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Handout for module A m INTRODUCTION

This handout provides information to complement the material covered in the module Introduction
to the Orientation Programme (OP) on adolescent health. The facilitator may refer to the text in
this handout during the sessions and you may be asked to read some extracts.

References are included at the end.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. Overall aim of the Orientation Programme A-5
2. Expected outcomes of the Orientation Programme A-5
3. Intended participants A-5
4. Orientation Programme modules A-6
5. Methodology A-7
6. References A-8
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1. OverALL AIM OF THE ORIENTATION PROGRAMME

To introduce and orient health-care providers to the special characteristics of adolescence and the
appropriate approaches to address selected priority health needs and problems of adolescents.

This aim will be achieved through a series of core and optional modules. While organizations,
institutions and other entities that wish to implement the Orientation Programme are required to
conduct all core modules, the optional modules can be selected according to local needs and
priorities.

2. ExpPeCTED oUTCOMES OF THE ORIENTATION PROGRAMME

It is expected that at the end of the programme, the participants will:

= Be more knowledgeable about the characteristics of adolescence and adolescent development
= Be more sensitive to the needs of adolescents

= Be better-equipped with information and resources

= Be better able to provide adolescent-friendly health services

= Have prepared a personal plan indicating the changes they will make in their work.

WHAT DOES THE ORIENTATION PROGRAMME NOT DO?

The Orientation Programme is not designed to develop improved clinical or counselling skills in
adolescent health service provision.

3. INTENDED PARTICIPANTS

The Orientation Programme has been developed to address the needs of health-care providers in
their work with adolescents. Adolescents can be participants in the Orientation Programme and
their inclusion will ensure that their point of view is heard. Representatives from other relevant
professional groups (e.g. youth workers, social workers, psychologists, nutritionists and teachers)
are also invited to participate in the programme to give it a multisectoral perspective.
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4. ORIENTATION PROGRAMME MODULES

Figure 1 shows the core and optional modules which have been prepared. All participants in the
Orientation Programme must follow the core modules, and the programme organizers will decide
which of the optional modules will be used, based on local needs and resources.

FIGURE 1
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5. MEeTHODOLOGY

The teaching and learning methods used throughout the Orientation Programme are participatory
and appropriate to working with adults who always bring a wealth of personal experience to any
learning event. It is recognized that the main group of intended participants already have extensive
clinical and/or other experience of working with adolescents and adolescent health issues.

A participatory approach enables the individual to draw on his/her own experience and learn in
an active way. It also enables a more equal relationship between participants and facilitators than
is possible in the more conventional trainer-learner or teacher-student approaches.

The Programme uses a range of methods and approaches, from direct input in the form of short
mini lectures to problem-solving in small groups and role play sessions.

Ground rules for participatory learning

Experience has taught us that it is sometimes necessary to establish some ground rules when
using participatory approaches. The following are some examples of such rules:

. Treating everyone with respect at all times, regardless of gender, age or cultural differences;

= Ensuring and respecting confidentiality so that facilitators and participants are able to discuss
sensitive issues (such as those relating to sexual and reproductive health, mental health and
substance use) without fear of repercussions;

= Agreeing to respect and observe time-keeping and to begin and end the sessions on time;
= Making sure that everyone has the opportunity to be heard;

= Willing to accept and give critical feedback;

=  Drawing on the expertise of other facilitators and the participants in difficult situations.

Adherence to these rules will help to ensure an effective and enjoyable learning environment.
Visualization in Participatory Programmes (VIPP) methods

The Orientation Programme also uses Visualization in Participatory Programmes (VIPP) methods
(1, 2). VIPP is a people-centred approach to planning, training, and other group events. It combines
techniques of visualization with methods for interactive learning. Central to VIPP is the use of a
large number of multi-coloured paper cards of different shapes and sizes on which you express
your key ideas in letters or diagrams, large enough to be seen by the whole group. Using this
method, everyone takes part in the process; even participants who are shy or hesitate can find a
means of expression. Those who might normally dominate the group are required to let others
have a say.

Some rules for card-writing so that VIPP will be successful:

= Write only one idea per card

= Write a maximum of three lines on each card

= Use key words

= Write large letters in both upper and lower case

= Write legibly

= Use different sizes, shapes and coloured cards to creatively structure the results of discussions
= Follow the colour code established by the facilitator for different categories of ideas.
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VIPP cards can be used in plenary sessions or small groups for you to put down your responses to
a question. The use of cards enables the responses to be organized in a logical way and to show
areas of consensus and disagreement.

6. REFERENCES

1. VIPP (Visualization in Participatory Programmes): A manual for facilitators and trainers involved in
participatory group events. UNICEF, Bangladesh, 1993.

2. Games and exercises. A manual for facilitators and trainers involved in participatory group events.
Visualization in Participatory Programmes (VIPP). UNICEF Eastern and Southern African
regional office, Nairobi and UNICEF headquarters, New York, 1998.
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This handout provides information to complement material covered in the module Meaning of
adolescence and its implications for public health. The facilitator may refer to the text in this handout
during the sessions and you may be asked to read some extracts.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. Definitions of the term “adolescence” and of the age groups “young people”,

“adolescents” and “youth” B-5
2. Global demographic and socio-economic information on adolescents B-6
3. The nature and sequence of changes during adolescence B-8
4. Global magnitude of selected priority health problems affecting adolescents B-9
5. Why invest in adolescent health and development? B-15
6. Guiding principles and a conceptual framework for promoting and protecting

adolescent health and development B-16
7. References B-19
Annex 1. Spot checks. Session 1 — Activity 1-2 B-21
Annex 2. Group exercise. Session 3 — Activity 3-2 B-25
Annex 3. Group exercise. Session 4 — Activity 4-2 B-29

Annex 4. Examples of letters. Session 5 — Activity 5-1 B-33
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1. DEFINITIONS OF THE TERM “ADOLESCENCE’’ AND OF THE AGE
GROUPS ““YOUNG PEOPLE”’, “ADOLESCENTS”’ AND ““YOUTH”

Adolescence

Adolescence has been described as the period in life when an individual is no longer a child, but
not yet an adult. It is a period in which an individual undergoes enormous physical and
psychological changes. In addition, the adolescent experiences changes in social expectations and
perceptions. Physical growth and development are accompanied by sexual maturation, often leading
to intimate relationships. The individual’s capacity for abstract and critical thought also develops,
along with a sense of self-awareness when social expectations require emotional maturity. It is
important to keep this in mind for a more complete understanding of the behaviours of adolescents
as you read through this handout.

Age groups

WHO defines adolescents as individuals in the 10-19-year age group and “youth” as the 15-24-
year age group. These two overlapping age groups are combined in the group “young people”,
covering the age range 10-24 years (I).

WHO clearly recognizes that “adolescence” is a phase rather than a fixed time period in an
individual’s life. As indicated above, it is an phase of development on many fronts: from the
appearance of secondary sex characteristics (puberty) to sexual and reproductive maturity; the
development of mental processes and adult identity; and the transition from total socio-economic
and emotional dependence to relative independence.

It is important to note that adolescents are not a homogeneous group. Their needs vary with their
sex, stage of development, life circumstances and the socio-economic conditions of their
environment.
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2. GLOBAL DEMOGRAPHIC AND SOCIO-ECONOMIC INFORMATION ON
ADOLESCENTS

Population

There are more than 1.1 billion adolescents worldwide today — that is, one in every five people on
the planet is aged between 10 and 19 years. Approximately 1.5 billion of today’s world population
are young people between 10 and 24 years old; 85% of them live in developing countries (2, 3).
Table 1 shows the global and regional distribution of adolescent populations.

TABLE 1
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Education

Formal education is of great importance for the development of adolescents. Schools provide an
environment for acquiring knowledge, and for building literacy, numeracy, and thinking skills.
Education is a vital tool for socio-economic development (through improved economic opportunities
available to those who are educated) and also for its positive impact on health. Schools are a
major source of education and guidance on specific health issues and, in addition, offer a setting
for the provision of health screening and health services. National policies and the available
resources determine whether schooling for adolescents is obligatory and accessible. Adolescents
in developing countries have fewer opportunities for education than their counterparts in developed
countries, and girls have fewer opportunities for schooling than boys. In the least developed
countries, only 13% of the girls and 22% of the boys enrol for secondary education (4).
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Employment

Many adolescents do not complete their secondary school education. A substantial proportion
seeks work in the informal sector. Worldwide there are an estimated 73 million adolescents aged
between 10 and 14 years who work under conditions that are detrimental to their health (5). In
addition, throughout the world many millions of adolescents live and work on the streets, putting
them at a high risk of sexual abuse and/or substance use (6) and injuries.

It has been estimated that between 1970 and 2025 the urban adolescent population in developing
countries will grow by 600% (7). The projected rapid growth in the number of adolescents living
in economically deprived urban areas poses considerable challenges to governments and civil
society.

Poverty

Despite many development gains in the last century, both absolute and relative poverty continue
to increase in many parts of the world. Although poverty affects all age groups, it brings particular
risks to the health and development of adolescents. For instance, the pressure to earn a living at
a young age could hinder their ability to stay in school and gain a proper education, and could
also expose them to exploitation and abuse by unscrupulous adults.
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B-8

3. THE NATURE AND SEQUENCE OF CHANGES DURING ADOLESCENCE

Adolescence is characterized by a rapid rate of growth and development. During this period the
body develops in size, strength and reproductive capabilities, and the mind becomes capable of
more abstract thinking. Social relationships move from being centred on the family base to a
wider horizon in which peers and other adults come to play significant roles in the adolescent’s
life. It is also a time when new skills and knowledge are acquired and new attitudes are formed.

Although the decade of life from 10 to 19 years provides a time-bound definition of adolescence,
it is important to realize that the changes occurring during this period may not correspond neatly
with precise ages. This is because of variations in the onset and duration of changes between
individuals. Moreover, this period of transition is perceived differently by different cultures; its
perception is clearly mediated by social, economic and cultural factors. Hence, the experience of
adolescence differs among individuals and by sex in any given society, and by varying conditions
and circumstances such as disability, illness, socioeconomic status and poverty (§).

Peak rates of growth and development during adolescence are exceeded only by those during
foetal life and infancy. However as indicated above, in comparison with infancy and early childhood,
there is much greater individual variation both in the timing of developmental milestones, and in
the degree of changes in rates of growth (9).

Adolescence is sometimes divided into early, middle and late periods, which are respectively the
10-14, 15-17 and 18-19-year age groups. These periods roughly correspond with the phases in
physical, social and psychological development in the transition from childhood to adulthood
(Table 2). While these stages are not universally accepted, and vary as above, they provide a basic
framework to understand adolescent development.
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4. GLOBAL MAGNITUDE OF SELECTED PRIORITY HEALTH PROBLEMS
AFFECTING ADOLESCENTS

Most adolescents are healthy — that is, they show lower levels of mortality and morbidity compared
to children and adults. Most adolescents also believe that they are healthy. For instance, a study
of almost 16,000 adolescents conducted in nine countries in the Caribbean found that 80% of
the adolescents surveyed considered themselves healthy and 88% felt comfortable about their
appearance. Two-thirds of them had not had sexual intercourse, and 89% did not use alcohol and
other psychoactive substances. The majority liked school (94%) and got along with their teachers
(96%), and felt that their parents and family members cared about them (11).

There is growing recognition, however, that some adolescents do in fact develop health problems,
and in addition many more adopt unhealthy behaviours that lead to health problems in their
adult lives. The health problems and problem behaviours affecting young people in developing
countries have been classified by WHO (Table 3).
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Studies suggest that there are significant sex differences in adolescent morbidity and mortality
rates. Boys worldwide have higher rates of morbidity and mortality from injuries due to inter-
personal violence, accidents and suicide, while adolescent girls have higher rates of morbidity and
mortality related to sexual behaviour (12).

Attempts have been made to quantify the burden of morbidity and mortality among adolescents,
using the measure Disability-Adjusted Life Years (DALYs). Box 1 contains a brief explanation of

the term and provides estimates of the burden of disease among young people.
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BOX 1
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Attempts have also been made to estimate the contribution of selected risk factors to the global
burden of disease. Figure 1 contains estimates of the contributions made by unsafe sex, use of
alcohol, tobacco and other substances, and physical inactivity — all risk behaviours established
during adolescence — to diseases, disability and death both during adolescence and beyond.

FIGURE 1
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Drawing upon data from around the world, a list of “priority” health problems affecting adolescents
has been developed (Box 2). Each of the problems on the list meets the following three criteria.
Firstly, they cause mortality or morbidity either during the adolescent period, or in later life as a
result of behaviours initiated during this period. Secondly, they cause significant levels of mortality
and morbidity. Thirdly, many of these health problems and problem behaviours are inter-related.
For instance, substance use is associated with depressive states, and alcohol use is associated with

road traffic accidents.
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Intentional and unintentional injuries

Unintentional injuries are the leading cause of death among young people, especially traffic
accidents. Of the estimated 195,000 adolescents killed each year in traffic accidents, more than
60% are boys (WHO GPE 2000). Many of these traffic accidents are related to the use of alcohol
and other psychoactive substances. For every young person killed in traffic accidents, an estimated
10 more are seriously injured or maimed for life.

Interpersonal violence is a form of intentional injury, which is increasing among young people,
with girls especially being victimized (15). Although boys are far more likely than girls to be
perpetrators of violence, research is now showing that boys are also victims of violence.

Data on the incidence of sexual violence and rape are not well-established. A review in 1994
confirmed that rape is not rare. Data from legal statistics and rape crisis centres show that a high
proportion of rape victims in many developing countries are under 15 years of age and that most
perpetrators are known to their victims (16). Sexual abuse of girls and boys is an even more
widespread problem, with three times as many girls as boys being affected.

Sexual and reproductive health — consequences of unsafe sex

Adolescence is a time for sexual exploration and expression. For many adolescents sexual relations
begin in adolescence, in or outside of marriage. The consequences of unprotected sex in adolescents
include too early and unwanted pregnancy, and sexually transmitted infections, including HIV.

When adolescents become pregnant, especially in early adolescence, they are at risk of complications
both during pregnancy and during delivery. Moreover, the risk of mortality and morbidity is
higher in infants born to adolescent mothers, than for older women.

Lack of knowledge and skills, poor access to contraceptive methods including condoms, as well as
vulnerability to coerced sex puts adolescents at high risk of unwanted pregnancies and infections.
Further, a range of obstacles to their utilization of health services may make it difficult for them
to obtain the advice and health services they need (17).

Unwanted pregnancy is often seen only as a problem for adolescent girls, but recent research
shows that adolescent fathers face some of the same issues that young mothers face: too-early role
transition from adolescent to parent; social isolation; unstable relationships; and social and family
opposition to their involvement as fathers.
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In developing countries, maternal mortality in girls under 18 years of age is two to five times
higher than in women aged 18-25 years (I8, 19). Worldwide, more than 13% of all births are to
women 15-19 years old. There are however considerable variations both between and within
countries (20). Adolescent mothers in many developing countries face many health and social
problems.

Unsafe abortions in adolescents are estimated at 2,5 million a year, representing 14% of all unsafe
abortions. A further 4,8 million (or 26%) unsafe abortions take place in young women 20-24
years old (WHO, RHR, 2002).

Every year, more than one out of 20 adolescents will contract a curable sexually transmitted
disease (STD), not including viral infections (22), and every year a third of the estimated 333
million new STDs occur in young people under 25 years (23).

HIV/AIDS

The HIV/AIDS pandemic is one of the most important and urgent public health challenges facing
governments and civil societies around the world. Adolescents are at the centre of the pandemic
both in terms of its spread, and in terms of the potential for changing the attitudes and behaviours
that underlie this disease.

An estimated 30% of the 40 million people living with HIV/AIDS (i.e. 10.3 million) are young
people aged 15-24, and half of all new infections — over 7000 daily — occur among young people
(17). The vast majority of young people who are HIV-positive do not know that they are infected,
and few young people who are engaging in sex know the HIV status of their partners.

Young people are vulnerable to HIV because of risky sexual behaviour, substance use, and their
lack of access to HIV information and prevention services. Many young people do not believe
that HIV is a threat to them, and many others do not know how to protect themselves from HIV.

Substance use

Harmful substance use (tobacco, alcohol and illicit substances) will increase the risk of cancers,
cardiovascular diseases, and respiratory illnesses later in life (15).

If tobacco use begins at all, it usually begins in adolescence; few people begin to smoke regularly
after the age of 18 (3). Alcohol is the most common element in substance-use related deaths of
young people. The earlier the age of onset of drinking the greater the chance of developing a
clinical alcohol disorder later in life (24). More importantly, there is growing evidence of the
“clustering” of behaviours risky to health. A recent review of evidence from around the world,
carried out by WHO, showed that the use of substances by adolescents, is associated with a
greater likelihood of early sexual initiation (26).

Mental health

Young people are often vulnerable to the kinds of stresses (including the challenges of growing up
and exposure to risky behaviours) that contribute to mental ill health. It is during adolescence
that some mental health problems first appear. Mood disorders such as depression, and psychotic
disorders such as schizophrenia, are two types of mental illnesses for which early recognition and
intervention are critical for a successful and long-lasting recovery (27).
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Suicide is one of the three leading causes of death for young people. Suicide rates among adolescents
are rising faster than among any other age group. There are 90,000 suicides committed by
adolescents each year. For every completed attempt of suicide, there are at least 40 unsuccessful
attempts (27).

There appear to be clear gender patterns in the way in which young people respond to stressful
and traumatic life events (I1). Various studies have shown that in times of stress or trauma, boys
are more likely than girls to respond to stress with aggression (either against others or against
themselves), to seek diversion in physical activity, and to deny or ignore stress and problems. On
the other hand, adolescent girls more frequently turn to friends and pay attention to health needs
resulting from stress. These gender patterns of coping with stress can also be seen in gender
differences in suicide.

Nutrition

During adolescence, nutritional problems originating earlier in life can potentially be corrected,
in addition to addressing those that begin during adolescence. Malnutrition is estimated to account
for 16% of all disability-adjusted life years in the general population and is the largest single
factor contributing to ill health. Among adolescents malnutrition is not one of the main causes of
ill health as it is for instance in children under the age of 5. However, under- and over-nutrition,
anaemia and lack of micronutrients, especially relevant for pregnancy, are increasing problems in
both developing and developed countries (28). The adolescent’s need for iron, increased by growth,
development and menstruation, are hampered by malaria, hookworm infestation and
schistosomiasis, which affect young people disproportionately (28).

Chronic and endemic diseases

Data show that malaria and tuberculosis (TB) are among the 10 major causes of death in adolescents
(125,000 deaths each year from malaria and 75,000 due to TB) (3). It is important to ensure that
adolescents are addressed in programmes to combat these conditions, as well as others such as
schistosomiasis and helminth infestations.

Chronic conditions include noncommunicable diseases such as asthma, epilepsy, cystic fibrosis,
juvenile diabetes and haemoglobinopathies such as sickle-cell disease. In general, the focus on
chronic conditions has been greater in developed countries but there is growing awareness that
they need to be addressed in developing countries as well.

Chronic conditions could adversely affect adolescent development. Factors such as growing
autonomy and sensitivity to peer pressure, characteristics of an emerging adolescent identity,
could hinder compliance to diet and treatment regimens in individuals with chronic conditions. It
can hence be a challenge to manage these conditions in adolescents within the context of all the
other changes that are taking place. The management of these conditions requires comprehensive
care and support addressing both biomedical and psychosocial issues in an ongoing manner,
rather than the application of a “diagnose and treat” approach.

Differences in perspectives

The data provided above present information on the major problems facing adolescents as perceived
by health planners and policy-makers. However, adolescents themselves often have very different
perceptions of their health-related needs and problems. Their concerns often relate to issues such
as body size, acne, and relationships with their peers and members of the other sex. Box 3 shows

the different priorities given to young people’s health by two different stakeholders: health planners
and young people themselves.
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BOX 3
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To be truly meaningful, programmes intended for adolescents must make every effort to understand
and address their viewpoints and perspectives. Additionally, adults who interact with adolescents
(e.g. parents and other family members, teachers, youth leaders and religious leaders) are important
groups to be consulted and involved (29). This will make it possible for all the key stakeholders to
make their own special contributions to the health and development of adolescents.
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5. WHY INVEST IN ADOLESCENT HEALTH AND DEVELOPMENT?

The behaviours and lifestyles learned or adopted during adolescence will influence health both in
the present and in the future. Tobacco use is a good example of how a behaviour, almost always
adopted during adolescence, leads to disease and death later in life. Further, the benefits of
adolescent health and development accrue not only to the adults that emerge from the process,
but also to future generations.

The three main reasons for investing in the health and well-being of adolescents are shown in Box 4.

It is estimated that every year about 1.4
million adolescents die — mostly from
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Investing in adolescent health and development will also reduce the burden of morbidity and
mortality in later life because healthy behaviours and practices adopted during adolescence tend
to last a lifetime. Today’s adolescents are tomorrow’s parents, teachers and leaders. What they
learn today, they will teach to their own children and to other children tomorrow.

Investing in Adolescent Health and Development (ADH) makes economical sense: better-prepared
and healthy adolescents will result in productivity gains when they enter the workforce. Return
on investments made in early childhood health and development are being safeguarded by
continuing attention to ADH. When adolescents develop suboptimally or die prematurely this
means a waste of earlier investments. Investing in prevention and promotion during adolescence
also averts future health costs: smoking prevention averts health costs much later in life.

