people
may engage in unprotected sex because they have not con-
sidered contraception,38 fear possible side effects,39 are
misinformed about the risk of pregnancy or STIs posed by
unprotected sex40 or are more concerned with the safety
of condoms than the safety of an unintended pregnancy.41

ADOLESCENTHIGH-RISKBEHAVIORSANDHIV

Young women are less likely than young men to engage in
high-risk sexual behaviors. In Sub-Saharan Africa, among
young men who had ever had sexual intercourse, more
than 20% of them had had multiple partners in the past
12 months, compared with fewer than 10% of young
women. Although data are more limited for Latin Ameri-
ca, 5% of women or fewer report multiple partners except
in Colombia, where 8% of women report multiple part-
ners in the past year. In contrast, 19% of Guyanese men,
and more than 30% of Bolivian and Dominican men, re-
port multiple partners.16

Evidence from Sub-Saharan Africa and Latin America
suggests that condom use at last sex has increased among
adolescents,17 but levels of use are still not sufficient to
substantially reduce the spread of HIV.5

ENHANCINGCOMMUNICATION:

EVIDENCE FROM INTERVENTIONS

Today’s adolescents will determine the social fabric, eco-
nomic productivity, and reproductive health and well-
being of nations throughout the world in the coming
decades. Worldwide, a variety of programs have tried to
address the sexual and reproductive health needs of ado-
lescents. Communications and other interventions de-
signed to improve the sexual and reproductive health of
adolescents need to respond appropriately to the chang-
ing global context.

A systematic review of school-based sexual health inter-
ventions in Sub-Saharan Africa found only 12 articles meet-
ing its criteria for inclusion, reflecting limited evidence of
evaluation of school-based programs.10 In terms of impact,
most interventions led to an improvement in knowledge,
attitudes and intentions, but few found evidence of lasting
behavioral changes.10 In a school-based intervention in
Thailand, secondary students who were exposed to a com-
prehensive sex education program had greater knowledge
than other students, and were more likely to intend to
refuse sex and to decrease frequency of sex, but no change
was seen in consistent condom use.42 In Nigeria,43 a ran-
domized school-based intervention with nurses led to more
favorable attitudes toward HIV prevention measures
among students. A study in the Dominican Republic
showed that adolescents who received sex education had

adolescents. (Nevertheless, when pregnant girls leave
school, pregnancy may not be the primary reason.30) Thus
teenage sexual activity—whether or not it leads to preg-
nancy or birth—may have a negative impact on young
women’s future educational attainment through school
dropout. Marriage may also lead to school dropout, even
if the young woman does not become pregnant.31

Most men and women become sexually active during
adolescence.32 Recent evidence from the Demographic
and Health Surveys and the AIDS Indicators Surveys16

show that median age at first sex among 20–24-year-old
women ranges from a low of 16 years or younger in Chad,
Mali and Mozambique to a high of 19.6 in Senegal. Over-
all, the median age in the rest of Sub-Saharan Africa is
about 18.5 years. Among young men of the same age-
group in Sub-Saharan Africa, the median age at first sex
ranges from a low of 16.9 in Mozambique to a high of 19.6
in Ghana. Other recent studies show even younger medi-
an ages of first sex in some countries in Sub-Saharan
Africa.33,34 The pattern of age at sexual debut in Sub-
Saharan Africa generally contrasts with that in other parts
of the developing world. In Latin America and the
Caribbean, half of young women were between 18 and 19
at first sex. Limited data are available for men’s age at sex-
ual debut, but in Bolivia, Guyana and the Dominican
Republic men were younger than women at first sex.16

Physical maturation occurs earlier in young women
than in young men, but psychological and emotional
readiness for the potential consequences of sexual activi-
ty occur much later than menarche. In some settings,
young men have sex before reaching physical maturity;
doing so is often related to engaging in high-risk or harm-
ful behaviors.18

ADOLESCENTCONTRACEPTIVEUSEANDPREGNANCY

Use of modern contraceptives, particularly among mar-
ried youth in Sub-Saharan Africa, is very low—women who
are married, even as adolescents, are expected to have chil-
dren right away. In many developing country settings, par-
ticularly Sub-Saharan Africa, women’s gender identities
and social status are tied to motherhood35 and childless-
ness is highly stigmatized.36,37