Promoting and safeguarding adolescent health should not only be regarded as an investment, but
also as a basic human right. The UN Convention on the Rights of the Child (CRC), which has
been ratified by nearly every government in the world, declares that young people have a right to
life, development, and (in Article 24) “The highest attainable standard of health and to facilities for the
treatment of illness and rehabilitation of health” (33). The CRC also gives young people the right to
preventive health care and requires specific protection for those living in exceptionally difficult
conditions or with disabilities. This means that governments have the responsibility to ensure
that health and other basic services essential for good health are provided.
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6. GUIDING PRINCIPLES AND A CONCEPTUAL FRAMEWORK FOR
PROMOTING AND PROTECTING ADOLESCENT HEALTH AND
DEVELOPMENT

Working in conjunction with UNFPA and UNICEE WHO has developed a framework for country
programming for adolescent health (29). The framework spells out the twin goals of programming
— promoting healthy development in adolescents on the one hand, and preventing and responding
to health problems if and when they arise, on the other. It lists the interventions that need to be
delivered — as a package — to meet these goals: the creation of a safe and supportive environment,
the provision of information, building life skills, and the provision of health and counselling
services. It also lists the settings wherein these interventions could be delivered and the players
who could deliver them (including both adults and adolescents themselves).

The framework is a truly comprehensive one, and there are many challenges in translating this
broad vision into reality. The framework lists key challenges — building political commitment,
identifying priorities for action, sustaining the implementation of programmes, and monitoring
and evaluating them. Based on experiences around the world, it outlines the guiding concepts
(Box 5) that should underpin our work with adolescents as well as keys to success.

Adolescence is a time of opportunity and
risk: Generally speaking, adolescence is a

i : healthy period of life. However, some
adolesc salthrandide i@;‘ﬂc“ﬂﬁﬁﬁbﬁ adolescents do lose their lives and many more
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HHHRORAVIoN to grow and develop (physically,
R G ittt Hid psychologically and socially) to his/her full
(ﬂm:ﬁ:fmﬁﬂ' potential, in preparation for adulthood.

Not all adolescents are equally vulnerable: Adolescents are not a homogeneous group; their
needs for health information and services depend on their age, stage of development and
circumstances. Because of their circumstances, some adolescents tend to be more vulnerable than
others to health and social problems.

Adolescent development underlies prevention of health problems: The two overlapping goals
of promoting healthy adolescent development on the one hand, and preventing and responding to
health problems on the other, cannot be viewed as separate and distinct because they are closely
linked to one another. The provision of preventive and curative health services for specific health
problems is important. However, the prevention of health problems (and problem behaviours)
through actions to enhance protective factors (such as positive relationships with parents and
teachers and a positive school environment) and reduce the risk factors (such as early initiation of
unprotected sex and the use of tobacco, alcohol and other drugs) is even more important.

Problems have common roots and are interrelated: Research shows that the health problems
of adolescents are interrelated. This is because the underlying behavioural causes of many of these
health problems are the same. For example, studies from around the world - gathered and analyzed
by WHO - point to the fact that adolescents who engage in other risk behaviours, such as using

alcohol and other substances, are more likely to initiate sexual intercourse early (26) (Figure 2).
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FIGURE 2
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The social environment influences adolescent behaviour: A safe (free from danger of disease
and injury) and supportive (nurturing) environment is critical for an individual to develop to his/
her full potential, and for him/her to be healthy. For example, the synthesis of studies by WHO,
referred to above, points to the fact that adolescents who have positive relationships with parents
and with other adults in the community are less likely to experience depression (29). Unfortunately,
many adolescents in today’s world are living, studying and working in unsafe and unsupportive
environments, with negative effects on their health and development (Figure 3).

FIGURE 3
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Gender considerations are fundamental: A good understanding of the biological differences in
the growth and development of males and females (through the years of adolescence), and of the
different ways in which they are affected by health problems is important. Equally important is a
good understanding of the different social and cultural influences on males and females, and how
this affects the way in which adolescent males and females view themselves and relate with others.
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What health care providers need to do when working with and
for adolescents

A fundamental principle in working with/serving adolescents is “putting them at the centre”, in
other words, making their needs and problems, thoughts and feelings, view points and perspectives

central to your work with them. Some key issues are listed in the Box 6.
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All these issues will be touched on and developed further in all the Orientation Programme modules.
One concrete method which health workers could use to understand the adolescent they are
working with is to use the HEADS approach (31) (Box 7). This approach consists of a checklist of
questions to carry out a rapid assessment to provide information on the psychological and social
dimensions of the adolescent’s life. It could be used in combination with a medical history to

provide information on Box 7.
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A final point worth noting is that since many of the factors that affect adolescent health and
development are interrelated, they cannot be completely addressed by the health sector alone.
Health-care providers can, however, work with other sectors including the education and social
welfare sectors to address collectively the health issues of adolescents. Health staff can also become
more aware of the role and responsibilities of the other sectors and be well informed of what
services are available for adolescents outside the health sector. As you will see later in these
modules, there are also many things that health care providers can do within the health sector to
make the services more adolescent-friendly.
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he/she goes through adolescence?

SPOT CHECK 1
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We should invest in adolescents because ...
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Events / Early Middle Late
changes that adolescence adolescence adolescence
occur (10-13) (14-16) (17-19)
Physical

Psychological:

Cognitive

Emotive

Social
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Characteristics of adolescence Implications for public health
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These are typical examples of letters written by adolescents to an “Agony Aunt” or to a personal
column or health column in a newspaper or magazine, which illustrate the health-related
predicaments of adolescents and their need for advice and help. Please select three or four letters
reflecting issues which you think adolescents in your country may be experiencing, for discussion
during the session.
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Handout for module C ® ADOLESCENT SEXUAL AND REPRODUCTIVE HEALTH

This handout presents background information, which is the foundation for the optional modules
on Adolescent sexual and reproductive health.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. Definitions of sexual and reproductive health C-5
2. Puberty C-6
3. Initiation of sexual relations in adolescents C-7
4. Protective and risk factors influencing adolescent sexual behaviour C-8
5. Sexual abuse and commercial sexual exploitation C-9
6. Consequences of unprotected sexual relations C-10
7. Promoting the sexual and reproductive health of adolescents C-12
8. What can health-care providers do to improve adolescents’ access to sexual

and reproductive health information and services? C-13
9. References C-14
Annex 1. Spot checks. Session 1 — Activity 1-2 C-15

Annex 2. Case studies. Session 5 — Activity 5-1 C-19
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1. DEFINITIONS OF SEXUAL AND REPRODUCTIVE HEALTH

Sexual health

The term sexual health is used to describe the absence of illness and injury associated with sexual
behaviour, and a sense of sexual well-being. It has been defined as follows: “... the positive
integration of physical, emotional, intellectual and social aspects of sexuality. Sexuality influences
thoughts, feelings, interactions and actions among individuals, and motivates people to find love,
contact, warmth and intimacy. It can be expressed in many different ways and is closely linked to
the environment in which people live.” (I)

Reproductive health

WHO defines reproductive health as “...a state of complete physical, mental and social well-
being, and not merely the absence of disease or infirmity, in all matters relating to the reproductive
system and to its functions and processes. Reproductive health therefore implies that people are
able to have a satisfying and safe sex life and that they have the capability to reproduce and the
freedom to decide when and how often to do so. Implicit in this last condition are the rights of
men and women to be informed and to have access to safe, effective, affordable and acceptable
methods of family planning of their choice, as well as other methods of their choice for regulation
of fertility which are not against the law, and the right to access appropriate health-care services
that will enable women to go safely through pregnancy and childbirth and provide couples with
the best chance of having a healthy infant. In line with the above definition of reproductive
health, reproductive health care is defined as the constellation of methods, techniques and services
that contribute to reproductive health and well-being by preventing and solving reproductive
health problems. It also includes sexual health, the purpose of which is the enhancement of life
and personal relations, and not merely counselling and care related to reproduction and sexually
transmitted diseases.” (2)
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2. PUBERTY

Adolescence is a period of transition from childhood into adulthood. It is marked by dramatic
physical, psychological and social changes. The onset of puberty “announces” an important step
on the road to adulthood. Puberty refers to the physiological changes that occur in early adolescence
(sometimes beginning in late childhood) which result in the development of sexual and reproductive
capacity.

Physical growth and development manifest in a growth spurt during which there are marked
changes in the size and shape of the body. Differences between boys and girls are accentuated. For
instance, girls experience breast development and hip enlargement, whereas in boys, there is the
appearance of “man-like” musculature.

These changes are accompanied by others such as the appearance of the axillary and pubic hair in
both boys and girls, and the change in the pitch of the voice and the appearance of facial hair in
boys. There is rapid maturation of the sexual organs. The onset of menstruation and the initiation
of sperm production are important milestones at this time.

In many traditional cultures, elaborate rituals were carried out to commemorate the onset of
puberty, to “announce” sexual readiness and to celebrate the “arrival” of an adult into the
community. Even in modern times, the onset of puberty is a defining moment in an individual’s
life, and in the way in which his/her place and role in the family and community are perceived.

In both developed and developing countries, puberty is occurring at an earlier age than it did in
previous generations. This is attributed to improved nutrition and health status (3). The changes
generally occur over a 5-year period, but range from 18 months to 6 years. In general, girls start
puberty about 18 months earlier than boys. Girls today enter puberty between the ages of 8 and
13, and boys between 9 and 14 years (4).

In many parts of the world, both in developed and developing countries, girls are reaching puberty
at earlier ages. Most of the change is attributed to improved health and nutrition status. Declining
trends in the age of onset of puberty are accompanied in many countries by increasing age at
marriage (Figure 1). This has important implications for sexual and reproductive health of

FIGURE 1
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adolescents.
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3. INITIATION OF SEXUAL RELATIONS IN ADOLESCENTS

As their bodies change and mature, many adolescents will develop an interest in sex. A recent
synthesis of behavioural case studies in 20 developing countries in Africa, Asia and Latin America
points to the fact that adolescence is the period during which sexual activity is initiated in a
substantial proportion of individuals (6). The report goes on to say that “much of this activity is
risky; the practice of contraception and condom use is often erratic, and unwanted pregnancies
and unsafe abortions are observed in many settings. Sexual relations are not always consensual:
force and coercion are far from unknown. While young people tend to be generally well informed,
they have only patchy in-depth knowledge of issues related to sexuality. Moreover expressed
norms often conflict with behaviour. Lastly, there are wide gender-based differences in sexual
conduct, and in the ability to negotiate sexual activity and contraceptive use”. (6)

Studies from around the world confirm that a larger percentage of boys report being sexually
active than do girls of the same age. Further, boys report that they begin sexual activity earlier

(Table 1).

Demographic and Health Surveys (DHS) data indicate that the reported ages of sexual debut for
boys are generally decreasing in nearly all countries for which DHS data are available, while the
reported ages at first sexual experience for girls has decreased in only a fifth of these countries (7).
The earlier age of puberty, combined with the delayed age of marriage and the declining age of
first sexual experience (for some groups of adolescents) means that many more adolescents are
having sexual relations before marriage.
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Sexual expression

Sexual relations are often seen to be only those which involve penetrative sexual intercourse.
However, there are many other ways of expressing sexual feelings that do not involve penetration
and that are safe in terms of preventing pregnancy and infection from STIs and HIV. These
behaviours include holding hands, hugging, kissing, body rubbing, masturbation and mutual
masturbation.

Another factor which is often overlooked in discussions of sexual relations is that of same sex
relationships. Providers of sexual and reproductive health-care services often assume that all clients
are heterosexual. Yet research shows that adolescent same-sex experimentation is probably more

common than is believed, especially among boys (6).
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4. PROTECTIVE AND RISK FACTORS INFLUENCING ADOLESCENT SEXUAL
BEHAVIOUR

A range of factors influence aspects of adolescent sexual behaviour (such as the initiation of sex,
type and number of sexual partners, and the use of any form of contraception). These factors
include characteristics of the adolescents themselves, those of their families, friends and
communities, as well as the relationships of adolescents to these entities. Some of these factors are
protective for adolescent sexual behaviour and others are not.

Table 2 presents results from studies carried around the world, of factors that influence the early
initiation of sexual activity (8). They suggest that protective and risk factors can explain differences
in adolescent behaviour, even after accounting for variables such as age, sex, ethnic group and
socio-economic status.

FIGURE 2
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From the table we can conclude that:

= Families matter: Adolescents who have a positive relationship with parents are less likely to
start sexual intercourse early.

= Schools matter: Adolescents who have a positive relationship with teachers are less likely to
start sexual intercourse early.

= Friends matter: Adolescents who believe that their friends are sexually active are more likely
to start sexual intercourse early.

= Beliefs matter: Adolescents who have spiritual beliefs are less likely to start sexual intercourse

early.

= Risk behaviours are linked: adolescents who engage in other risk behaviours, such as using
alcohol and drugs, are more likely to start sexual intercourse early.

Clearly, an individual’s experience of sexual relations is mediated by biological factors (such as the
age of puberty), cultural norms (such as the age of marriage) and social factors (such as power
relations between men and women). Perhaps the most profound societal influence on an individual’s
sexuality comes from prescribed gender roles — the social norms that shape the relative power,
responsibilities, and behaviour of women and men (9).

Young men often believe that sexual initiation affirms their identity as men and provides them
status in the male peer group. For many adolescent boys worldwide, sexual experience is seen as a
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rite of passage to manhood and an accomplishment or an achievement. In some cultures, sexual
“conquests” are often shared with pride within the male peer group, while doubts or inexperience
are frequently hidden from the group (10). On the other hand, the prescribed role of girls and
women in sexual relations is often to be passive. They are not encouraged, or given support, to
make decisions regarding their choice of sexual partners, to negotiate with their partners the
timing and nature of sexual activity, to protect themselves from unwanted pregnancy and disease,
and least of all to acknowledge their own sexual desire (9).

5. SEXUAL ABUSE AND COMMERCIAL SEXUAL EXPLOITATION

Adolescent girls often lack the power, confidence and skills to refuse to have sex or to negotiate
safer sex. Gender norms can place them at high risk of sexual violence including coerced or forced
sex (11).

Sexual abuse, coercion and rape are tragic realities that affect young people in developing and
developed countries alike. They can and do result in problems such as unwanted pregnancy and
sexually transmitted infections, including HIV, in addition to having long-lasting psychological
consequences. The extent to which young people worldwide fall victim to non-consensual sex and
sexual coercion is difficult to measure because surveys vary greatly in the way in which they
define involuntary sex.

Economic hardships can force young girls and boys to leave home and seek a livelihood and
support elsewhere. Commercial sexual exploitation and prostitution are sometimes consequences
of this. In other instances, the adolescent may leave home because of abuse by family members
and end up living on the street, or in sexually exploitative relationships.
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6. CONSEQUENCES OF UNPROTECTED SEXUAL RELATIONS

Whether they are married or unmarried, and engage in heterosexual or homosexual acts, adolescents
can face potentially serious physical, social and economic consequences from unprotected sex.
Some of these consequences are described below (12, 13).

Health risks to both adolescent males and females
Sexually transmitted infections

At the time of first sexual contact, adolescents often lack knowledge about sexuality and reproduction.
Indeed first sex is often experimentation and adolescents generally do not prepare for it by obtaining
and using condoms or contraception, even if they know where to and can get them. Adolescent
girls may lack the power, confidence and skills to refuse to have sex. The gender roles of the
submissive female and the dominant male make it more difficult for the girl to say no. In some
places, gender norms condone early initiation of sexual activity by adolescent boys (by older
women including sex workers) and encourage sex with multiple partners. Some adolescents are
subject to sexual abuse of varying degrees, including incest or rape.

If contraceptives, particularly condoms, are not readily available, or are not used, adolescents of
both sexes risk getting sexually transmitted infections and girls risk having an unwanted pregnancy.
Many young women do not even know they have contracted a sexually transmitted infection
because they have no symptoms or because they are unaware of them. Undiagnosed and untreated,
the disease continues to plague them into adult life and may lead to pelvic inflammatory disease,
ectopic pregnancy and eventually infertility, as well as damaging eyesight and general health of any
children they may have.

Another disease of women — cervical cancer — shows itself only in later life but research shows that
a woman’s risk of this disease is doubled if her first sexual activity was in early adolescence.

Health risks to the adolescent mother

Too early pregnancy

Many adolescents have healthy pregnancies and healthy babies. They give birth without
complications and enjoy their role as mothers. But all too many do not. Although their bodies may
be mature enough to become pregnant, some adolescents are not sufficiently physically developed
to have a safe pregnancy and delivery.

Pregnant adolescents are more likely to suffer eclampsia and obstructed labour than women who
become pregnant in their early twenties. In the early adolescent years, a girl is still growing and her
pelvis has not reached its full adult size. Pregnancy increases the body’s nutritional needs and can
slow down the girl’s growth. Obstructed labour is far more likely if a girl’s pelvis is not full size at
childbirth.

A particularly devastating complication of obstructed labour is obstetric fistula, a hole between the
vagina and the bladder or rectum. The woman constantly leaks urine or faeces, smells offensive
and is often ostracized both by her family and by the community. Studies in Asia and Africa show
that adolescents having their first baby are much more likely to suffer obstetric fistula than older
women giving birth for the first time (12).
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Girls who become pregnant in their adolescent years are less likely to seek prenatal care than older
women. Yet pregnant adolescents are more likely to have health problems than women over 20.
Studies in several countries have shown that the risk of death during childbirth is higher among
adolescents than among older women (14).

Even if a pregnant adolescent is physically developed, she may lack the social and emotional
maturity to cope with the experience of becoming a mother and the changes it means to her life.
Her male partner, if he is an adolescent, is also not likely to be ready to shoulder the responsibilities
of fatherhood.

Unsafe abortion

In cultures where early marriage is common, adolescent pregnancy is generally welcomed by the
family, if not always by the adolescent girl. If the pregnancy occurs outside marriage, social sanctions
may be severe and induced abortion often seems the only way of avoiding public shame and
rejection. Adolescents account for a very high proportion of abortion complications, primarily
because they are likely to obtain clandestine illegal abortions, or delay seeking abortion until late
in the pregnancy.

Health risks to the baby

Babies born to young adolescent mothers also face more health risks than babies of older women.
Babies of adolescent mothers are more likely to have low birth weight, run a higher risk of being
premature and have a higher rate of perinatal mortality.

A major problem arises from “children having children”. A young adolescent mother, barely out of
childhood herself and certainly not an adult, may not have the parenting skills needed to raise a

child.
Social costs of pregnancy to the adolescent mother

Unmarried pregnant young women run the risk of being rejected by family and community. One
problem is often linked to others. Adolescents who have babies are often unable to continue their
schooling. A young woman with a baby often has less chance of finding employment, and if she
has not completed her education, she will be at an added disadvantage. Her income is likely to be
low in comparison to most others. Poverty and poor health often go hand in hand, rendering the
mother even less able to cope and setting the child back in its development.

The cost to the community

Early pregnancy has negative consequences not only for the mother and baby, but also for the
community. The poor unmarried mother with little education is not only unable to contribute to
the development of the community, but she and her family may become a burden on it. It is in the
community’s interest for all families — whether two-parent or single-parent — to be economically
viable, and early pregnancy certainly does not help that to happen.
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/. PROMOTING THE SEXUAL AND REPRODUCTIVE HEALTH OF
ADOLESCENTS

The UNFPA, UNICEE WHO common agenda for action in adolescent health and development
(15) calls for the implementation of a package of actions, tailored to meet the special needs and
problems of adolescents and includes the provision of information and skills, health and counselling
services, and the creation of a safe and supportive environment (15). Promoting the sexual and
reproductive health of adolescents involves the implementation of the same set of actions.

= Information helps adolescents understand how their bodies work and what the consequences
of their actions are likely to be. It dispels myths and corrects inaccuracies.

. Adolescents need social skills that will enable them to say no to sex with confidence and to
negotiate safer sex, if they wish to. If they are sexually active, they also need physical skills
such as how to use condoms.

= Counselling can help adolescents make informed choices, giving them more confidence and
helping them feel in more control of their lives.

= Health services can help well adolescents stay well, and ill adolescents get back to good
health.

= As adolescents undergo physical, psychological and social change and development, a safe
and supportive environment in their families and communities can enable them to undergo
these changes in safety, with confidence and with the best prospects for healthy and productive
adulthood.

It is worth stressing that adolescents are a diverse group. For example, a boy of 12 is at a very
different stage of personal development than a boy of 18. Similarly, he is different in psychological
and social terms from a girl of 12, in addition to obvious physical differences. Social circumstances
can influence personal development; for example, the health and development of a boy of 12
who is part of a caring middle-class family is likely to be very different from those of a boy of the
same age who is fending for himself on the street. Finally, even two boys of the same age, growing
up in very similar circumstances, may proceed through adolescence in different ways, and at
different “speeds”. The sexual and reproductive health service needs of adolescents are
correspondingly heterogeneous. Adolescents who are not yet sexually active have different needs
from those who are; sexually active adolescents in stable, monogamous relationships may have
different needs from those in more casual relationships. Quite different needs characterize those
faced with unwanted pregnancies or infection, or those who have been coerced into sex. It is
important therefore to be aware of the diversity of sexual and reproductive health needs of
adolescents, and to tailor our responses to their specific needs.
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8. WHAT CAN HEALTH-CARE PROVIDERS DO TO IMPROVE ADOLESCENTS’
ACCESS TO SEXUAL AND REPRODUCTIVE HEALTH INFORMATION AND
SERVICES?

Adolescents seek information and clues about sexual life from a variety of sources — parents,
siblings, peers, magazines, books, the mass media, etc.. Whilst they receive a great deal of
information from diverse sources, not all of it is correct and complete. Many adolescents lack
information concerning the physical changes that occur during adolescence, their implications,
and how to take care of themselves. This is often because the subject of sexuality is a sensitive one
in many societies.

As a health-care provider, you can be a valuable source of accurate information and support to the
adolescents you serve. You can present them with facts, respond to their questions, and provide
reassurance. You can also work with your colleagues to make your services more sensitive and
responsive to the needs of the adolescents you serve. For more information on this, please refer to
module D. Adolescent-friendly health services.

In many societies, parents and other community members are concerned that the provision of
information on sexuality can do more harm than good. As a health-care provider, it is important
that you are very well aware that this is not true. A review of scientific studies from around the
world, conducted by UNAIDS in 1997, evaluated the impact of sex education programmes on
adolescent knowledge and behaviour and found half of the studies that evaluated sexual health
education and HIV/AIDS education initiatives neither increased nor decreased sexual activity and
attendant rates of pregnancy and STIs. Moreover, 41% of the studies reported that HIV/AIDS
and/or sexual health education either delayed the onset of sexual activity, reduced the number of
sexual partners, or reduced unplanned pregnancy and STI rates. Little evidence was found to
support the contention that sexual health and HIV education promote sexual activity. If any
effect is observed, almost without exception, it is in the direction of postponed initiation of sexual
intercourse and/or effective use of contraception. Failure to provide adolescents with appropriate
and timely information represents a missed opportunity for reducing the incidence of unwanted
pregnancy and STIs, HIV and their negative consequences (16).

In conclusion, it would be useful to recall a statement made by Dr Gro Harlem Bruntland, the
former Director-General of WHO, at a ministerial conference on Population and Development
(The Hague, Netherlands, 1999): “Young people need adult assistance to deal with thoughts, feelings and
experiences that accompany physical maturity. By providing this help, we are encouraging responsible life
styles. Evidence from around the world has clearly shown that providing information and skills on human
sexuality and human relationships helps avert health problems, and creates more mature and responsible
attitudes.” She then went on to stress that health-care providers and other adults have a major role
to play in promoting adolescent sexual and reproductive health: “Think of the costs of failing to ensure
that young people — our common future — have the knowledge, skills and services they need to help them make
healthy choices in their sexual and reproductive health lives.”
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SPOT CHECK 1
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Adolescents can get the information and health
services they need
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No, because ...

Don't know ...
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SPOT CHECK 5

The problems that too early sexual activity in adolescence can
result in are:
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Handout for module D B ADOLESCENT-FRIENDLY HEALTH SERVICES

This handout provides information to complement the material covered in module D Adolescent-
friendly health services. The facilitator may refer to the text in this handout during the sessions and
you may be asked to read some extracts.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. An agenda for change D-5
2. What health services do adolescents need? D-7
3. Do existing services meet the needs of adolescents? D-9
4. What makes health services “adolescent-friendly”? D-11
5. How are services best delivered to adolescents? D-15

Annex 1. Spot checks. Session 1 — Activity 1-2 D-17
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1. AN AGENDA FOR CHANGE

Adolescents complete their physical, emotional and psychological journey to adulthood in a
changing world that contains both opportunities and dangers.

Most adolescents are full of optimism and represent a positive force in society, an asset now and
for the future as they grow and develop into adults. When supported, they can be resilient in
absorbing setbacks and overcoming problems.

However, adolescents are exposed to risks and pressures on a scale that their parents did not face.
Globalization has accelerated change while the structures that protected previous generations of
young people are being eroded. Adolescents receive contradictory messages on how to address the
daily choices which have lifelong consequences for healthy development.

Millions are denied the essential support they need to become knowledgeable, confident and
skilled adults. They miss out on schooling for economic reasons or because their communities are
displaced or disrupted by war or conflict.

While most young people have loving families who protect and care for them, many grow up with
no adults committed to their welfare or where the ability of caring adults to support them has
been damaged.

Adolescents are at risk of early and unwanted pregnancy, of sexually transmitted infections (STIs)
including HIV and AIDS, and vulnerable to the dangers of tobacco use, alcohol and other drugs.
Many are exposed to violence and fear on a daily basis. Some of the pressures adolescents are
under, or the choices they make, can change the course of their young lives, or even end them.
These outcomes represent personal tragedies for young people and their families. They are also
unacceptable losses that put the health and prosperity of society at risk.

Addressing the needs of adolescents is a challenge that goes well beyond the role of health services
alone. The legal framework, social policy, the safety of communities and opportunities for education,
employment and recreation are just some of the factors of civil society that are key to adolescent
development.

However, within an integrated approach, health services can play an important role in helping
adolescents to stay healthy and to complete their journey to adulthood; supporting young people
who are looking for a route to good health, treating those who are ill, injured or troubled and
reaching out to those who are at risk.

Effective health services reach adolescents who are growing up in difficult circumstances as well as
those who are well protected by their communities. Health services need to link with the other
key services for adolescents, so that they become part of a supportive structure that protects
young people against dangers, and helps them to build knowledge, skills and confidence.

This is far from being the case in many countries. Health services often regard adolescents as a
healthy group who do not need priority action, and so provide a minimum subset of adult or
paediatric services with no adjustments for their special needs.

There is evidence that many young people regard such health services as irrelevant to their needs
and distrust them. They avoid such services altogether, or seek help from them only when they
are desperate.




Orientation Programme on Adolescent Health for Health-care Providers

“Adolescent-friendly” health services meet the needs of young people sensitively and effectively
and are inclusive of all adolescents. Such services deliver on the rights of young people and represent
an efficient use of precious health resources. Their characteristics are further spelled out in this

handout.
SUMMARY
jolescents represent a positive force in society, now and for the future
fih ngersim mptex than previous generationsif fand oftenwith tropott
The develo n eds |c olescents are a matter he whole of societ
eglth s layaspecifi r;ﬁlr‘né althpro s-and 5@@;&;& n
11 rw ﬁlll * : : 1 zd c?;tﬁE:qIIEIII :




Handout for module D B ADOLESCENT-FRIENDLY HEALTH SERVICES

2. WHAT HEALTH SERVICES DO ADOLESCENTS NEED?

Adolescents have in many surveys expressed their views about what they want from health services.
They want a welcoming facility, where they can “drop in” and be attended to quickly. They insist
on privacy and confidentiality, and do not want to have to seek parental permission to attend.
They want a service in a convenient place at a convenient time that is free or at least affordable.
They want staff to treat them with respect, not judge them. They want a range of services, and not
to be asked to come back or referred elsewhere. Of course, those who plan and provide services
cannot only think about the wishes of adolescents — services must be appropriate and effective,
and they must be affordable and acceptable for the community.

However, services for this age group must demonstrate relevance to the needs and wishes of
young people. Health services play a critical role in the development of adolescents when they:

= Treat conditions that give rise to ill health or cause adolescents concern;

= Prevent and respond to health problems that can end young lives or result in chronic ill
health or disability;

= Support young people who are looking for a route to good health, by monitoring progress
and addressing concerns;

= Interact with adolescents at times of concern or crisis, when they are looking for a way out of
their problems;

= Make links with other services, such as counselling services, which can support adolescents.

Young people in crisis need counselling and community support beyond what health services
alone can offer. This support comes from parents, families, teachers, trained counsellors, religious
or youth leaders and other adults and from their own peers. However, if these links break down,
early signs of crisis may become apparent during contact with health services.

Health-care staff needs to be sensitive to signs of anxiety, and know how to deal with young
people in crisis, or where to refer them. Services also need to include information and education
to help adolescents to become active participants in their own health.

Programmes monitoring growth and development should provide a golden opportunity for
adolescents to request help and for health-care staff to give them information. However, such
programmes are rarely provided at school and even when health checks do take place, they seldom
give young people this kind of opening.

Essential services

Is it possible to define essential health services for adolescents? A regional consultation carried
out by the Pan American Health Organization suggested that a core package for improving
adolescent health and development should:

= Monitor growth and development.

= Identify and assess problems and problem behaviour, managing these where possible or,
referring young people if they cannot.

= Offer information and counselling on developmental changes, personal care and ways of
seeking help.

= Provide immunization. (Immunization programmes are run for young children but not for

an older sister or brother. Adolescent girls need protection from rubella before they become
pregnant. Vaccines are also available for meningitis, hepatitis and tetanus.)
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A WHO consultation in Africa in October 2000 agreed that “adolescents have a right to access
health services that can protect them from HIV/AIDS and from other threats to their health and
well-being, and that these services should be made adolescent-friendly”. The consultation recognized
that health and development needs cannot be met by health services alone, but outlined an
essential list of clinical services:

" General health services for tuberculosis, malaria, endemic diseases, injuries, accidents and
dental care;

= Reproductive health including contraceptives, STI treatment, pregnancy care and post-abortion
management;

= Counselling and testing for HIV, which should be voluntary and confidential,
=  Management of sexual violence;
. Mental health services, including services to address the use of tobacco, alcohol and drugs;

= Information and counselling on development during adolescence, including reproductive
health, nutrition, hygiene, sexuality and substance use.

However, an appropriate range of essential services must be decided by each country, based on
local needs assessments and resource availability.

The Global Consultation on Adolescent-Friendly Health Services, held by WHO in Geneva in
March 2001, concluded that a core package could not be a “fixed menu”. Instead, the Global
Consultation suggested that each country must develop its own package, negotiating its way
through economic, epidemiological and social constraints, including cultural sensitivities. It declared:
“What is needed is a process by which government ministries can make decisions about what is
most appropriate for their situation, taking into account cost, epidemiological factors and adolescent
development priorities.”

To take one example, South Africa has developed a package of essential adolescent health-care
services at a primary level, focused on reproductive health — HIV, STIs, pregnancy — and on
violence, which is often sexual in nature. It includes counselling, contraceptives, pregnancy tests
and HIV testing at primary care level, and that abortions should remain legal. This South African
package focuses on the priority issues for young people and develops an approach that is culturally

acceptable to most people. Another country might develop a different set of priorities, or a different
method of working.
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3. Do EXISTING SERVICES MEET THE NEEDS OF ADOLESCENTS?

Surveys in many countries suggest that when young people are looking for urgent treatment for
what they consider to be sensitive conditions, health services are often their last resort. Health-
care providers are often dismayed by these findings, as they want to be a resource for young
people — but they do not know how. Yet adolescents can be excluded by poor service delivery, their
own lack of awareness or a combination of legal, physical, economic and psychological barriers.

= Lack of knowledge on the part of the adolescent

Most young people do not have the knowledge or experience to distinguish between conditions
that go away of their own accord and those that need treatment. They do not understand
their symptoms or the degree of risk they may be taking. They do not know what health
services exist to help them, or how to access them.

" Legal or cultural restrictions

Reproductive health services, such as family planning clinics or abortion services, are often
restricted. Abortions may be illegal, although the health system deals with the consequences
of unsafe abortions. Even if condoms are available, health-care workers may withhold them
from adolescents. Young people need consent from their parents for medical treatment.

= Physical or logistical restrictions

Services may be a long way from where the young person lives, studies or works, or available
only at inconvenient hours. Some services may be inaccessible to the general public — for
example, it may only be possible to access a drug treatment programme via the criminal
justice system.

= Poor quality of clinical services

Quality may be poor because health-care providers are poorly trained or motivated, or because
a health facility has run out of medicines or supplies.

" Unwelcoming services

Of special concern is the way in which services are delivered. Young people are very sensitive
to privacy and confidentiality, and do not want their dignity to be stripped away. Adolescents
are more likely than older people to be deterred by long waiting times and administrative
procedures, especially if they are made to feel unwelcome. Unfriendly health-care providers
who do not listen or are judgemental, make it difficult for young people to reveal concerns.
They may not return for follow-up care.

= High cost

Young people usually cannot afford to pay for health services but must ask an adult to
support them. When desperate, young people will “beg, borrow or steal” money for treatment,
but may then seek help in the private sector so as to protect their privacy, even if this
treatment is more expensive and less effective.
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Cultural barriers

In many countries a culture of shame discourages adults and children from talking about
their bodies or sexual activity. This can inhibit parents from discussing sensitive issues with
their children, and make a young person reluctant to use sexual or reproductive health services.
It may also be difficult to seek help after violence and sexual abuse. Not every adolescent has
the same concerns and not all services are equally sensitive, but these factors are widely
applicable across cultures, for both sexes and especially among adolescents who have low
self-esteem or who feel vulnerable.

Gender barriers

Some barriers are especially associated with the sex of the young person. Adolescent girls are
very reluctant to be examined by males, while young men may find it difficult to discuss
intimate symptoms with a female health-care provider. Sensitivities above may be especially
cultural powerful disincentives for girls to use services. There are many cultural barriers
associated with gender. It takes two to make a baby, but it is girls who become pregnant. It is
very difficult for a 16-year old girl to attend a local clinic for a pregnancy test or for
contraception, if she knows that she will be seen by a relative or neighbour. Girls who do not
leave the house much may have less access to information and in some cultures have to seek
consent from a parent or spouse before treatment. Girls may even be denied treatment by
health-care workers, despite being legally entitled to them.

Peer pressure

Adolescents often consult their friends about where they should seek treatment, and in this
way, one person’s experience becomes the criteria by which a group of young people make
their health-care decisions. Some may seek out useful sources of help such as trained
pharmacists, but others turn to street vendors, or unlicensed practitioners. Many seek no
help at all with potentially catastrophic results. This reluctance to seek early help goes beyond
reproductive and sexual health matters. Street children presented late and usually did not
complete their treatment, although they represented a significant source of hidden illness
and infection. Young people in boarding schools or colleges also presented late because they
wanted to hide the diagnosis from their peers, the school authorities and their families. In
both cases, the adolescents were protecting their privacy above their need for medical care.
This resulted in poor treatment, missed classes and an inability on the part of the hospital to
provide effective contact tracing. When young people are confident that hospitals and clinics
protect confidentiality, they ask for help sooner.
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4. \WHAT MAKES HEALTH SERVICES “ADOLESCENT-FRIENDLY”’?

Adolescent-friendly health services represent an approach which brings together the qualities that
young people demand, with the high standards that have to be achieved in the best public services.
Such services are accessible, acceptable and appropriate for adolescents. They are in the right
place at the right time at the right price (free where necessary) and delivered in the right style to
be acceptable to young people. They are equitable because they are inclusive and do not discriminate
against any sector of this young clientele on grounds of gender, ethnicity, religion, disability, social
status or any other reason. Indeed they reach out to those who are most vulnerable and those who
lack services. The services are comprehensive in that they deliver an essential package of services
to the whole target group.

They are effective because they are delivered by trained and motivated health-care providers who
are technically competent, and who know how to communicate with young people without being
patronizing or judgemental. These providers are backed up by adolescent-friendly support staff
and have access to equipment, supplies and basic services. They also maintain a system of quality
improvement so that staff are supported and remotivated to keep up their high standards. Finally
the services are efficient so that they do not waste money, and they record enough information to
be able to monitor and improve performance.

The gold standard for adolescent-friendly health services is that they are effective, safe and
affordable, they meet the individual needs of young people who return when they need to and
recommend these services to friends. Even if this ideal cannot be achieved immediately,
improvements bring results.

Making services adolescent-friendly is not primarily about setting up separate dedicated services,
although the style of some facilities may change. The greatest benefit comes from improving
generic health services in local communities and by improving the competencies of health-care
providers to deal effectively with adolescents.

The characteristics of adolescent-friendly health services were discussed during the global
consultation process initiated by WHO in 2000, and continued during the discussions by the
expert group convened by WHO in Geneva in 2001.

These characteristics are intended for application sensitively in each country, bearing in mind the
cultural, social, economic and political context and the need to support health-care providers to
deliver the best possible service to adolescents.

Technical competence

Doctors and nurses need a good knowledge of normal adolescent development and the skills to
diagnose and treat common conditions, such as anaemia or menstrual disorders in adolescent
girls, and to recognize signs of sexual or physical abuse. They need access to the correct drugs and
supplies to treat common conditions and prevent health problems. They should know where to
refer adolescents for specialist physical or psychological treatment. Such referrals may be to people
or services outside the health system for counselling or social support.

See the person, not the problem

Technical competence must be accompanied by respect and sensitivity to draw the young person

out and to discover underlying problems that may not be the immediate cause of a visit. As well
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as conditions that only a clinician can understand, such as a “suboptimal adolescent growth spurt”,
a doctor, medical officer or nurse must be able to recognize a young person who is confused or
frightened. Adolescents often lack confidence and may present with a “safe” symptom, to test the
service before revealing their real concerns. By focusing on the person, rather than the symptom,
providers can discover underlying concerns. Technical skills and a sympathetic professional approach
should be combined with a non-judgemental approach. Health-care providers do not need to
abandon their own belief systems or values, but they do need to understand a situation from an
adolescent’s point of view and not to allow their own views to dominate the interaction.

Training and staff support

Technically competent and empathetic staff need a system of ongoing support. An adolescent-
friendly approach should include repeated training sessions to refresh the skills of current staff as
well as developing new skills for new staff. Training and peer-review sessions should cover everyone
from doctors (who may believe they need no further training) to the receptionist and cleaner, who
may be surprised that they are part of the team. These staff may be the first person an adolescent
meets at a health facility. If they are unfriendly or indiscrete, an adolescent may never return.
Management and supervision should be aimed at creating a supportive environment and at
developing systems to maintain and improve quality. Health-care providers should be involved in
drawing up protocols and guidelines covering key quality issues. They should also develop self-
assessment and peer review mechanisms which create a culture of openness. Monitoring systems
should encourage adolescents to provide feedback on services.

Making the service physically accessible

Services need to be provided in places that adolescents can reach, at times that they can get there.
This may involve holding special clinics in youth centres, or other places where adolescents go.
Clinical staff can take turns to do late duty rotas so that a clinic can run in the evening or at
weekends, when young people are not at school, college or working.

Physical surroundings are important. Many places have no special adolescent centre, but still
provide a welcoming health facility. Attention can be paid to the paintwork, posters on the walls,
cleanliness and whether there are enough chairs where people wait. A general adolescent health
clinic can advertize its name at the entrance, while an STI clinic may want a discrete entrance.
Adolescents themselves may help to decide on a creative name that will be welcoming but not
stigmatizing. A busy city hospital with little money for capital development can create an “adolescent
health corner”, by putting up a partition, so that young people can be seen in privacy, or by using
a rear door where they can enter without stigma. Some clinics give young people numbers when
they arrive so that they can be called to see the doctor or nurse without having to sit in a queue
“on display” and without having their name called out. While waiting they should be able to look
at health promotion literature, or even view a video.

Confidentiality and privacy

Adolescents need to be assured of privacy during a consultation and confidentiality afterwards.
Young people should not be expected to undress or be examined where people can see them.
Those waiting outside should not be able to hear a doctor giving a diagnosis. Patients must be
confident that medical records will not be left on view and that receptionists will not gossip. In
most countries there is a legal obligation for doctors to report sexual assault, a road traffic accident
or gunshot wounds. There are also legal restrictions on treatment to young people below a certain
age without parental consent. These and other legal constraints need to be explained as the only
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exceptions to a strict policy of confidentiality. This policy itself can be jointly developed with
adolescents and health-care providers so that everyone understands and feels comfortable with
the ground rules. The confidentiality policy, including exceptions, needs to be explained to all
adolescent users and to parents or guardians, and needs to be clearly understood by referral
agencies.

Services that are acceptable to the local community

Simply making services “adolescent-friendly” will not increase usage, unless young people feel
that it is acceptable to be seen to use them. Community support for the service must also be
sought. The community should have an opportunity to understand why services are important
for adolescents, and why these should include sexual and reproductive health services and
confidential counselling. Local meetings may be held for parents, and community and religious
leaders should be approached for support. Services may even be located in community settings.
There are many examples of services being delivered in schools, community centres or on the
street. Where public support is difficult to achieve (as is often the case for health services for sex
workers or for injecting drug users) the services can be run in a low key way, or through community
outreach workers.

Involving adolescents

Services that reach a high quality are those that closely involve adolescents in their planning and
monitoring. Through the involvement of young people service providers can be confident that
they are providing services in the right place, at the right time and in the right style. The involvement
of adolescents in planning and monitoring delivers on their right to have their views heard. It also
increases the confidence that other young people place in those services.
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5. How ARE SERVICES BEST DELIVERED TO ADOLESCENTS?

Adolescent-friendly health services can be delivered in hospitals at health centres, in schools, or
in community settings. They may be planned from above or started by groups of dedicated health-
care professionals who see that the needs of adolescents are not being met, and who believe that
services can be more effective. This section gives examples in a range of different settings.