Among unmarried sexually active adolescents in Sub-
Saharan Africa, contraceptive use ranges from a low of 3%
in Rwanda to a high of 56% in Burkina Faso.16 Unmet
need for contraception, or nonuse of methods despite the
desire to limit births or delay them for at least two years, is
high among unmarried adolescents in Sub-Saharan Africa
(more than 40% in most countries). In comparison,
10–31% of unmarried adolescents in Latin America are
considered to have unmet need.16

As expected, unmet need among married adolescents
is lower, but still substantial.10 Recent evidence suggests
that in Sub-Saharan Africa, and in South and South East
Asia, more than 20% of 15–19-year-old women have been
pregnant; although a majority of these women are married,
more than 10% of adolescent pregnancies in the Demo-
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higher rates of condom use and more knowledge of HIV
than those who did not,44 while studies in Mexico found
that a school-based intervention led to more positive norms
related to HIV-preventive behaviors.45,46

Community-based sex education interventions have
also shown mixed results. In a cluster-randomized study
in South Africa, the incidence of herpes simplex infection
was lower among youth who received a 50-hour program
than among those who did not, but the incidence of HIV
was not. Males reported lower rates of transactional sex,
but females reported increased rates.47 In Taiwan, in con-
trast, a 48-month community program to promote con-
traception showed a positive, but limited impact on con-
traceptive adoption among unmarried youth.48 A recent
review including developing and developed nations found
that peer-led sex education interventions had a limited im-
pact on condom use, pregnancy or getting a new sexual
partner.49

Several recent studies have examined the impact of par-
ent-child communication, but only one evaluated the im-
pact of parent-child communication about sex on adoles-
cent outcomes in developing countries. Conducted in
South Africa, this study showed that women who were
part of a multifaceted intervention were more likely than
those who were not to report communication with their
children and other members of their household about is-
sues related to sex and condom use, rather than just about
the dangers of sex.50 A study in Ghana showed that school-
going youth who reported parent-child communication
about HIV/AIDS were more likely to have used condoms
at last sex, but communication was not associated with
onset of sexual activity.51 A longitudinal study of 12–14-
year-old virgins in Tanzania showed that 27% reported
talking to their parents about sex and HIV, but that these
discussions were not associated with the timing of sexual
initiation. Interestingly, however, communication with
teachers was associated with delayed sexual initiation.52

In some developing country settings, parents were among
the most utilized53,54 or preferred sources of sexual and re-
productive health information.55

FUTURE STEPS INRESEARCHANDPROGRAMS

In many settings, high rates of HIV prevalence, along with
early sexual debut and multiple partnerships, have led re-
searchers to conclude that there is a need for sexual and re-
productive health education comprising more than mes-
sages promoting abstinence.5,56,57 Well-designed impact
evaluations are needed to provide evidence about the qual-
ity and content of interventions. Many of the adolescents at
greatest risk are missed by school-based programs because
they are no longer in school.5 Therefore, it is important to
target both in-school and out-of-school youth. In addition,
research on the impact of parent-child communication
needs to examine concordance between what parents be-
lieve they are saying to their adolescents and what mes-
sages and information adolescents are receiving from these
interactions. Finally, carefully collected longitudinal data

are needed, because programs may be initiated after sexual
activity has begun—leading to incorrect assumptions that
programs increase adolescent risk behavior.

Gaps still exist within programs that target both knowl-
edge and behavior change in the sexual activities of ado-
lescents. Programs need to go beyond HIV and focus on
broader topics in sexual and reproductive health—cur-
rently, in many programs, other STIs and pregnancy
prevention are conspicuously absent. In addition, gender
differences need greater attention. Given gender differ-
ences in behavior as well as in some of the consequences
of sexual activity, communication from any reliable source
on sexual and reproductive health needs not only to be
gender-sensitive, but to empower adolescents, particular-
ly young women, to negotiate behavior on the basis of
accurate information.32

After years of funding being limited to abstinence-only
education,58 scientific evidence on whether educating ado-
lescents about sexual behavior, contraception and STIs in-
fluences young people to engage in high-risk sexual be-
haviors is finally being considered. It is evident that neither
the abstinence-only nor the ABC (abstinence, be faithful,
use condoms) focus of the last few years has brought about
the desired outcomes for adolescent sexual and reproduc-
tive health. Given that no single educational or communi-
cation program appears to lead to lasting behavior change,5

a stronger focus on behavior is crucial.
With the largest cohort of young people in history, it is

essential to continue to carefully design interventions and
review their impact to assure that adolescents have the
tools to make informed and healthy choices concerning
their sexual and reproductive health.
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