Services at health centres or hospitals

Basic health services are usually delivered at ordinary health centres in local communities and
there is no reason why this should not also meet the needs for many adolescents. One important
task is to train and support staff in this setting, to improve skills and to develop an empathetic
approach, so that young people are willing to attend. These skills can be sustained through regular
post-qualification training, and through a system of clinical protocols and guidelines, together
with peer assessment and good quality supervision and management. Privacy may be improved
by holding special sessions outside normal opening hours, by creating a separate entrance for
young people or by improving confidentiality once inside. A number of hospitals have developed
specialist adolescent services or clinics in outhouses or as part of the main building. Hospital-
based services have skilled specialists on site and can offer a full range of medical services. However,
they are limited to centres of population, and may be constrained by competing demands for
funds.

There are also dedicated health centres which provide a full range of services especially for
adolescents. Such centres may be in large towns or cities, where they are relatively cost-effective,
or they may be run by NGOs as “beacon” services that show what can be done. Such services can
provide training and inspiration for other health-care providers, but they usually only have an
impact in one area, and they cannot be replicated in mainstream services, because of the cost.

Services located at other kinds of centre

Because some adolescents are reluctant to visit health facilities, services can also be taken to
places where young people already go. In youth or community centres, a nurse or doctor may
hold special clinics, and peer educators can put young people in touch with relevant health or
social support services. One advantage is that such centres are already used by adolescents so that
they do not have to make a special effort to go there. One drawback is that a particular centre may
only attract part of the adolescent population, being used mainly by boys or by girls or by one age

group.
Outreach services

In both urban and rural areas there is a need to provide services away from hospitals and health
centres, to reach out to young people who are unlikely to attend. Increasingly in towns and cities
services are being provided in shopping malls, as well as in community or youth centres.

Some countries have promoted services on the Internet to catch the attention of young people
who have access to computers. Adolescents in remote rural areas are often excluded from routine
health services. Health-care workers from local centres can take mobile services to visit villages to
reach adolescents over a wide area. Services provided in village halls can include screening and
immunization with a discrete follow-up appointment service for those who need further treatment
or counselling. Visiting health-care providers can also provide health education talks and materials
aimed at young people.
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Outreach services are also needed for adolescents who slip through the net although they may be
geographically close to an existing health facility. Young people living on the streets find it difficult
to access mainstream services but will respond to services targeted on this vulnerable client group.
Such outreach services may be run from health clinics or provided by NGOs. Once contact is
made with young people who are outside the system it is important to find a way to create links
between the outreach team and mainstream services.

Health services linked to schools

Schools provide a natural entry point for reaching young people with health education and services.
In the five years to 1996, it was estimated that the number of children enrolled in primary education
increased by approximately 50 million, and the increase was most rapid amongst girls. Secondary
school enrolment is also increasing.

Schools are ideal places to screen for or treat a range of common illnesses, to provide vaccines
such as booster tetanus shots, and for health and hygiene education. However, in practice this
potential is seldom realized. Schools are short of resources and teachers have neither the training
nor the equipment to deliver health education on top of their existing workload. To turn this
around requires effective training to build the motivation and skills of staff, and may require
outside support for sex education lessons. Some successful schemes train young people as peer
educators in schools. As with outreach work, it is important to link school health services to local
health services, so that students who need follow-up care receive it, and so that efforts are not
duplicated.

It is also important to ensure that services provided at school have community support. Many
head teachers are concerned that they will open themselves to criticism if they provide services
for young people. Efforts among the school and community are required to ensure that such
moves are supported. There is much evidence that parents welcome other responsible adults talking
to their children about sensitive issues, as they often feel unable to deal with these issues at home.

Health services linked to workplaces

Employers and trade unions both have an interest in services that help to keep the workforce
healthy, and many workers in workshops and factories are adolescents. Peer education on HIV/
AIDS has been carried out in workplaces in some countries. In other countries, the Ministries of
Labour provide outreach programmes in boarding houses and factory-based education sessions to
meet the reproductive health education needs of young women working in the factories. The

Ministries also conduct a general skills course for the large number of female workers.
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What are the most important characteristics of

adolescent-friendly health services?
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Handout for module F m ConcLubiNG

This handout provides information to complement the material covered in module F Concluding.
The facilitator may refer to the text in this handout during the sessions.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. Adolescents at the centre F-5
2. Health-care providers and the needs of adolescents F-6
Annex 1. Activity sheet. Session 3 — Activity 3-1 F-7

Annex 2. Scenarios. Session 5 — Activity 5-1 F-17
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1. ADOLESCENTS AT THE CENTRE

Many individuals and institutions have important contributions to make to the health and
development of adolescents. It may be useful to think of them in concentric circles of contact and
influence. At the centre is the adolescent himself or herself. Parents, siblings and some other
family members are in immediate contact with the adolescent and constitute the first circle. The
second circle includes people in regular contact with them such as their own friends, family friends,
teachers, religious leaders and others. The third circle includes musicians, film stars and sports
figures who have a tremendous influence on them from afar. Finally in the fourth circle, politicians,
journalists and bureaucrats (within the government and private sectors) affect their lives in small
and big ways, through their words and deeds.

Health-care workers fit within the second circle in this scheme. They need to play a role in helping
ill adolescents get back to good health (by diagnosing health problems/detecting problem behaviours
and managing or referring them elsewhere). They also need to play a role in helping well adolescents
stay well and develop into healthy adults, by providing information, advice and preventive services
(or products). Unfortunately, in many places health-care workers do not make the valuable
contributions that they could, either because they do not have the technical competencies needed
or — which is often the case — they are unable or unwilling to relate to and work with adolescents.
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2. HEALTH-CARE PROVIDERS AND THE NEEDS OF ADOLESCENTS

This OP has been developed for health-care providers like you — nurses, clinical officers, doctors
and others who provide preventive and curative health services to adolescents (as well as to other
segments of the population). It is intended to assist you in responding to your adolescent patients
more effectively and with greater sensitivity. In practical terms, it is intended to provide you with
ideas and practical tips to two key questions:

=  What do I, as a health-care provider, need to know and do differently if the person who
walks into my clinic is aged 16 years, rather than 6 or 36?

= How could I help? in the clinic? away from the clinic? are there other influential people in
my community who understand and respond better to the needs and problems of adolescents?

Health-care providers like yourself, who have participated in OP workshops conducted around
the world, have said that they have learned new things and more importantly learned to see things
in new ways. We hope you have found this OP workshop both useful and interesting. We expect
that you have gained new knowledge and understanding from the facts and figures, concepts and
case studies presented by the facilitators, from the insights and experiences shared by your co-
participants and most importantly, from yourself — as you reflected on your professional and
personal experiences.

Applying what we have learned to change the way in which we do things — either in our professional
or in our personal lives, is not easy to do. The OP is carefully structured to help you clearly define
the changes you want to make, and the support you would need to make them. If you are in a
powerful position — perhaps as the nursing superintendent or the head of the paediatrics department
of a big hospital — you could possibly make a wide range of changes. Even if you are a junior
doctor or nurse beginning your professional career in a small rural health centre, there could still
be meaningful changes beginning with yourself, then reaching out to your colleagues, and then to
the community beyond the walls of the health centre. Something that you should certainly do is
to identify the competencies you need for your work (e.g. in counselling young people with HIV
infection, or in managing young people with overdoses of psychoactive substances) and to search
for opportunities to develop them.

There are likely to be times when you ask yourself: “Why should I take this on when I have more
than enough on my hands?” At times like this, it may be helpful to think of the adolescents whose
lives could have been changed because they were inspired by a few words from you, or whose lives
were saved because of prompt medical intervention by you. Or you could recall the statement
made by Dr Gro Harlem Bruntland, the former Director-General of the World Health Organization,
at a ministerial conference on Population and Development in 1999: “Think of the costs of failing to
ensure that young people — our common future — have the knowledge, skills and services they need to help them
make healthy choices in their sexual and reproductive health...”
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THE IMPROVEMENTS YOU PROPOSE TO MAKE IN YOUR WORK FOR AND
WITH ADOLESCENTS

Purpose

The purpose of this exercise is to help you prepare the outline of a personal plan to improve your
work for and with adolescents. In this plan you will identify the changes you intend making in the
way you will work. The plan includes the following elements:

= The proposed changes you intend to make;

= The importance of the proposed changes;

= How you will assess whether or not you are successful in making these changes;

= The personal and professional challenges and problems you may face in making these changes;

= The ways in which you are likely to address these challenges and problems, and the support
you will need.

General instructions

= Please use the tables entitled “Individual implementation plan”, which appear on the following
pages, to record five changes you intend making in the way you work with or for adolescents.

= Please review the example on page F-11.

= Please designate one sheet for each change you intend to make. This way you will have extra
writing space.

= For each change you propose in column 1, complete columns 2, 3, 4 and 5.

= In monitoring your own changes and application of this plan, it would be useful to set
yourself target dates to review your progress and reassess your plans.

We wish you all success in your endeavours to improve your work with and for adolescents.
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Please review your assigned scenario and reflect on the following questions:

How do you think health-care providers would respond when faced with this situation?

Why?
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Handout for module G m SEXUALLY TRANSMITTED INFECTIONS IN ADOLESCENTS

This handout presents background information to complement the material in module G entitled
Sexually transmitted infections in adolescents. The facilitator may refer to the text in this handout
during the sessions and you may be asked to read some extracts.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. What are sexually transmitted infections (STIs)? G-5
2. Global estimates of STIs in adolescents G-6
3. What are the factors contributing to STIs in adolescents? G-7
4.  What are the consequences of STIs among adolescents? G-8
5. What are the main factors that hinder getting a prompt and correct diagnosis

of STIs in adolescents? G-8

6. What are the main factors that could hinder the effective management of STIs in
adolescents? G-9

7.  What can health-care providers do to overcome the reluctance of adolescents
to seek STI treatment? G-9

8. What do health-care providers need to know about STI management in adolescents? G-10

9. What are the key aspects of diagnosis and good management practice of STIs in

adolescents? G-11
10. Linkages with community or outreach programmes G-14
11. References G-15
Annex 1. Spot checks. Session 1 — Activity 1-2 G-17
Annex 2. Scenarios. Session 6 — Activity 6-2 G-21

Annex 3. Role plays. Session 7 — Activity 7-2 G-25
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1. WHAT ARE SEXUALLY TRANSMITTED INFECTIONS (STIs)?

Sexually transmitted infections (STIs) refer to infections transmitted from one person to another
primarily by sexual contact. Some STIs can be transmitted by exposure to contaminated blood,
and from a mother to her unborn child.

STIs are among the most common illnesses in the world, and have far-reaching health, social and
economic consequences for millions of men, women and infants.

In addition to their sheer magnitude, the incidence and prevalence of STIs among adolescents is
increasing in both developed and developing countries. This is a major public health problem for
two reasons:

= STIs result in serious negative medical and psycho-social effects in the infected individual.
In case of infected females, there is the added risk of infection and illness in the unborn

child.

= STIs, especially those with genital ulcers, facilitate the transmission of HIV between sexual
partners. The prevention and treatment of STIs therefore needs to be a key component of a
strategy to prevent the transmission of HIV.

The four most prevalent STIs are chlamydial infection, gonorrhoea, syphilis and trichomoniasis.
These STIs can be prevented and cured provided that adequate antibiotics are available and
standardized treatment protocols are employed.
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2. GLoBAL ESTIMATES OF STIs IN ADOLESCENTS

The available epidemiological data indicate
BOX 1 . . .
that sexually transmitted infections are a

e = L major health risk to all sexually active
)| @' | i
o adolescents (Box 1).
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T contractsiacy 2 IST-Rotinclud) viral infections. . . ..
e At WHICH ST ars : g notable differences in the incidence and
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(overg,500/each day JyoHngpeopie: residents, among unmarried individuals and
24 year in young adults, and they tend to occur at a
HSotirbe- Ref 1,2.3). younger age in females than males.
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The differences in the epidemiology of STIs in adolescents compared to adults have not always
been apparent. This is due to the common practice of reporting data on adolescents (aged 10-19
years) in the same category as “youth” (15-24 years) or together with “women of reproductive

age” (15-49 years) (4).

The high prevalence of STIs in young people presents a real challenge to health-care providers,
many of whom feel uncomfortable dealing with adolescent sexual health needs. As the size of the
problem becomes more evident, health professionals are being called upon to provide an effective
and confidential clinical service for them (5).

There is a dearth of representative age- and sex- specific STI data from developing countries,
especially for adolescent males. This largely reflects the recognition that the burden of morbidity
associated with STIs is far higher for women than for men (6) and that men are more likely to
seek treatment for STIs.
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3. WHAT ARE THE FACTORS CONTRIBUTING TO STIsS IN ADOLESCENTS?

In today’s world, adolescents face heightened risks of exposure to STIs. In many societies, sexual
activity begins during adolescence, either within the context of marriage or — increasingly — before
marriage occurs.

Sexual relations during adolescence are often unplanned and sporadic, and sometimes the result
of pressure, coercion or force (7). Adolescents start sexual activity typically before they have:

= Experience and skills in self-protection
= Adequate information about STIs and how to avoid contracting these infections
= Access to preventive services and protective supplies (such as condoms).

Adolescent girls are thought to be more susceptible to STIs than adult women because of both
biological and social reasons:

= Protective, hormonally-driven mechanisms have not yet had time to develop fully (8). The
inadequate mucosal defence mechanism and the immature lining of the cervix in adolescence
(especially in early adolescence) provide a poor barrier against infection. Further, the thin
lining and the relatively low level of acidity in the vagina render it more susceptible to
infection (9).

" Because of financial pressures, young women — and even girls — are forced to sell sex for
tavours or for cash to pay for school fees or to support their families (10).

Adolescent boys in many cultures feel they have to prove themselves sexually; and in some cultures
they may even regard STIs as “warrior marks” to indicate the transition to adulthood. Studies in
various parts of the world confirm that adolescent boys and young men often have high rates of
STIs, and that they frequently ignore such infections, or rely on self-treatment (11).

In addition to increasing the risk of STIs, unprotected sexual activity increases the risk of other
reproductive health problems such as too early, unwanted pregnancy and unsafe abortion.
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4. \WHAT ARE THE CONSEQUENCES OF STIs AMONG ADOLESCENTS?

The consequences of STIs contracted during adolescence are more severe than in adults. This is

especially true in the case of female adolescents (Box 2).
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5. WHAT ARE THE MAIN FACTORS THAT HINDER A PROMPT AND
CORRECT DIAGNOSIS OF STIs IN ADOLESCENTS?

Adolescents often lack information about the services that are available. For example, they may
not know of existing services, where and when they are provided or how much they cost. Even if
they have this information, they are often reluctant to seek help for diagnosis and treatment
because of embarrassment, because they do not want to be seen by people they may know, and
because of fear of negative reactions from health-care workers (13).

In many countries adolescents with STIs go to traditional healers or buy remedies from street
vendors. This is likely to result in improperly and inadequately treated infections. The symptoms
and signs of some STIs disappear without treatment; in these situations, adolescents may believe
that the disease has resolved spontaneously when in fact it has not done so.

STIs may be asymptomatic, especially in young women. Adolescents may not be aware of the
differences between normal and abnormal conditions (such as normal and abnormal genital
discharges), and hence do not seek help. Asymptomatic and mildly symptomatic STIs are likely to
be missed when health-care providers apply the syndromic approach for diagnosis and management.
Symptomatic STIs may also be missed if health-care providers do not have adequate skills to
undertake a clinical examination or to elicit the needed information from adolescents who are not
fully knowledgeable about their bodies.
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6. WHAT ARE THE MAIN FACTORS THAT COULD HINDER THE EFFECTIVE
MANAGEMENT OF STIS IN ADOLESCENTS?

As indicated above, adolescents may be reluctant to use services due to factors such as inadequate
information, difficulties in accessing services, and lack of money to pay for them. They often tend
to self-medicate when they believe that they have exposed themselves to the risk of an STI (14).

Adolescents often have difficulty in complying with treatment because it may be lengthy (e.g. in
the case of chlamydia) or painful (e.g. in the case of venereal warts), and sometimes they need to
conceal medication so that the STI is not revealed to others. In many places, medicines for the
treatment of STIs can be bought at pharmacies, without a prescription, they can also be bought
from vendors in a market. It is therefore important for the health-care worker to ascertain if the
adolescent has tried/taken any medication for the STI, before coming for help.

/. WHAT CAN HEALTH-CARE PROVIDERS DO TO OVERCOME THE
RELUCTANCE OF ADOLESCENTS TO SEEK ST1 TREATMENT?

Health-care providers have important roles to play in relation to this, both as service-providers
and as change-agents in the community. These issues are discussed in detail in module D titled
Adolescent-friendly health services.
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8. WHAT DO HEALTH-CARE PROVIDERS NEED TO KNOw ABouT STI
MANAGEMENT IN ADOLESCENTS?

Currently adolescents with STIs are managed in the same way as adults. However, adolescents
have special needs and STIs in adolescents may be more difficult to diagnose and to manage than
in adults. The challenge is to identify and treat infected individuals, in order to ensure cure and to
prevent them from passing on the infection to others. Ideally, this should be done using a risk
assessment approach, and selecting screening tests and treatments most appropriate to the local
context (16). To do this well for adolescents requires a good understanding of the social, economic
and cultural context (including the gender context) in which adolescents live (15,16). For these
reasons, the World Health Organization is developing reference materials and job-aids for health-

care providers.

WHO recommends the use of the Syndromic approach to the management of STI. This approach is
especially appropriate where human resources and laboratory facilities are not available for etiological
diagnosis to be made in resource-poor settings since etiological diagnosis, requiring laboratory
facilities, is costly (I7). Seven syndromes have been identified which enable health-care workers at
the primary level to treat infections using signs, symptoms and a risk assessment. Flow charts and
accompanying guidelines and training materials for the management of the seven syndromes have
been widely disseminated and are currently in use in many countries (Box 3).

BOX 3 The syndromic approach can be used for STI
assessment in adolescents because the

I 11T
S te AT ¢ : it presentation of symptoms is similar irrespective
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H HHH HHH individuals presenting for help — will have little

impact on them.
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9. WHAT ARE THE KEY ASPECTS OF DIAGNOSIS AND GOOD MANAGEMENT
PRACTICE OF STIs IN ADOLESCENTS?

Respect for their adolescent patients, acknowledgement of their rights to health information and
services, and concern for their well-being should guide the words and actions of health-care
providers.

In some countries, adolescents have the right to ask for and receive the health services they need.
In others, the prevailing laws prohibit the provision of some sexual and reproductive health services
to individuals below a certain age. Specifically, the consent of parents/guardians or spouses may
be needed before STI treatment can be provided. In dealing with such situations, health-care
providers must do everything in their power to safeguard the health and well-being of their
adolescent patients.

Health-care providers may find themselves in the situation of trying to find a balance between
the rights of parents to know about the problems of their offspring who are still minors, and the
rights of adolescent patients to privacy and confidentiality. As discussed earlier, they should deal
with such situations in a balanced and responsible manner.

There are some things that health-care providers need to be aware of and do differently when
they are dealing with adolescent patients. These are listed in Box 4 and are described in more
detail below. Some of the points are specific to adolescence, others are not. Only some of them are
“new”, but following them faithfully will enable health-care providers to deal with their adolescent
patients more effectively and with greater sensitivity.

BOX 4

11 1 11
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Being aware of the care-seeking practices of adolescents

Health-care providers need to be aware of what adolescents do when they have an STI - in other
words, where they seek help and why.

Establishing a good rapport

Health-care providers can help adolescent patients to overcome their anxiety by using kind words
and gestures and, where appropriate, the adolescents’ special vocabulary. Non-communicative,
and sometimes even abrasive, behaviour from the adolescent may be due to anxiety. Health-care
providers should keep this in mind and handle such situations calmly, without being offended or
intimidated by their adolescent patients.
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Eliciting information about the nature of the problem

With an open and non-threatening manner, health-care providers could make it easier for their
adolescent patients to relax and be forthcoming about their problems. History-taking can be
intimidating and threatening to the adolescent. Therefore the health-care provider should gently
explain that the series of questions being posed are important to reach the right diagnosis and
provide the right treatment. The adolescent should also be informed that the information provided
would be treated as confidential.

Health-care providers may not approve of an adolescent’s sexual or other activities, but it is
important for them to be non-judgemental in their dealings with adolescents. Demonstrating
irritation and anger can contribute to a breakdown in communication, and make the adolescent
reluctant to return for help.

Health-care providers must also refrain from making instinctive assumptions (for instance, that a
young woman with a vaginal discharge has an infection that has been contracted sexually).

Carrying out a physical examination

Both male and female adolescents are likely to be anxious about their genitalia being examined by
a health-care provider. In addition, females are likely to be particularly anxious about undergoing
a pelvic examination. The health-care provider should make every effort to ensure that the
experience is not a traumatic one — physically or psychologically.

The presence of a chaperone should be offered to all patients having intimate examinations,
irrespective of the sex of the health-care provider. Some patients prefer to have a person of the
same sex examine their private parts; health-care workers need to be sensitive to cultural norms
and social taboos in this respect.

It is also important for health-care providers to have a proper understanding of the physical — and
psychological — changes that occur at puberty.

Arriving at a diagnosis

Risk assessment for syndromic diagnosis and management in developing countries is different
from the approach to diagnosis in developed countries. In the latter context, a detailed sexual
history would be taken and, based on the behavioural risks, the clinician would select appropriate
screening tests, whether or not the patient is symptomatic.

Syndromic management for urethral discharge in men and genital ulcers in men and women has
proved to be both valid and feasible. It has resulted in adequate treatment of large numbers of
infected people and is inexpensive, simple and cost-effective. However, there have been some
problems with the algorithms for the syndromic management of women with symptoms of vaginal
discharge and/or lower abdominal pain. The notable problem is in the management of cervical
(gonococcal and chlamydia) infections. Endogenous vaginitis is the main cause of vaginal discharge
rather than STIs in general, especially in low-prevalence settings and in adolescent females.

Experience has shown that risk assessment questions based on demographics, such as age and
marital status, tend to incorrectly classify too many adolescents as being at risk of cervical infection.
Therefore, there is a need to identify the main STI risk factors for adolescents in the local population
and to tailor the risk assessment accordingly. For adolescents as for adults, it is important to tailor
the risk assessment appropriately, to match the reality of the particular country — or district — in

order to improve the sensitivity and specificity of the behavioural risk assessment.
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Communicating the diagnosis and its implications, discussing treatment options,
and providing treatment

It is important for adolescents to understand the diagnosis and its implications. They will also
need to know what services are available to them at the health facility, and what exactly they
should — and should not do — to ensure that they can take the full course of treatment and are
cured of the problem.

An important issue is ensuring treatment compliance. The factors that may hinder compliance in
adolescents have been discussed earlier. The health-care provider needs to raise this issue and to
tailor the treatment regimen (as and when possible) to make it easier for adolescents to complete
their treatment.

Responding to psychological needs and helping the individual deal with any social
implications

The STI should be correctly diagnosed and managed. At the same time health-care providers need
to assess the psychological state of the adolescent and his/her social circumstances so that
appropriate advice or referral to other services can be made. This is especially important in cases
where the STI has been the result of rape or sexual abuse.

Counselling aims to assist individuals to deal with problems and situations by enabling them to
understand their situation, examine the available options, deal with the problem, and help them
make sound decisions accordingly. Counsellors are trained to help clients make decisions about
life situations, including how to avoid STIs.

There is a need to arrange for the adolescent to return to the health facility in order to assess the
effectiveness of the treatment. The purpose of such a visit must therefore be explained clearly.

Health-care providers should use the opportunity presented by the adolescent’s presence at the
health facility to determine his/her need for other services that could be provided by the health
centre (e.g. contraceptive services). Information should be provided on other forms of assistance
that are available, such as referral to other agencies or organizations providing social support.

Preventing a recurrence of the problem and infection with other STIs

Adolescents presenting for treatment of an STI would have had unprotected sexual contact with
an infected person. They will therefore need information, skills and supplies to avoid infections
in the future:

= Information that builds on existing knowledge and experience, and relevant to the individual’s
stage of development and circumstances;

= Skills that will enable them to cope with the realities of their everyday lives;
= Supplies, such as condoms and contraceptives.

Health-care providers should make every effort to provide their adolescent patients with this
assistance, or to refer them to other organizations when necessary. Adolescent patients should be
encouraged to inform their partner(s) about their infection, and to encourage them to seek

treatment.
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10. LINKAGES WITH COMMUNITY OR OUTREACH PROGRAMMES

Many health-care providers operate independently of projects and programmes reaching out to or
working with adolescents in the community. Not surprisingly, they are generally used only by a
small number of adolescents. In order to reach larger numbers of adolescents, more active means
need to be used to reach out with services. Also, staff with a special interest in working with
adolescents should be identified and encouraged to work with outside agencies in order to establish
referral mechanisms and communication channels that will raise awareness of the availability of
the service, and its utilization by adolescents.

In addition, easy access to condoms in the community is essential, especially for those adolescent
males who are less likely to go to a clinic. This can be achieved through social marketing programmes
which help to ensure that condoms are available in public places — either free or at a low cost.

SUMMARY
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nos duirin escen nibe-more probema
fective treatment oF STis intadolescents faces a number of constraimts
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in your country?

prevention among adolescents?
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are among young people under age 25?
Are boys more vulnerable to STIs than girls,

s |

Ensure that all adolescent patients know about STIs and all the ways of

Give condoms and information on how to use them to those who have
avoiding them

more than one partner

Make condoms and information on how to use them available to all

Stress faithfulness to sexually active adolescents
adolescents

What should health-care providers do with regard to STI

What percentage of all new STl infections in the world each year
a
= Stress to all adolescents that they should abstain from sex until marriage

== Make STI services adolescent-friendly

e

SPOT CHECK 1

SPOT CHECK 2
i

SPOT CHECK 3
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Why are adolescent girls more susceptible to STIs than
adult women?
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Factors that hinder adolescents from seeking prompt

STlIs treatment

D

thisHh

STls are often asymptomatic

The do not have information about existing services

The do not have money to pay for services

Concerns about confidentiality

Fear of stigma and embarrassment

Afraid of being scolded by health-care workers
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Handout for module H ® CARE OF ADOLESCENT PREGNANCY AND CHILDBIRTH

This handout presents background information to complement the material in module H entitled
Care of adolescent pregnancy and childbirth. The facilitator may refer to the text in this handout
during the sessions and you may be asked to read some extracts.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. The scope of adolescent pregnancy, childbirth and maternal mortality H-5
2. Factors that influence adolescent pregnancy and childbirth H-6
3. Risks associated with pregnancy and childbirth in adolescence, and how they

differ from those in adults H-7
4. Care of adolescents during pregnancy, childbirth and the postnatal period H-11
5. References H-14
Annex 1. Spot checks. Session 1- Activity 1-2 H-15
Annex 2. Case study. Session 6 — Activity 6-1 H-19

Annex 3. Role plays. Session 6 — Activity 6-2 H-23
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1. THE SCOPE OF ADOLESCENT PREGNANCY, CHILDBIRTH AND MATERNAL
MORTALITY

It is estimated that 15 million births occur every year to adolescents. This represents about 11%
of all births each year (I). The global average rate of births per 1000 females aged 15-19 years is
65. There are however wide regional variations — see Table 1.

TABLE 1
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Declines in adolescent pregnancy and birth rates have occurred in most developed countries and
also in a wide range of developing ones (5). Significant delays in the age of first marriage and
accompanying declines in early childbearing have occurred in North Africa and Asia. However,
the proportion of women who give birth as adolescents is still very high in Sub-Saharan Africa.
Further, the proportion of adolescent births to unmarried women is increasing in some countries,
and can be expected to continue to do so if contraceptive use among unmarried, sexually active
young women does not increase rapidly (6).

For those adolescents who do give birth every effort is required to make motherhood safe. The
statistics show that this is not currently the case. Pregnancy-related complications are the main
cause of deaths for 15-19-year old girls worldwide (7). In some developing countries, maternal
mortality among adolescent girls under 18 years is 2-5 times higher than in those aged 18-25
years (8).

Children born to adolescent mothers often experience higher risks of death during the first five
years of life. A comparative study of Demographic and Health Surveys data from 20 countries
showed that the risk of death by age five was 28% higher for children born to adolescent mothers
than those born to women aged 20-29 years. (9)

An important contributory factor to maternal morbidity and mortality among adolescents is
their higher recourse to unsafe abortion. In countries with reliable statistics, 40-60% of adolescent
pregnancies end in induced abortion (10). Another contributory factor of growing importance,
both to maternal mortality and to childhood mortality, is HIV/AIDS (11).
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2. FACTORS THAT INFLUENCE ADOLESCENT PREGNANCY AND CHILDBIRTH

A range of social, cultural, biological and service delivery factors contribute to the high levels of
adolescent pregnancy and childbirth. These factors are shown in Box 1.

BOX 1
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' Adolescent pregnancies tend to be highest in regions with the lowest contraceptive prevalence. Moreover in many
developing countries recent gains in contraceptive prevalence have been almost exclusively among older, married
women and not adolescents.
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3. RISKS ASSOCIATED WITH PREGNANCY AND CHILDBIRTH IN
ADOLESCENCE, AND HOW THEY DIFFER FROM THOSE IN ADULTS

BOX 2

Pregnancy and childbirth in adolescence

carry a greater risk to the health of both FRANCY COR S HORS OCaUIHIRG o
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Problems in the antenatal period (17)

Pregnancy-induced hypertension

There are conflicting reports on the incidence of hypertensive diseases of pregnancy in adolescents.
However, studies report an increased incidence of the condition in young adolescents, when
compared with women aged 30-34 years.

Anaemia

Results from a meta-analysis of studies show an increased risk of anaemia in adolescents from
developing countries, compared with women over 20 years of age. Anaemia in pregnancy is often
caused by nutritional deficiencies, especially of iron and folic acid, and by malaria and intestinal
parasites. Vitamin A deficiency and HIV infection may also play a role in its causation.

STIs/HIV

Sexually active adolescents are at an increased risk of contracting STIs, including HIV infection,
owing to their biological and social vulnerability. There is also the increased risk of mother-to-
child transmission of HIV in adolescents, because the HIV infection is more likely to be recent,
and therefore associated with higher viral loads. The presence of other STIs (syphilis, gonorrhoea
and chlamydia) with local inflammation may increase viral shedding, thereby increasing the risk
of transmission during labour.

Higher severity of malaria

Malaria is one of the most important causes of anaemia during pregnancy. First-time pregnant
women (which includes many adolescents) are more likely to be infected with malaria than women
who have been pregnant before. They are also more likely to suffer its more severe forms. This
puts them at risk. It also puts their foetuses at risk of intra-uterine death or low birthweight.
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Problems during labour and delivery

Pre-term birth?

A meta-analysis using data from developed and developing countries showed that, compared to
women over twenty years of age, adolescents are at increased risk for pre-term delivery. A likely
cause of this is the immaturity of the genital organs of young women. However, social factors such
as poverty, behavioural factors such as psycho-active substance abuse, and lack of optimal antenatal
care also have a negative influence on pregnancy outcome.

Obstructed labour

In young girls (below 15 years of age), cephalo-pelvic disproportion is more likely to occur than in
older adolescents, and in adult women. This is due to the immaturity of the pelvic bones, and the
small size of the birth canal. In such circumstances, lack of access to medical — and surgical — care
can result in obstructed labour with all the attendant implications. Prolonged obstructed labour
can result in vesico-vaginal and recto-vaginal fistulae, which if left untreated can have serious
social repercussions for the young woman.

Problems in the postpartum period

Anaemia

Adolescents are more at risk of anaemia in the postpartum period due to pre-existing anaemia
during pregnancy. This may be further aggravated by blood loss during labour and delivery and
may increase the risk of puerperal infection.

Pre-eclampsia

Several studies report that pre-eclampsia occurs more often in young adolescents. The symptoms
may become worse during the first postpartum days, and occasionally the first symptoms are
recognized postpartum.

Postpartum depression

Adolescent women are also more likely to suffer from postpartum depression, or other mental
health problems.

Too early repeat pregnancies

In many countries unmarried adolescents face considerable barriers in obtaining reliable
contraception, because of barriers to the provision of services to them. Unprotected intercourse
and repeat pregnancy have been found to occur in as many as 50% of these young women, within
24 months of delivery.

' Gynaecological age is defined as the chronological age less the age at menarche. A value of less than two years is
associated with a higher risk of pre-term labour, and possibly cephalo-pelvic disproportion and consequent
obstructed labour.
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Problems affecting the baby

Low birthweight

A number of clinical studies in developing countries, and some from developed countries, have
showed a higher incidence of low birthweight (weight <2500 grams) among infants of adolescent
mothers.

Perinatal and neonatal mortality

Clinical studies in both developing and developed countries have found increased perinatal and
neonatal mortality rates in infants of adolescent mothers, compared with infants of older mothers.

Inadequate child care and breastfeeding practices

Young mothers, especially those who are single and in difficult socio-economic situations, may
find it hard to provide their children with the care they need. This is reflected in their poor child-
feeding, including breastfeeding, practices.

Why are these complications worse in adolescents than in
adults?

The complications described above are by no means limited to adolescents. Older women also
suffer from similar complications. Also, the situation of adolescents varies depending on their
marital status and the support available for them during pregnancy and childbirth. Social and
cultural norms may hinder the ability of adolescents (married and unmarried) to obtain information
and access antenatal, delivery, and post natal services. There are, however, several reasons why
the complications have a worse outcome in adolescents.

1. Biologically, young adolescents are not mature enough for the strain imposed on them by
pregnancy. Firstly, in physical terms, their pelvic bones are not fully mature, and as a result,
cephalo-pelvic disproportion could potentially occur. Secondly, young adolescents may
continue to grow during pregnancy. What this means is that there is a potential for competition
between the mother and the foetus for the nutrients required for growth and development. If
the adolescent’s growth and development have been hindered by under-nutrition during
childhood, she would then be entering pregnancy with nutritional deficiencies as well as
impaired growth and development, further increasing the risk of negative outcomes. Thirdly,
young adolescents may also not be psychologically prepared for motherhood. This could
result in mental health problems such as depression.

2. Compared to older women, adolescents are less empowered to make decisions about matters
affecting their health (as well as other matters). If married, the husband is likely to be older,
better educated and the principal family wage-earner. In some cultures, the husband’s mother
and sister (s) are likely to have a greater say in decision-making in matters concerning the
household than his young wife. If single, the shame of the pre-marital pregnancy may leave
her voiceless and even as a family outcast. In some cultures, single pregnant adolescents are
sent away to distant relatives until after delivery. In such circumstances, the adolescent is
unlikely to get the psychological and practical support that she needs.
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3.

Adolescents are more likely to enrol later and to make fewer health-facility visits for antenatal
care. Clearly, socio-economic factors have a major influence on antenatal care utilization. The
stigma associated with premarital pregnancy is another critical factor contributing to this. In
many places, unmarried adolescents hide their pregnancies for as long as they can. On the
other hand, married adolescents may not even know of the value of antenatal care, and even
if they do, may be unable to obtain it. What this means is that adolescents are deprived of a
service that has been shown to contribute to positive pregnancy outcomes.

In many places, adolescents deliver at home. They come to - or are brought to - hospital only
as a last resort, often with serious complications. The factors that contribute to this include:

= Social and cultural norms may dictate that they deliver at home;

= They may be afraid of hospitals;

= They may have heard discouraging stories about mistreatment by hospital staff (and
especially labour room staff);

= They may be unable to bear the hospital charges, or even for the cost of private transport
to get there.

What this means is that a problem that could be prevented or promptly managed in a hospital
could potentially get out of hand during delivery at home.

In many places, pregnant adolescents — especially unmarried ones — are treated with scant
respect by medical and nursing staff, as well as clerical and other staff. Further, many health-
care workers are not conversant with the issues that need to be borne in mind when providing
care during pregnancy to adolescents. As a result, antenatal visits and the delivery experience
can be unpleasant for the young person, and in addition inadequate in terms of technical
quality.
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4. CARE OF ADOLESCENTS DURING PREGNANCY, CHILDBIRTH AND THE
POSTNATAL PERIOD

There is much that can be done to reduce the occurrence of problems, and to improve the health
of the mother and the (unborn) baby. This includes early diagnosis of pregnancy;, effective antenatal
care, effective care in labour and delivery, and effective postpartum care.

Early diagnosis of pregnhancy

The early diagnosis of pregnancy is an important first step in drawing the adolescent into antenatal
care. Health-care providers and other adults in more regular contact with the adolescent, including
family members, have the shared responsibility of creating a supportive environment in which
she feels able to share information about her situation. Health-care providers need to be aware
that a young adolescent may not know that she is pregnant. This may be because she may not
remember the dates of her last menstrual period, or because her periods are not regular. Another
issue to be aware of is that if the adolescent is unmarried, she may want to hide her pregnancy or
even to terminate it. Being aware of these issues, and being on the lookout for telltale signs of
early pregnancy (such as nausea) will help ensure that an early diagnosis of pregnancy is made
and that the adolescent receives the care and support she needs.

Antenatal care

Repeated contacts with the health-care system provide a useful opportunity for the detection and
treatment of problems that commonly affect pregnant adolescents. Pregnancy-induced hypertension
can easily be detected. Uncomplicated hypertension can be managed on an outpatient basis. In
case of complications (such as pre-eclampsia, eclampsia, and abruption placentae), referral to a
hospital is indicated. Anaemia and malaria too can be detected and treated during routine antenatal
care. Antenatal visits also provide a valuable opportunity to screen for STIs such as syphilis and
to provide the required treatment, when needed. They also provide an opportunity for the provision
of food supplements, in case under-nutrition is detected. It is worth noting that there is only
limited evidence of the value of food supplementation on increasing birthweight. Finally, antenatal
visits could help identify those adolescents — especially very young adolescents — at risk of pre-
term labour, though interventions to address this are limited (17).

Antenatal care should go much further than the detection and treatment of problems. It provides
a valuable opportunity for the provision of information and counselling support that adolescents
need. WHO recommends a minimum of four antenatal visits for all pregnant women (18). This is
especially important in the case of adolescents — especially unmarried ones — because of their
greater need for support.

Antenatal care also provides an entry-point for the identification and provision of social support
services. The waiver of user-fees, and the provision of medicines such as anti-malarials, and food
supplements free-of-charge will help ensure that they do in fact benefit from antenatal care.

Counselling during pregnancy

As indicated above, health-care providers should seek to understand the situation that their
adolescent patients are in, and to provide them with the information and counselling support
that meet their needs (listed below). In addition, pregnant adolescents may have questions and
concerns of their own. They must be given an opportunity to raise and discuss these issues.
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" The life situation of the adolescent including her marital status and socio-economic situation,
and the support available to her from her husband/partner, family members, friends and
others;

= The options available to her in terms of the pregnancy (e.g. in some places discreet
arrangements are available for handing the child over for adoption soon after birth);

= The support that she needs, and the social support services for which she is eligible;
= Her access to health services for routine antenatal care and in case of emergency;

= Her plans for the delivery;

= Her plans for the care of the baby;

= Her plans for continuing with her education or work after the delivery.

Counselling should also include health issues that are relevant to the person. These include good
nutrition, malaria prevention and smoking (and other psychoactive substance use) cessation.
Another important issue is HIV/AIDS. As indicated above, adolescents are at an increased risk of
contracting HIV infection, and of transmitting the infection to their infants. In a growing number
of countries, voluntary counselling and testing services, as well as anti-retroviral therapies to
prevent mother-to-child transmission, and to safeguard the health of the mother, are becoming
available. Adolescents should be encouraged to obtain HIV counselling and testing. In addition to
opening the door to anti-retroviral therapy to prevent mother-to-child transmission, and to prevent/
reduce viral multiplication in her body, the knowledge of her HIV status will enable the HIV-
infected adolescent to take the necessary steps to prevent transmission to others. For those who
test HIV-negative, this provides an opportunity to reinforce the message of STI/HIV prevention.

Management of labour and delivery

If the pregnancy in an adolescent is uneventful, complications such as anaemia are treated
adequately, labour starts at term, and the infant is in cephalic presentation, labour is not at
increased risk. However, if the adolescent is severely anaemic, postpartum haemorrhage can be
dangerous. In very young adolescents, pre-term labour as well as obstructed labour are more likely
to occur. What this means is that although in general, labour is not necessarily more risky in
adolescents than it is in adults, some adolescents clearly are a high risk for specific reasons.

As a general rule, if the labour is a potentially high-risk one, it is advisable to encourage hospital
delivery. In some places, “waiting mothers” shelters have been established to help ensure that
women who are likely to require institutional delivery do not find themselves stranded at home
because there is no one around to accompany them to the hospital, or because transportation is
not available/affordable.

Guidelines for the provision of care during normal labour have been developed by WHO (19).
Besides observing and monitoring, supporting the woman and her partner (or companion) is very
important, especially in adolescents. Studies have shown that continuous empathetic support
during labour, provided by a nurse or midwife results in many benefits both to the mother and the

baby (17).
Postpartum care

Postpartum care includes the prevention, early diagnosis and treatment of postnatal complications
in the mother and the infant. It also includes the provision of information and counselling on
breastfeeding, nutrition, contraception and care of the baby (20). The adolescent mother will
require support on how to care for herself and her baby. Since many adolescents — especially those
in difficult social situations - do not receive adequate antenatal care, or the support of their

partners/families, postpartum care is even more important for them.
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Contraception

Many too-early repeat pregnancies are unplanned and as a result of absent or inadequate
contraceptive efforts (17). The postpartum period presents a good opportunity for taking concrete
steps towards pregnancy prevention and for promoting dual protection by using condoms.

Nutrition of the mother

The lactating adolescent needs adequate nutrition to meet her own bodily needs as well as the
extra needs required for breast-milk production.

Breastfeeding

WHO has made recommendations concerning breastfeeding (20). A young adolescent — especially
one who is single — would require extra support in achieving breastfeeding successfully.

Between 5-20% of infants born to HIV-positive mothers may acquire HIV through breastfeeding
depending on a range of factors. Every HIV-infected mother should receive counselling, which
includes information about the risks and benefits of different infant feeding options, and specific
guidance in selecting the option most suitable for her situation. The final decision should be the
woman’s, and she should be supported in her choice. When replacement feeding is acceptable,
feasible, affordable, sustainable and safe, avoidance of all breastfeeding by HIV-infected mothers
is recommended. Otherwise, exclusive breastfeeding is recommended during the first months of
life, and should be discontinued when an alternative form of feeding becomes feasible (21).

The first weeks and months as a young mother

Many adolescents return with their babies to the love and support of their families. Many others
are less fortunate. Their social circumstances are often distressing. If the adolescent mother is
unmarried or without a partner, she may face problems with her family and community because
they disapprove of her behaviour. In such circumstances, her health and well-being and that of
the baby are at risk. Maintaining ongoing contact through home visits has been shown to be
helpful in reducing rates of child abuse and maltreatment. In addition to support with baby-care,
the adolescent will benefit from support for planning her future. Responding to this can be both
rewarding and challenging.
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SPOT CHECK 1
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Handout for module | m UNSAFE ABORTION IN ADOLESCENTS

This handout presents background information to complement the material in module I entitled
Unsafe abortion in adolescents. The facilitator may refer to the text in this handout during the
sessions and you may be asked to read some extracts.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. The nature and scope of unsafe abortion I-5
2. Factors contributing to unsafe abortion in adolescents I-6
3. The consequences of unsafe abortion I-8
4. Diagnosing unsafe abortion I-9
5. Managing unsafe abortion I-10
6. Preventing unsafe abortion I-11
7. References I-13
Annex 1. Spot checks. Session 1 — Activity 1-2 I-15
Annex 2. Case studies. Session 4 — Activity 4-3 I-21
Annex 3. Role plays. Session 5 — Activity 5-3 1-27

Annex 4. Questions. Session 6 — Activity 6-1 I-31
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1. THE NATURE AND SCOPE OF UNSAFE ABORTION

WHO estimates that about 25% of all pregnancies worldwide end in an induced abortion. Table
I that follows presents global estimates relating to abortions for women of all ages (I). The vast
majority of unsafe abortions take place in

- . TABLE 1
developing countries, and as can be expected,
in countries in which abortion is restricted : o : S B 2if o
by law. women-of all-ages

Unsafe abortion accounts for up to 13% of

3
mmaE>]
ST
o

all maternal deaths (1). Some 80,000 women formed:

%-
D

are estimated to die every year as a result of .

P\
X

unsafe abortion. Many more women survive i

the experience only to suffer throughout the [HgHIHTEH :

rest of their lives from chronic health

problems, and in many cases infertility. i EﬁIF Eﬁ:ﬁb

In many parts of the world, more adolescent girls than adult women will resort to abortion as a
way of solving an unwanted pregnancy. A conservative estimate of the total number of abortions
among adolescents in developing countries ranges from 2 million to 4.4 million annually. In many
developing countries, hospital records of women treated for complications of abortion suggest
that between 38% and 68% are less than 20 years old. A recent review of unmarried women aged
15-19 years who gave birth in the preceding five years showed that 32-93% of the births were
unwanted or mistimed. Even among the married adolescents, up to 61% of the last births were
unwanted or mistimed (2,3).

The choice to have an abortion is not an easy one. Adolescents often state a number of reasons for
resorting to abortion (4):

= Education: Pregnant girls who fear expulsion from school or the interruption of their studies
may believe that they have no choice but to terminate their pregnancy.

. Economic factors: Since adolescents have fewer economic resources to care for a child, it is
not surprising to find economic pressures influencing their decision to seek an abortion.

= Social condemnation: In societies where a pregnancy before marriage is considered immoral,
adolescent girls choose termination of pregnancy to avoid bringing shame and condemnation
on themselves and their families.

= Having no stable relationship: This reason is encountered more commonly among
adolescents than in adults.

= Failed contraception: Contraceptive use among adolescents is often low. Where they are
used, this is often done so inconsistently and incorrectly. Also, less effective methods tend to
be used.

= Coerced sex (including rape and incest): Cross-cultural data point to the fact that a larger
percentage of rape and sex abuse incidents are perpetrated against adolescents than among
adults.

Early studies on unsafe abortion, especially in developing countries, reported a higher prevalence
in the urban and educated than in the rural areas. This may be as a consequence of greater access
to information and wider availability of services in urban areas. In countries where abortion laws
are restrictive, the rich are often able to obtain safe abortion from competent, well-trained providers
at exorbitant fees. The rich are therefore less likely to suffer the consequences of unsafe abortion.
On the other hand, the poor are forced to seek the services of clandestine, unqualified providers
with all the attendant implications.
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2. FACTORS CONTRIBUTING TO UNSAFE ABORTION IN ADOLESCENTS

There are several factors which determine the magnitude and severity of unsafe abortion:

= Delays in seeking care

= Resorting to unskilled providers
= Use of dangerous methods

= Legal obstacles

= Service-delivery factors.

Delay in seeking abortion is the largest single factor in determining the risk of complications and
death due to unsafe abortion among adolescents (5). Adolescents, like some adults, may delay
seeking help even after complications develop. Adolescent women may delay seeking care because
they may not know that they are pregnant, or may not want to admit it even if they are aware of
their pregnancy. They may not know where to obtain help. Even if they do so, they may not be
able to obtain help because factors such as cost may prevent them from doing so. Finally, even if
they can obtain help, they may be unwilling to do so because of the attitudes and behaviours of
health-care workers.

Adolescent girls are more likely than adult women to seek abortion from unskilled providers. The
younger the adolescent, the more likely that her abortion will be self-induced or carried out by a
non-medical person.

Adolescents are more likely than adults to use dangerous methods for abortion, such as inserting
objects into the cervix, placing herbal preparations into the vagina, or taking various preparations
from modern and traditional systems of medicine — orally or through injection.

Varying forms of legal barriers to the provision of abortion services exist in many countries. Even
in countries where these laws are relatively liberal, various requirements that have been created
malke it harder for adolescents to have access to safe abortion. For example, in some countries the
consent of the husband, parent or guardian is needed for the abortion if the woman is below a
certain age. Generally speaking, abortion-related mortality is highest in countries where abortion
is legally restricted and reproductive health service provisions are not widely available. It must be
noted that even where laws and policies are not restrictive, societal views and the — real or perceived
— attitudes of health-care workers act as obstacles to access (6).

The way in which service-delivery is organised affects the extent to which adolescents have access
to sexual and reproductive health information and services, including safe abortion when needed.
Later in this handout, we will describe what actions need to be taken in order to improve the
diagnosis and management of unsafe abortion in adolescents. For information on how to overcome
barriers to the provision and utilisation of health services to adolescents, please refer to the module
D. Adolescent-friendly health services.

The magnitude and severity of problems related to unsafe abortion among adolescents vary from
country to country, and within communities in the same country.
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Factors determining magnitude and severity include the extent to which:

= Reproductive health information and services are available and accessible to adolescents;
. Safe abortion services are available and accessible;

= Health-care providers are helpful and non-judgemental in their dealing with adolescents;
= Community norms permit open and frank discussion about sexuality in adolescents;

= National laws and policies facilitate the provision of reproductive health information and
services that adolescents need.
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3. THE CONSEQUENCES OF UNSAFE ABORTION

While the risks of mortality and morbidity from unsafe abortion are high for women of all ages,
they are especially high for adolescents. The consequences are multiple, and can be conveniently
categorized as medical, psychological, social and economic.

Mortality

Information on mortality due to unsafe abortion for women of all ages was presented earlier in
this handout. The available data clearly points to the fact that three groups of women run a
heightened risk of mortality from unsafe abortion. These are women of young age, those who
have not yet had children, and women of lower socio-economic status. The risk of mortality is
clearly far greater for adolescents than for adult women.

Medical consequences

The major short-term complications are cervical or vaginal lacerations, sepsis, haemorrhage,
perforation of the uterus or bowel, tetanus, pelvic infection or abscess, and intrauterine blood
clots. Post-abortal sepsis can rapidly develop into septicaemia; haemorrhage is a common
complication that leads to or aggravates pre-existing anaemia. Both septicaemia and anaemia are
common causes of death, especially in developing countries where life-saving antibiotics and safe
blood transfusion services are less available. Physical injuries may vary from small genital lacerations
to major perforations involving not only the reproductive organs but also urinary and
gastrointestinal systems.

In order to save the lives of these young women, major emergency surgical interventions are
needed. Paradoxically such interventions are least available in developing countries, where young
people are least able to prevent pregnancy. Where they are available, they are least accessible to
those who require them most: poor adolescents in rural areas. Thus, adolescents who resort to
unsafe abortion often pay with their lives.

The major long-term medical complications (more than a month after the procedure) include
secondary infertility (a particularly heavy life-long burden, in societies where a woman’s status
depends on her ability to have children), spontaneous abortion in a subsequent pregnancy, and an
increased likelihood of both ectopic pregnancy and pre-term labour.

Psychological consequences

These are less well-documented than physical consequences but are by no means insignificant.
Long-term abortion-related psychological problems have been frequently reported, especially in
young women pregnant for the first time. These include a sense of loss and reactions of grief.
Some have also expressed guilt that extends beyond the abortion itself to guilt for having engaged
in sexual relations, and for failing as a “real” woman by opting for abortion (7).

Social and economic consequences

The social and economic consequences of unsafe abortion are borne by the girl herself, her family,
community and the society as a whole. The girls who survive may face a range of social problems.
If it becomes known that they have undergone an unsafe abortion, they may have to leave school

and face disapproving attitudes, even ostracism, from their community. Furthermore, they risk
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being thrown out by their families. Girls who drop out of school, or are thrown out by the family,
often marry early, get poorly paid jobs and are tempted or forced into prostitution. In short, the
spiral of events stemming from their obtaining an unsafe abortion, greatly reduces their life chances.

In some countries where abortion is illegal, women — including adolescents — who have undergone
an abortion illegally, may face imprisonment.

Throughout the developing world, the economic consequences of unsafe abortion are immense
for both the community and the country. Treatment for the complications of unsafe abortion
drains precious resources — often already in short supply — such as safe blood, other intravenous
fluids, and antibiotics. Women recovering from unsafe abortion tend to stay in hospital three or
four times longer than those recovering from safe abortion. Also, the long-term morbidity resulting
from unsafe abortion incurs future health care and other costs. In addition, there are other significant
costs. Investments made in education and training young women are lost. Human resources which
could have contributed to the nation’s development are lost. Unsafe abortion thus results in costs
not only to individuals and families but to communities and societies.

4. DIAGNOSING UNSAFE ABORTION

In theory the diagnosis of unsafe abortion or its complications should not differ between adolescents
and adult women. There is a history of a missed menstrual period(s) followed by an attempt to
terminate the unwanted pregnancy, by oneself, with the assistance of a friend or a clandestine
provider. In places where abortion is illegal, the illicit provider often merely induces bleeding and
leaves it to the woman to go to a hospital for an evacuation later. In such circumstances, an
adolescent may present with a history of vaginal bleeding and complications of sepsis and anaemia.

Unlike adult women, adolescents (particularly very young girls) are often not willing and sometimes
not able to given an accurate history. This is especially so when they are accompanied by their
parents, relatives or other persons because of fear and embarrassment at having had sexual relations.

Compared with adults, adolescents with an unsafe abortion are more likely to (4):

= Be unmarried and outside a stable relationship

=  Be primi gravida

= Have a longer gestation up to the time of abortion

= Have used dangerous methods to terminate pregnancy

= Have resorted to illegal providers

= Delay seeking help

= Come to the health facility alone or with a friend, rather than with the partner
=  Have ingested substances that interfere with treatment

= Have more entrenched complications.

It is important for health-care providers to bear in mind that unwanted pregnancy may be the real
presenting problem, though other symptoms may be reported, and to observe the adolescent’s
demeanor and behaviour carefully. This will assist in ensuring that the diagnosis of unsafe abortion
is not missed. It would be important to employ a gentle, reassuring manner, and to tactfully ask
the girl’s parents or guardians to wait outside the consulting/examining room. This will enable the
health-care provider to have a private and confidential conversation with the girl.




Orientation Programme on Adolescent Health for Health-care Providers

5. MANAGING UNSAFE ABORTION

The clinical presentation will obviously depend the condition of the patient. In case infection has
set in, the adolescent is likely to be feverish and dehydrated. The other likely clinical signs are: a
swollen, tender abdomen, bleeding and foul-smelling discharge from the vagina, with some products
of conception still in the uterus, tender adnexae, and fullness in the pouch of Douglas. In case
treatment has been delayed, the adolescent is likely to be in shock with impending respiratory and
circulatory failure.

The management of the patient will depend on the history and the findings of the examination. It
should be based on the following principles (§):

= Emergency resuscitation may be necessary as many adolescents present in shock. In primary
level facilities, health-care workers will need to be prepared to make referrals and arrange for
transport to a referral facility with effective treatment.

= Evacuation of the uterus is necessary to remove all the products of conception.

For inevitable or incomplete abortion, uterine evacuation is necessary. The technique chosen
will depend on the length of gestation, stage of the abortion, uterine size and availability of
skilled staff and supplies. If there are signs of infection, abdominal injury, cervical or uterine
perforation, evacuation should be carried out only after broad-spectrum antibiotics effective
against gram-negative, gram-positive and anaerobic organisms, as well as chlamydia, have
been started.

In the first trimester, vacuum aspiration is the surgical procedure of choice. In the second
trimester, the risk of complications is higher. Because delay is so characteristic of adolescent
abortion patients, many second trimester abortions are carried out in this age group. Early
second trimester (12-14 weeks) procedures can be done by vacuum aspiration using larger
cannulae. Curettage is also sometimes required. The treatment of incomplete abortion in the
late second trimester (more than 14 weeks), by dilation and curettage or by uterotonics,
should be done by experienced health-care workers. In addition, intravenous fluids and
oxytocics, blood transfusion and facilities to perform abdominal surgery must be available as
a back-up.

= Management and prevention of complications such as infection and injury. It is unfortunately true
that complications are more frequent and more severe in environments where self-induced or
otherwise unsafe abortions are common and where reproductive health services in general are
lacking.

= Arrangements for post-abortion care must be put in place because adolescents are more easily
“lost to follow-up” than are adults. Establishing a good rapport with the adolescent patient
will facilitate follow-up. In any case, patients must be given information on danger signs to
look out for, such as fever and chills, nausea and vomiting, abdominal pain and backache,
tenderness to pressure in the abdomen, heavy bleeding and foul-smelling vaginal discharge.
They must also be provided with information on sexuality and contraception for well-informed
decision-making.
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6. PREVENTING UNSAFE ABORTION

In many parts of the world, adolescent and adult women with unwanted pregnancies continue to
resort to abortion, whether or not it is legal and safe. Prevention of such pregnancies must therefore
be one of the key objectives in efforts to eliminate unsafe abortion. Communities, governments
and health-care workers should endeavour to:

= Improve access to reproductive health information and services

The need to improve adolescents’” access to reproductive health information and services has
been discussed in module C. Adolescent sexual and reproductive health. Specifically, there is an
urgent need to expand the availability of a wide range of contraceptive methods to enable
sexually active adolescents to choose the method that best suits their needs. The contribution
that emergency contraception could make in preventing unsafe abortion needs to be clearly
articulated. Adolescents need to know that this method is available, and where it could be
obtained when needed. Information on ways and means of improving the accessibility and
acceptability of health services is provided in module D. Adolescent-friendly health services.
Further information on contraception is provided in module J. Pregnancy prevention in adolescents.

= Address laws and policies on access to safe abortion services and their application

In many countries, legal barriers prevent adolescents from obtaining abortion services. It is
important to press for legislative review and reform in these countries. Even in countries
where abortion is legally available on demand, women experience difficulties in exercising
their right to obtain these services. The reasons for this include local opposition or reluctance
to applying national laws, and burdensome administrative requirements. These barriers are
heightened when adolescents are involved. In such situations, it would be important for the
relevant authorities to clarify the role that health-care providers are obliged to play in the
provision of abortion services. This will help to ensure that available services are not withheld
from adolescents who need them (9).

= Train health-care providers in comprehensive abortion care

Health-care providers — both modern and traditional — need to be trained in comprehensive
abortion care so that they can recognize the signs and symptoms of abortion-related
complications and how to manage them effectively. They also need to be trained in post-
abortion counselling. In this way, they can help adolescents deal with the many health and
social issues that arise. In addition to building the knowledge and skills of health-care providers,
it is important to help them examine their attitudes and beliefs, in order to prevent these
factors from hindering the provision of care.

The dilemma for service providers is often a complex one. On the one hand there are laws
concerning the provision of abortion services, and on the other hand there are laws governing
the treatment of minors. Both of these sets of laws can come together to pose barriers to the
health and well-being of adolescents, especially young adolescents. The issuance of clear
standard operating procedures and guidelines for the management of unsafe abortion, within
the context of the prevailing laws and policies, will assist health-care providers in dealing
with the legal and ethical dilemmas that they encounter.
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= Involve communities in protecting and safe-guarding adolescents

In addition to their role as service-providers, health-care workers have to play the important
role as change-agents in their communities. They must work to involve communities in
discussions on unwanted pregnancy, unsafe abortion and its consequences, and the
contribution they could make to protecting and safe-guarding adolescents in the community

(10).
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SPOT CHECK 1

deaths are caused by unsafe abortion?
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SPOT CHECK 2

In the developing world, roughly what percentage
of women who are hospitalized with abortion complications are

under 20 years old?
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SPOT CHECK 3

Some people say that if safe abortion services are made available

and accessible to adolescents, it will encourage promiscuity.

Do you agree with this?
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issue of abortion?
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SPOT CHECK 5

A school-girl presents with complications due to unsafe abortion.

Which of these best describes how you feel about her situation?
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I feel angry with her

| feel angry with the boy or man who is responsible

| feel pity for her

I feel angry with the politicians for the restrictions on safe abortion

| feel we have failed because she resorted to unsafe abortion

| feel sadness that she didn't use safe abortion

| feel pity for the life that has been aborted

| feel angry with the person who did the abortion
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o
o
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Encourage the authorities to stop untrained people carrying out abortions

unsafe abortion among adolescents?
¥
unsafe abortion among adolescents?

Train modern and traditional health-care providers in abortion care
Encourage adolescents to go through with their pregnancies

Improve confidentiality for adolescents seeking abortion
Improve provision of contraception to all adolescents

Improve access to safe abortion for adolescents
Emphasize abstinence from sex before marriage

Realistically, is there more you could do with respect to

SPOT CHECK 6
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CASE STUDY 1
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QUESTIONS FOR GROUP DISCUSSION

1. Who do adolescents turn to for advice and help when they have an unwanted pregnancy?

- In the case of a “botched” illegal abortion, with serious consequences, where do they go?

- How promptly do they seek help when problems arise?

2. How are adolescents treated if/when they go to a government health facility; a private practitioner
or an illegal abortionist?

- From an adolescent’s point of view, what are the pros and cons of going to each of these
places?

3. When seeing an adolescent in such circumstances, how can you make her feel at ease and
encourage her to confide in you?

4. What are the things you need to be aware of when carrying out a physical examination of a
young woman in such a situation?

5. What is the best way to communicate facts about abortion, its possible consequences and its
implications, to adolescents?

- Which of the adolescents’ concerns must you address?
- In this situation, what are the rights of minors to privacy and confidentiality?
- What are the rights of parents to be informed and make decisions?

6. Do health-care workers deal with the social and psychological aspects of abortion effectively?
What do they need to consider in order to deal more sensitively with these aspects?

7. What follow-up actions need to be undertaken following unsafe abortion?

- How to coordinate with related services for contraception and STI prevention?

- How can vital education and information on prevention best be provided?
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CASE STUDY 2
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QUESTIONS FOR GROUP DISCUSSION

1. What important issues pertaining to health services (availability and accessibility) are highlighted
by this case study?

2. In your experience and practice, how often does this sort of event occur?
3. What do we need to do (as health-care providers) to prevent such tragedies from occurring?

4. What do you need to be aware of when carrying out a physical examination on a young woman
in such a situation?

5. How frequently do basic supplies and other resources for resuscitation run out in your experience?

6. What could have been done differently to save the young woman’s life after she presented at
the hospital?
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ROLE PLAY 1
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ROLE PLAY 4
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1. Given societal norms, laws and policies, what can health-care workers do to prevent unsafe
abortion?

Specifically, how can they:

= improve access to reproductive health information and services?
= create a climate conducive to contraceptive use for all sexually active adolescents?

= involve communities in discussions of the issues of unwanted pregnancy and the consequences
of unsafe abortion, as well of their role in enabling adolescents to prevent these problems
and to cope with them when they occur?

2. Given societal norms, laws and policies, what can health-care workers do to reduce the
consequences of unsafe abortion when it occurs?

Specifically:

= how can a young person’s confidentiality be respected in public hospitals where records and
notes are difficult to protect from inquisitive eyes?

. if there are medical complications, under what circumstances should we inform parents or
guardians?

= how should we build our own capacity to provide comprehensive abortion care including
post abortion counselling and contraception?

3. What can health-care workers do to generate supportive norms and stimulate policy review
and reform?

Specifically:

= to what extent should health-care workers conform to community beliefs and values if these
conflict with principles such as availability and accessibility?

= how could you use existing legal avenues to expand access to safe abortion while pressing for
review of existing laws?

= how could you involve communities in discussions of the issues of unwanted pregnancy and
the consequences of unsafe abortion, as well of their role in enabling adolescents to prevent
these problems and to cope with them when they occur?
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Handout for module J ® PREGNANCY PREVENTION IN ADOLESCENTS

This handout presents background information to complement the material in module J entitled
Pregnancy prevention in adolescents. The facilitator may refer to the text in this handout during the
sessions and you may be asked to read some extracts.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. Why adolescents need pregnancy prevention methods J-5
2. Providing adolescents with information and education on sexuality and contraception J-6
3. Providing adolescents with contraceptive services J-7
4. References J-14
Annex 1. Spot checks. Session 1 — Activity 1-2 J-15

Annex 2. Role plays. Session 6 — Activity 6-2 J-19
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1. WHY ADOLESCENTS NEED PREGNANCY PREVENTION METHODS

Use of contraceptives among adolescents

Millions of individuals around the world begin their sexual activity during their adolescent years.
They do so often without adequate knowledge about sexuality, and without using modern
contraceptives or protection against STIs including HIV. For example, demographic and health
survey data from sub-Saharan Africa reveal that, in a number of countries, 80% of women have
had sexual intercourse before age 20 (1). While these women may know of one or more
contraceptive methods, in many sub-Saharan African countries fewer than 30% of sexually active
women have ever used a contraceptive method (1).

Few unmarried adolescents use contraception during their first sexual experience. For example,
only 4% of sexually active women aged 15 to 24 in Ecuador reported using contraceptives, and
the corresponding figure in Uganda was only 6%. In the developing world, with some notable
exceptions — such as in Latin America — few young women use contraception between marriage
and first pregnancy. Most women who marry young have at least one child before age 20 (I).
Sexually active young people are less likely to use contraception than adults even within marriage.
Unmarried adolescents, who face additional barriers to obtaining contraceptives, are even less
likely to use contraception than married adolescents.

Studies in the USA suggest that there tends to be a delay of one year, on average, between the
initiation of sexual activity and the first use of modern contraceptives (1). Thus premarital sexual
activity often results in unintended pregnancy. In Mexico City, nearly two-thirds of women aged
18 to 19 with premarital sexual experience reported that they had been pregnant at least once. In
Zimbabwe, 46 % of women aged between 11 and 19 who had been sexually active before marriage
had been pregnant (I). Many unintended pregnancies occur within a year of first sexual intercourse.

Whether they are married or unmarried, adolescents can face potentially serious physical,
psychological and social consequences from unprotected sexual relations. These include too-early
and unwanted pregnancy and childbirth, unsafe abortion, and STIs including HIV/AIDS. These
events can also limit educational and job opportunities and negatively affect social and cultural
development, especially of adolescent girls (2).

Barriers to contraceptive use among adolescents

Adolescents in general — and unmarried adolescents in particular — often find it difficult to obtain
the contraceptives they need. The most important reasons that adolescents cite, in a variety of
different settings, for not using contraceptive methods when they are sexually active are (3):

= The unexpected and unplanned nature of sexual activity

= Lack of information and knowledge about contraceptives and where to get them
= Embarrassment and fear of lack of confidentiality

= Fear of medical procedures

= Fear of judgemental attitudes and resistance from providers

= Inability to pay for services and transport

" Displacement — refugees, or political strife

= Fear of violence from partner or parents

= Pressure to have children.

There is much that can and must be done to address these and other barriers.
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In many parts of the world, laws and policies prohibit the provision of contraceptive information
and services to adolescents. Restrictive societal norms add to this by hindering both their provision
to and their utilization by adolescents. Working to reform these restrictive laws and policies, and
to overcome societal resistance will help improve the availability and accessibility of contraceptive
services to adolescents.

In many places, adolescents lack information about sexuality, and specifically about contraception.
To add to this, health-care providers are often unaware of the special needs of adolescents, and
further, contraceptive services are not geared to meeting the needs of adolescents. There is a
pressing need to provide adolescents with the information they need. Alongside this, concerted
efforts are required to help health-care providers understand and respond to the special needs of
adolescents, and to reorient health services to meet those needs and preferences. In addition to
the biomedical issues, it is important for health-care providers to be aware of the wider social
issues, such as inequitable gender norms, that affect the adolescent’s ability to obtain and use
contraceptive services. Broader issues (such as gender norms and violence) often influence an
adolescent’s ability to access and effectively use contraception. Further, violence, either as a result
of domestic abuse or political strife, can disproportionately affect the ability of women to access
and use contraceptive services. In addition to their role as service providers, health-care workers
should, where they can, contribute as change-agents, to the actions that are needed at the
community and societal levels, to address these issues. These initiatives will help prevent the
consequences of too-early and unprotected sexual activity in this important population group.

2. PROVIDING ADOLESCENTS WITH INFORMATION AND EDUCATION ON
SEXUALITY AND CONTRACEPTION

For decades, education on sexuality and reproductive health for adolescents has been a controversial
issue in developed and developing countries alike, because of concerns that knowledge would
lead to earlier or increased sexual activity among unmarried adolescents. However, a review of
studies from around the world which examined the impact of sex education programmes on
adolescent knowledge and behaviour, found no support for this contention (4). If any effect is
observed, almost without exception, it is in the direction of postponed initiation of sexual
intercourse and/or effective use of contraception. The report stated that failure to provide
adolescents with appropriate and timely information represents a missed opportunity for reducing
the incidence of unwanted pregnancy and STIs and their negative consequences (4).

Sexual and reproductive health education programmes need to tailor their messages to suit the
needs of adolescents who have not begun sexual activity, and those who are already sexually
active. Also, because some adolescents begin sexual activity during early adolescence, formal sex
education programmes need to begin during this stage (4).

Research into the sexual and reproductive health of young people clearly points to the fact that
information provision and education alone do not necessarily lead to behaviour change'. Increasing
awareness and understanding is only the first step in preventing unwanted pregnancy and STI/
HIV. In addition, adolescents must know where to find services and be comfortable in using
them. This important issue is addressed in this handout.

' Adiscussion on other issues that contribute to changes in behaviour, e.g. social norms, are beyond the scope of this
paper.
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3. PROVIDING ADOLESCENTS WITH CONTRACEPTIVE SERVICES

Dual protection provided by available contraceptive methods

Some adolescents may have temporary sexual relationships and multiple partners, which puts them at
a high risk of STIs/HIV. Sexually active adolescents need to be aware of the importance of protection
against both pregnancy and STIs/HIV. When used correctly and consistently, male condoms are the
most effective method of preventing STIs including HIV/AIDS and can be highly effective in protecting
against pregnancy as well. Another approach for simultaneous protection against pregnancy and STIs is
the “dual use method”, that is to use condoms in conjunction with another method that has more
contraceptive typical-use failure rates such as combined oral contraceptives or injectables.

The following Table 1 lists the effectiveness of the available contraceptive methods in preventing pregnancy
and in providing protection from STIs including HIV (5).

Medical eligibility for available contraceptive methods

WHO places a high priority on ensuring that adolescents and young people worldwide have access to
safe and high-quality reproductive health and family planning services. The publication Improving access
to quality care in family planning: Medical eligibility criteria for contraceptive use (6), provides recommendations
of an expert scientific working group for appropriate contraceptive use in the presence of various medical
conditions. It provides essential information for the provision of contraceptives safely to adolescents,
while at the same time ensuring that they are not denied access to contraception based on unfounded
“contraindications”.

A brief review of method-specific medical, service delivery and counselling considerations for adolescents
is provided below in Table 2. This table covers issues that are most important when providing contraceptive
methods to adolescents. For a more thorough discussion of the medical eligibility criteria, please refer to
Improving access to quality care in family planning: Medical eligibility criteria for contraceptive use. For more
information on methods, such as mechanism of action, correct use, management of problems and side
effects, and contraceptive benefits, see The essentials of contraceptive technology: A handbook for clinic staff (7).

Healthy adolescents are medically eligible to use any of the methods of contraception that are currently
available. Age alone does not constitute a medical reason for denying any method to adolescents. However,
age is an important social factor to take into account when considering irreversible contraceptive methods,
such as male or female sterilization. It is also true that some concerns exist regarding the use of certain
other methods by adolescents (for example, progesterone-only pills), but this must be balanced with the
advantages of avoiding pregnancy. Many of the method-specific eligibility criteria that apply to older
clients also apply to young people. Some conditions such as circulatory system diseases, that may limit
use of some methods in older women, will not often apply to young people, since these conditions are
rare in this age group.
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prevention is substantially greater for male condoms than it is for female condoms.
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1
antbEE]
e
T
T
€
I
4
2

31 D]
v
v

TABLE 1
i)




Handout for module J ® PREGNANCY PREVENTION IN ADOLESCENTS

TABLE 2

-um , i : 5 B .
EEoE: 2 s L : h
i fasen M te e : w mj-w 57 mm
R i BSOS == e O o B JEaat s SR SErdb=ar 8 anARS e
Gt e ; SRR g ComaE-m aaians E7 R Er R CRrE
S 0 i e
H m SR pig Wm mﬂ\mwmm, FE e gy e R
g = a,&"m-.. -.%m‘m.., m. , a_ - mm ¢ , w_ »m 5 rm : wuwm
R ST RIS S EEiiiie
S W%m S EiEEE i e St

SH

s

fche!

laHZ2HEI

offects

nelude

[SH(0)

Pig
place

iFel

H2ES

~
o

75

1

Requitesa

T 'IHIE]m

fini

;mllaI;j:H

A }ZF]iEb]jUM

I HIS:M;&

GoOimMm

(PN

Nofage

restiict

otage

9

mﬂiﬂt:j@ﬂﬁﬂﬁ

some|

oo

N

N
¥

aGeRy

=peretraive

ermngter

21

N

e
Ots

Ivta

SRenmet

Dyiap

sl

TOHHOf

disti




Orientation Programme on Adolescent Health for Health-care Providers

=S

e

ons|
]
€

~fl A
f
tho
J
rgoot
Fithosie
HH
1
e

®
e

g
he
E

33

Tl

i GO
>od-optier
wotehiaftel
ek
e
it
s e
i!;@atld:mﬂhm
Feddenien
THETrERsanfor

e
UL
.
Viay
[
Isi!
J1el
mj
1
9|1
ratif
M T
i
iy
T
i
:

g

oy
r

N

o]

vate)

&

RIVEL =)

e

18

idalso

{feariof

\
C

omn

O

]

a ot
o adolescents

[

TSR

equirestStp]
0 daly

:.
[ YNt atirs
7
[TeqIr
£
o suppiiesneeted &
usindigondonit-aitirisk

11
Xetat
11
3

st
equire
ml;‘m Iami
HEE A,
discove
R
o ST
PrISr T
Torme{daTrbe

1

et
oI
Js_mg condo
' P2 F
e
o5

Y

45

hoea:

effectstian
SISO
=) i jC
Hats
hekiabies
1L
a
;-
f
ffec
TICILH
orweightgzir
effects
a
HAclde
11
T
1

| |
Sidett
and /i
M
i
I%I Wi
hbﬁ"
h
rec
e
A Ao

3
T

I

f

k
dllr

O

e i
aces
hough
Buon
st
er the-
iﬁtﬂiﬁi Y
gires!
iq:c:Hﬂﬂ
h\
|HI(F|:'I-
ERARSES
sit
dﬁ? q
qm::alh
A
va

8
1
2
1
1T
|H |
T
|y
19 |
"
g
oV
ot
d
111 A
Ccor
111
frstri
Bl
ILIRIAY.
(Y
1
(d
”
1
&b
I

)|
et |
here
{'C:I

restri
Norg

Restrictio
N
dainnacn
]
I 10)
ok :Ir\:rr
fsia]
€0
OnEErth

tion [

r
A
r
g

Al
el

e
1. : (0}
IiIF‘.')iE)I

5)

nal

e

TABLE 2

d(
[
N=u

T Rills(PORS
g€
gd
|EEE AN
te
APAY &
ity
E-haf
bt
1
HMesighal
I

HHE

i -!llrn:ﬁe 11
it

:::ﬁl?




Handout for module J ® PREGNANCY PREVENTION IN ADOLESCENTS

TABLE 2

1T 1T I 11T 11T TTTTTTT
I 11 I 11T 11T TTITTTT
~ N = P c = - P. ~

=
-
E_
=

rotection’ rictio q 1l derz
ot adolescents
111
oper ntra ot fir: gl isit ides cts | mme l6 ta good choice
:::utﬁ Vit of equired-for Hinotite 1 izt isk :&Iq:imzn:iskw
) hoice for i na Xcessive of STIH ] ] TYHN (more 1
1 nder 1 horor NO-delayinirethrm it 1atipanter
O rasiskic At {ertility f or whoseparire
gq::mh:hm No- iy regin  Heve-more
e required--HH hahlone [parthe
i ] needed 1{:‘13%3@:::
N home(carbep na athigher
'h;mmﬂ! i5KGHExD
] NGz ! Nolside =X correct us Aantion
HAwareness- i anylineto ffects Reddmmend 1t
:: ?: TaYa) wagl MafalaYiaMEil H{ 1’!{\ SZTaTa ki
HH of STt
Reduifes patt VayRat
dq:qmu ior effectivemyounger -
negopliatior NOTAER WHOS
Henstratcyctes
ré |-qu€ e 111
o hdM 111
Mﬁ![tﬁ Lot 1 (0}
useHarcob
e
GHEYT
T ebtel) g S TeIeffeg Shater %
w mo H H Di ee
%Eﬁﬁi&ha War
IJI i NaoOMIatTt
ks iel
casifeedin
il
amenofrh
Wit € age a ' X S = n correct use (e ethod
{El]]]i 1[o) ai]ml]]ﬂtli]) flEn:]H $ 1:||| #]]l (« (|kc as ]Fm:::
& 1A n ] . Ny 1
3hYOhE commdrrcation be-ohly-méthodH
e Ot apaliahielinsome
places
o L gﬂiﬂ_‘ﬂt It} R T nd c TONIy It
i ‘¥|h m‘ orn call m ndomiif Sk |$
HHHSte f et nfection f { f rafter-H
slat il Permanentmetnod hoigugh |
I |'H 'M'_IE i
st e
5 home {{can-bepFi
11
il
aAd-A 5
f »)

Counselling on sexuality

Adolescence is a period when individuals may test limits set for them by adults, experiment with new
behaviours, and struggle with issues of independence, acceptance, and peer group pressure. Thus, a
supportive, encouraging, non-judgemental environment, where confidentiality is ensured, is essential
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when counselling adolescents. Health-care providers and others may benefit from special training
in sexuality and in counselling skills, to enable them to deal with the needs, concerns and problems
of adolescents.

Developing a good rapport with adolescents is important, as is using language that they can
understand and be comfortable with. Due to inexperience and possibly embarrassment, adolescents
may be hesitant in expressing their needs. Providers need to be patient and take the necessary
time when working with them.

Adolescents may have special information needs, such as a desire to understand the changes that
are happening in their bodies as they mature, whether they are “normal” or not, and other
information regarding sexuality and sexual function. Service providers who are not comfortable
discussing these issues with issues with adolescents, should refer them to those who are. Also,
parents should be encouraged — and given the necessary support — to communicate with their
children/adolescents on sexuality.

Counselling should cover responsible sexual behaviour and needs to be directed at both males and
females. Male adolescents should be encouraged to share the responsibility for contraception and
STI/HIV prevention with their female partners.

Counselling for contraceptive method choice

While adolescents may choose to use any one of the contraceptive methods available to them,
some methods may be more appropriate for adolescents for a variety of social and behavioural
reasons. Many of the needs and concerns of adolescents that affect their choice of a contraceptive
method are similar to those of adults seeking contraception. For example, using a method that
does not require a daily regimen, such as oral contraceptive pills do, may be a more appropriate
choice for an individual.

In helping an adolescent make a choice of which method to use, health-care providers must provide
them with information about the methods, and help them consider their merits and demerits. In
this way, they could guide their adolescent clients to make well-informed and voluntary choices of
the method that is most suitable to their needs and circumstances (taking eligibility, practicality
and legality into consideration). The information provided should address the following issues:

= The effectiveness of the method

= Information on protection against STIs including HIV

= The common side-effects of the method

= The potential health risks and benefits of the method

= Information on return to fertility after discontinuing use of the method
= Where the method can be obtained and how much it costs.

After a method is chosen, it is also important to discuss correct use of the method and follow-up
information, such as signs and symptoms which would necessitate a return to the clinic.

Proper education and counselling at the time of method selection can help adolescents address
their specific problems and make well-informed, voluntary decisions. Further, expanding the number
of method choices offered can lead to improved satisfaction, increased acceptance and higher
contraceptive prevalence.
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Special considerations
Married adolescents

It is important to remember that many adolescents seeking contraception services are married.
Their contraceptive needs are similar to those of married adults, but they may have other special
information needs.

In terms of counselling issues, married adolescents may be particularly concerned about their
return to fertility after discontinuing use of a method. Those desiring a quick return to fertility
may prefer to avoid injectables such as Depo Medroxy Progesterone Acetate (DMPA), which can
delay return to fertility. Young married women may in some cases feel a pressure to have children,
and thus may want to keep their contraceptive use private from their spouse or in-laws. They also
may knowingly or unknowingly be in a relationship where they are at risk for STIs including HIV/
AIDS. This is an important, yet often difficult issue to discuss, and must be done with sensitivity.

Unmarried adolescents

Unmarried adolescents may be less likely to seek contraceptive services at health facilities because
of embarrassment at needing or wanting reproductive health services, and because of fears that
the staff may be hostile or judgemental or that their parents might learn of their visit. Adolescents
need to feel that they are respected, that their needs are taken seriously, and that they have the
right to use contraception if they desire.

For unmarried adolescents who do seek contraceptive services, it is important to discuss abstinence
or non-penetrative sexual activity as options, even with those who have already had sexual
intercourse. With support, individuals can delay sexual activity until they are older, and thus be
better able to deal with its social, psychological and physical implications. This requires
commitment, high motivation and self-control. Adolescents need support and encouragement to
abstain from and/or delay the initiation or continuation of sexual intercourse.

For unmarried adolescents who want to have sexual intercourse, condoms — or condoms in
combination with another method — are the best recommendation. For adolescents who are not in
monogamous relationships, sexual activity may be sporadic and unplanned. In these circumstances,
condoms are a good choice because they are widely available and can be used when needed.

Adolescents, especially those in monogamous relationships, may also desire to use other, longer-
acting methods. Providers of contraceptives must support this decision. For these adolescents as
well, the risk of STIs including HIV/AIDS must be discussed. Some of them may be at risk for
STIs/HIV when they do not consider themselves to be, if their partner has other sexual partners.

Adolescents who have been coerced into having sex

In designing and providing services, it is crucial not to assume that clients are engaged in mutually
consensual sexual relations. Adolescents who have been subjected to sexual coercion and abuse
will require special care and support. Emergency contraception is part of a package of services
that should be made available in such circumstances. Health-care providers need to be sensitive
to these issues. They must also be well aware of how to access the health and social services that
these adolescents may need.
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Which contraceptive methods should not be used
by adolescents?
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Which contraceptive methods are protective
against HIV/STI?
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SPOT CHECK 3

Which contraceptive methods are available
in your local clinic?

Which contraceptive methods do not require
the cooperation of the male partners?
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Handout for module K ® YOUNG PEOPLE AND PSYCHOACTIVE SUBSTANCE USE

This Handout for the module on Young people and psychoactive substance use describes the common
substances used by young people, the risk factors and protective factors, and the most common
problems. The module also considers how health workers can assess young people's substance use
and how they can respond to such problems in their clinic and in the community.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. Young people and substance use K-5
2. Patterns of substance use K-16
3. Assessment of young people's substance use and related difficulties K-19
4.  Stages of change K-26
5. Action by health workers with young substance users K27
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1. YOUNG PEOPLE AND SUBSTANCE USE

Rapid increases in global use of alcohol, tobacco and other psychoactive substances are contributing
significantly to the global burden of disease. Alcohol and tobacco are major causes of mortality and
disability in developing countries, and the impact of tobacco is expected to increase in other parts
of the world. Alcohol consumption is the leading risk factor for disease burden in low mortality
developing countries and the third largest risk factor in developed countries. Cigarette smoking is
spreading rapidly in developing countries and among women. Among the ten leading risk factors in
terms of avoidable disease burden, tobacco was fourth and alcohol was fifth in the year 2000. The
burden of ill-health from use of psychoactive substances is substantial and the main global burden
is due to legal rather than illegal substances.

Alcohol and tobacco are similar in that both are legal substances, both are widely available in most
parts of the world, and both are marketed aggressively by transnational corporations that target
young people through advertising and promotional campaigns. Despite increased law enforcement
activities, illicit substances are widely available.

Around the world there is increasing concern about the use of psychoactive substances by young
people. The onset of such use is occurring at younger ages in many countries and the range of
substances is increasing. Substance use is more prevalent among young people than in older age
groups. In some countries early tobacco use is the major issue; in others there is an alarming rise in
the use of amphetamine-type stimulants among young people.

Health workers come in contact in a number of ways with young people who are having difficulties
associated with substance use. A young person may come to the clinic with an issue related to
substance use (e.g. a youth with a broken arm from a fight after drinking alcohol, or a young woman
with mental health symptoms after taking psycho-stimulants at a party), or with an unrelated issue
(e.g. a routine contraception visit, or concerns about their development). Whether related to the
presenting problem or not, substance use should be discussed by the health worker routinely during
every contact with young persons. Health workers have a role in preventing substance use among
young people and to assist them to reduce or stop their use.

This module focuses on substance use by young people (rather than adolescents) because many of the
issues discussed are also important for people aged 19-24 years. WHO defines “adolescents” as
individuals aged 10-19 years and “youth” as aged 15-24 years. These age ranges are combined in
the group of “young people”, who are individuals aged 10-24 years.

What are the substances?

Psychoactive substances (or psychoactive drugs), both legal and illegal, are substances which when
consumed can affect the way people see, hear, taste, smell, think, feel and behave. In this module,
the term substance includes all legal and illegal psychoactive substances and psychoactive drugs.

Common substances can be divided into depressants, stimulants, opioids and hallucinogens. Some
examples of these are:

= Depressants
- Alcohol (wine, beer, spirits, home-brew)

- Sedatives/hypnotics (sleeping pills containing benzodiazepines, methaqualone,

barbiturates, chloral hydrate)
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Volatile solvents (aerosol sprays, butane gas, petrol/gasoline, glue, paint thinners, hair
spray, nitrites, solvents, felt-tip-marker fluid)

Date rape drugs (flunitrazepam, rohypnol, GHB, ketamines).

= Stimulants
Nicotine (cigarettes, cigars, pipes, chewing tobacco, snuff)
Cocaine (crack, crystal, coca products)

Amphetamines (methylenedioxymeth-amphetamine [MDMA or ecstasy],
dextroamphetamines, methamphetamines)

Caffeine (coffee, tea, soft drinks)

Betel nut, kava, buri.

= Opioids
Heroin, morphine, opium, buprenorphine, methadone, pethidine

Cough syrup with codeine.

= Hallucinogens
Lysergic acid diethylamine (LSD)
Mescaline, psilocybin, peyote, tryptamines

Cannabis (marijuana, ganja, hashish, bhang, pot, grass).

Substances can be legal or illegal and can be found in the following products:

= Medicines (obtained with a prescription or over the counter)

= Drugs (obtained without a prescription)

= Tobacco products (e.g. cigarettes, chewing tobacco, cigars, bidis)

" Alcohol (e.g. spirits, beer, home brew)

= Chemical products (e.g. caffeine, glue, mouth wash with alcohol, aerosol)

= Other products which may be locally produced (e.g. khat, cocaine leaves, cannabis).

Although it is important to know whether the substances used by young people are legal or illegal,
the action that health workers will take with young people may be the same. This is because the
action is concerned with changing behaviour in order to reduce substance use, and with reducing
the likelihood of harmful health outcomes from such use. The action may be the same regardless of
the legality of the substance used; however, the ease by which the action is developed and implemented
is often influenced by the legality or illegality of the substance.

Substances can be administered in many ways. They can be chewed, dissolved slowly in the mouth,
or swallowed; smoked or inhaled; injected; rubbed into the skin or placed under the eyelid, or
inserted in the anus or vagina. Some of the health risks of substance use (e.g. local or general
infection, HIV transmission, hepatitis B and C, nasal sepsis, cancer of the airways, etc.) are related
directly to the route of administration.

Regular substance use by young people is rarely confined to a single substance. Frequently they
practise poly-pharmacy substance use or poly-substance use (i.e. combining several substances
simultaneously or serially). One substance may be used to counteract the unpleasant effects of
another, and may itself cause adverse health consequences.
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Negative consequences of substance use by young people

The effect on the young substance user is shaped by four factors:

s The substance: the pharmacology or properties of the substance.
= The mode of use: the way it is taken (orally, by injection, sniffing etc.).
= The person taking it: the influences, personality, family situation etc. of the individual.

= The environment: the immediate environment in which the person takes the substance and
the risk and protective factors of the wider environment in which the person lives.

The substance

Aspects of the substance that can affect the use and consequences of use include:

= Type of substance(s) used

= Pharmacological properties of the substance

s Use of other substances at the same time

. Immediate and longer-term effects of the substance
= Strength and purity of the substance

= Route of administration

n Social influence.

The person

Aspects of the young person that can affect the use and consequences of substance use include:

s His/her health and nutrition

= Other substances used by him/her

s Previous use of this or other substances

= Use of substances by the family, partner, peers

= Support available from the family, school, friends, peers.

The mode of use

Aspects of the mode of use that can affect the use and consequences of use include:

= Common mode of use among peers
= Availability of drugs that can be used in a particular mode

= For injectors, availability of needle-syringe programmes to reduce the risk of blood-borne
infections.

The environment

Environmental aspects that can affect the use and consequences of use include:

n Mood of the occasion when the substance is taken

= The physical environment (safety, support, etc.)

= Whether the use is alone or in a group
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= The expectations of the group (support, peer pressure, violence, etc.)

= The risk and protective factors of the wider environment in which the person lives.

These factors also directly contribute to the negative consequences of use, both physical and
psychosocial.

Physical consequences

" Trauma while intoxicated (e.g. falls, road traffic accident, drowning), overdose, blackouts,
unsafe sex, damage to organs (e.g. liver, lungs, nerves).

= Blood-borne infections (e.g. HIV, hepatitis) and local infections (e.g. abscesses, phlebitis).

The harmful consequences can affect the health of others (e.g. from secondhand smoke, injury
to passengers in road accidents caused by impaired drivers).

Psychosocial consequences

= Family dysfunction, social withdrawal, learning difficulties in school, loss of job and income,
criminal behaviour, violence, crimes committed for money to buy substances.

= Anxiety, memory and concentration problems, psychotic episodes (fixed false ideas,
hallucinations), depression, suicide.

The use of substances can lead to a wide range of acute and chronic health and social problems in
young people, as with adults. Acute problems are more likely to occur among young persons because
of the frequency and quantity of substance use and because:

= Although there may not be a long history of substance use, young people may use levels which
put them at high risk of death and morbidity — e.g. from traffic accidents, falls, drowning,
injuries, blackouts, or unprotected sexual activity.

" Young people are less experienced with substance use; they are less tolerant and can have an
unexpected overdose (e.g. when using cocaine or heroin) or may have a mental crisis or “bad
trip” (e.g. when using LSD or cannabis).

= Young people more commonly become involved in fights and aggressive behaviour, which are
more likely to occur when they are intoxicated or under the influence of a substance.

These acute consequences are not, in themselves, predictive of dependence in later years. Nor do
they necessarily indicate that the young person is already dependent, although the levels of substance
use may be high at times. For the majority of young people, dependence does not follow sporadic
episodes of heavy use or intoxication.

It is important, therefore, to understand the relationship between hazardous substance use, harmful
use and dependence. Simply asking whether a person has used or is using a substance does not give
information on how much he/she is using, or if such use has caused or is causing any problems, or
whether the person is dependent.

For example, the immediate risks with alcohol intoxication relate to injuries, aggressive behaviour,
homicides and traffic accidents. Repeated use of alcohol over several days can lead to gastritis,
acute hepatitis and other health problems. Heavy consumption over a period of years is related to
many more health problems and dependence is likely to occur.
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In general, young people may feel less threatened and will be more responsive to discuss their
current problems and concerns if the health worker did not focus too much on the long-term
consequences after 20 or more years in the future (such as cancers, liver cirrhosis).
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Some signs of specific substance use

n Depressants. Drowsiness, confusion, lack of coordination, tremors, slurred speech, depressed
pulse rate, shallow respiration, dilated pupils.

m  Alcohol. Slurred speech, impaired judgement and motor skills, lack of coordination, confusion,
tremors, drowsiness, agitation, nausea and vomiting, respiratory ailments, depression.

" Volatile solvents. Slurred speech, lack of coordination, nausea, vomiting, slow breathing.
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Stimulants. Excitability, tremors, insomnia, sweating, dry mouth and lips, bad breath, dilated
pupils, weight loss, paranoia, hallucinations.

Tobacco. Smell of smoke in hair, clothes and breath; yellowing of teeth; cough; increased asthma
attacks; shortness of breath and poorer athletic performance. After only a few weeks, tobacco
chewers can develop cracked lips, white spots, sores, and bleeding in the mouth.

Cocaine. Excitability, euphoria, talkativeness, anxiety, increased pulse rate, dilated pupils,
paranoia, agitation, hallucinations.

Opioids. Lethargy, drowsiness, euphoria, nausea, constipation, constricted pupils, slow breathing.

Hallucinogens. Trance-like state, excitation, euphoria, increased pulse rate, insomnia,
hallucinations.

Cannabis. Mood swings, euphoria, slow thinking and reflexes, dilated pupils, increased appetite,
dryness of mouth, increased pulse rate, delusions, hallucinations.

Drug testing of urine or blood should only be undertaken if needed for diagnostic or therapeutic
purposes, or in an emergency situation. Testing must never be carried out without the informed
consent of the individual. These tests are expensive and are unlikely to be available in the primary
healthcare setting.

T [ﬂ[ﬂ theumbarmbat ) I0stances
| 1§ I 'Eh 161 I

H . oR qq:uc lﬁHﬁ

ENEEEEL FEFEiZdP ol intake during pregnancy have not been lish

& Drinking; ool ARG preghanCy Gt feat 1o ISCaAGG

i mHncrease thechance of imisgarmiage ar iptications during pregnanc

—rme e mother-istopsisi . niexperience withdravatiproblem

E *é{q ; amaq?#bab: m§#ém'

R Thereis A possibility of physical detormi

:::H i) é;i Nale)l Ti gh CISiowW w:l:qr.m { andn hdisabll
it mewbhor QI t ptm:hdﬂps;qq I E i

e HShoking dutingipregna an heramoun 1 to-th dimayraffec

ii Y LAY t T A |= T T h-l | II r ﬁ D I-t Yy E 2 AY, ?t Ll T h i

He e pothe 0 is pregnant or breast rg;ﬁ / stops usin ipids. theba 1 perien

. ?Wﬁ I;* Ijzrﬁ:ﬁll Illlqij :

Reasons why young people use substances

Some reasons why young people may use substances are discussed below.

Urge for discovery and experimentation

Young people have the urge for discovery of themselves and others, which leads them to
experiment with adult behaviours and to question social norms. But often they lack knowledge
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and understanding of the risks. Behaviour at this stage can be seen by the young person as a
rite of passage of puberty, from childhood to adulthood. Substance use can be considered as
proof of reaching “maturity”.

Most young people, after experimenting with substance use, will not continue and will not
develop any significant problems. However, it is important to remember that the younger a
person starts using any substance, it follows that:

- he/she is at greater risk of developing problems later in life;
- dependence, if it occurs, is more severe;
- the toxic consequences are greater;

- there is more resistance to treatment.

»  Young people may copy other people’s use of substances

There are several developmental factors that help account for young people’s attraction to
substance use. During transition from childhood to adulthood, adolescents adopt many of the
behaviours and attitudes of the adults in the world around them. Thus in the process of
establishing their own identity, young people often imitate adult behaviours and attitudes.
They observe adults using legal and illegal substances, the conditions under which they are
used and the effects they bring about. Parents, other adults, peers, TV personalities and sports
stars who use substances can all serve as models for young people’s experimentation and regular
use.

s Marketing of substance use

People with commercial interests are all too aware of the need, during adolescence and youth,
to encourage the use of substances available for adults. Alcohol and tobacco use are supported
by mass marketing strategies which target young people through the portrayal of these substances
as “cool” to use. In some cultures, drinking to intoxication is portrayed as “macho”.

Marketing strategies for substance use show images of wealth, glamour, adulthood and
independence which attract young people. This is especially evident in the marketing of
alcoholic beverages and tobacco, which is increasing in the developing countries. Marketing
activities play a critical role by targeting young people, who are increasingly using alcohol and
tobacco. Television programmes and films also frequently portray substance use without showing
the adverse consequences.
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The relationship between young people and substance use is complex, and the pattern and context
of use can change rapidly. In different places and at different times, young people may use a variety
of substances, often those that are easily accessible and inexpensive. For example, street children
frequently use inhalants like glue, which is cheap and easy to get.

Risk factors and protective factors

As discussed above (see 1.2), the effect and impact of any young person’s substance use is a result of
four interacting factors:

. the substance;
n the person;
" the mode of use;

" the environment.

Any discussion of the effect and impact of substance use needs to consider these factors and also the
risk and protective factors.

Risk and protective factors take into account “who you are, where you live, and what you do”,
which determine many behaviours, including substance use.

= Riskfactors include individual and contextual influences that either encourage or are associated
with one or more behaviours that might lead to negative health outcomes, or might discourage
behaviours that might prevent a negative health outcome.

= Protective factors include individual and contextual influences that discourage one or more
behaviours that lead to negative health outcomes or that encourage behaviours that prevent
negative health outcomes. Protective factors can also lessen the likelihood of negative
consequences from risk factors.

Protective factors function by:

= providing personal or social controls against problem behaviour;
= promoting activities which are an alternative and incompatible with problem behaviour;

= strengthening orientation and commitment to conventional social institutions such as the
family, religious institutions or school.

For example, if a young woman has parents who smoke, this is a risk factor that may encourage her
to smoke. However, if she has peers who disapprove of smoking, this is a protective factor. Their
disapproval may not stop her from smoking, but it may make her smoke fewer cigarettes (i.e. lessen
the negative effects) or play a role in her stopping to smoke (i.e. work against the effects of the risk
factor, smoking by her parents).

Protective factors play an independent role in influencing young people’s behaviours, which can
enable them to resist or reduce substance use.

Risk and protective factors can occur in five areas. The following is a list of some risk and protective
factors for young people and substance use in each of these areas.
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The individual

Although there is no indication of specific mental disorders that are predictive of harmful substance
use, people with mental health disorders may be more likely to use substances and substance use
can often exacerbate any existing mental health difficulties. Emotional feelings of distress and
vulnerability, and stressful situations such as death of a parent, serious accidents, war, physical and
sexual assaults, abuse and suicide attempts may cause a young person to turn to substance use as a
way to ease the pain or to help them adjust to changes.

= Risk factors
- Low personal expectations and low self-esteem;
- Personal stress, feelings of hopelessness, distress, depression;
- Abuse as a child;

- Expected positive outcomes of substance use.

»  Protective factors
- No tolerance for unacceptable behaviour;
- Positive attitude towards health;
- Practise a religious belief or have a sense of spirituality;
- Positive orientation to school by attending school and engaging in community activities;

- Expected negative outcomes of substance use.

The family

A close relationship with the family is a protective factor for the challenges, including substance
use, that confront adolescents. The ability of parents to maintain a mutual close relationship with
their children may be compromised by the economic and social problems they face. Parenting skills
alone will not be sufficient if there is no available support from child care, health care, social
services, adult education, employment opportunities, minimum living conditions, housing facilities,
etc.

Young people want to establish their independence from the family, to gain a sense of self-
determination, to choose an occupation and to develop their own personal values. In an attempt to
achieve these, they may separate from and be rebellious towards their family.

= Risk factors
- Models in the family for risk behaviour;
- Availability of substances in the home;
- Tension or violence in the family;

- Poverty.

»  Protective factors
- Parents provide models for conventional and healthy behaviour;
- Parents provide boundaries, controls and rules for behaviour;
- Parental expectations for academic achievement;

- Parental presence and support in the home.
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Peer group

Adolescents and young people have a developmental need to strengthen social connections (with
friends, peer groups, gangs, etc.), which means that role models can have positive or negative
consequences, depending on their behaviour and social connections. Most of the risk-related
characteristics of young people have to do with identity-seeking. As young people mature, they
enter into new social roles and there is pressure to establish a new social identity, to seek new role
models and not miss out on opportunities for new experiences. Young people may identify with
certain role models or peer groups in their search for their new social identity, models or groups
which may lead them directly or indirectly to substance use.

= Risk factors
- Friends and peers as models for problem behaviour;

- Influence of friends greater than that of parents.

= Protective factors
- Peer models for conventional and healthy behaviour;
- Peer disapproval of problem behaviour;

- Peer controls against risk behaviour.

The school

The school environment and educational social policies are important tools in the prevention of
substance use and in the early detection of substance use by young people.

= Risk factors
- School provides models for problem behaviour;
- Harassment by other students;

- Stress and poor safety at school.

= Protective factors
- Student-peer disapproval of problem behaviour;
- School regulatory controls;
- Perceived teacher expectations for school behaviour;
- Perceived student norms for school behaviour;
- Perceived availability of and participation in school activities;

- Perceived parental involvement in school.

The community

The availability of substances in the community is an important factor related to their use among
young people. Ease of access to both legal and illegal substances (e.g. prices, laws and law enforcement,
and the community’s cultural norms) has a direct relationship with the possibility for young people
to experiment with and repeat the use of any substance.

Many young people live in instability and uncertainty (e.g. as migrants, refugees, street children). A
disorganized community is likely to be less supportive of young people, offers few alternative activities
after school, and may either not care about substance use or be too strict, thus marginalizing substance
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users as the source of the community’s problems. Selling substances may be an important source of

income for young people (and their families) struggling for economic viability.

" Risk factors

Advertising and promotion of legal substances;

Sponsorship of events by the tobacco and alcohol industry;
Auvailability of illegal substances in the community;

Community gang activities that normalize or promote substance use;

Poverty and poor safety in the community.

" Protective factors

Community’s disapproval of problem behaviour;
Social controls in the community;

Community resources for young people (sports, recreation and creative activities, etc.).

Not all risk and protective factors are equal; some are much more influential than others. For

example, having friends who use drugs has been shown to be a very significant factor that influences

an adolescent to start using drugs. It is a much stronger risk factor than having substances available

in the community. The relative importance of each risk and protective factor must be recognized

because it helps in prioritizing action by the health worker. This action aims to support the protective

factors, decrease the risk factors for young people, and focus on specific actions for those who are

most at risk.
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2. PATTERNS OF SUBSTANCE USE

The patterns of substance use provide a guide to the different ways that individuals use substances,
based on the frequency and amount of the substance used. In this module we discuss three patterns
of substance use:

n Hazardous use
" Harmful use

= Dependence.

Understanding an individual’s pattern of substance use is a critical part of the assessment. However,
individuals and especially young people can move back and forth between patterns in their use of
different substances over a period of time. For example, a young person might be dependent on
tobacco and simultaneously be experimenting with cannabis.

It is important for health workers to understand the patterns of substance use so that in their
approach to assessment and management of a young person they will take into account how that
individual is using a substance. Simply asking if a young person ever uses a substance does not give
any insight into how much is being used, the frequency of use, and whether there are any problems
associated with the use.

Hazardous use

Hazardous use is a pattern of substance use that increases the risk of harmful consequences for the
user. Some definitions limit the consequences to physical and mental health (as in harmful use);
some would also include social consequences. In contrast to harmful use, hazardous use refers to
patters of use that are of public health significance despite the absence of any current disorder in
the individual user. The term hazardous use is used currently by WHO but is not a diagnostic term
in ICD-I0.

Hazardous (or potentially hazardous use) is the most common pattern of substance use by young
people. Substance use usually begins with experimental use, which is when a young person tries a
substance out of curiosity or the desire for a new experience. However, experimental use can only
describe the first one or two occasions of using a substance. After this, the use becomes potentially
hazardous.

Most young people who experiment with legal or illegal substances do not become dependent and
do not continue to use them when they become adults. However, there is evidence that the younger
the age at first experimentation, the more likely that a problem or serious dependence will develop.
The majority of adult smokers of tobacco products start in their teens. Also, even short-term
experimental substance use can have a negative effect on progress in school. It can impair judgement
and increase the likelihood of engaging in other risky behaviour, such as unprotected sex or driving
under the influence of substances. Some young people have serious adverse reactions to a substance
or a mix of substances the first time they are used. There is no guarantee of “safe use”.

Hazardous use can include functional use, which is where the substance has a specific purpose in
an individual’s life (e.g. the substance enables them to get to work). Functional use is not common
among young people. They may use a substance for certain occasions (e.g. for recreation, or to stay
awake, or to assist in sleeping) and other aspects of their life are often still intact (e.g. they are still
able to attend school, go to work). They may know their substance well and, in the case of illegal

substance use, they may have a regular source.
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During hazardous use the young person only sees the benefits of their substance use and not the
problems. Often there is no motivation to stop because they do not experience or do not perceive
any problems with their use.

Harmful use

Harmful use is defined as a pattern of substance use that causes damage to health. The damage may
be physical (e.g. hepatitis following injection of drugs) or mental (e.g. depressive episodes secondary
to heavy alcohol intake). Harmful substance use often causes adverse social consequences (e.g. loss
of job), but the social consequences alone are not sufficient to justify a diagnosis of harmful use.
Substance use can have an impact on personal relationships (e.g. fights or arguments with others)
and on schooling, work or training (e.g. expulsion from school, periods out of work, or interruptions
in training).

Harmful use is prevalent among young people. Brief interventions have proved to work, especially
for tobacco and alcohol, and may be effective for other substances. Risky behaviours related to such
substance use, including sharing of needles and unprotected sexual activity, may be responsive to
brief counselling and outreach programmes.

Harm from substance use can result from:

" Intoxication;

= Mode of administration (e.g. blood-borne infection from sharing of injection equipment, local
infection);

= Depleted support from friends and family (e.g. due to alienation);

= Exacerbation of other health issues — physical health (e.g. chronic health problems) or mental
health (e.g. depression).

Dependence

Dependence is defined as a cluster of behavioural, cognitive (related to thinking or memory), and
physiological experiences that may develop after repeated substance use. This occurs when the
individual using the substance has a strong desire to take it and cannot control the desire or the
use.

Substance dependence, especially with alcohol and tobacco, is prevalent among young people. If
there is indication that dependence already exists, an assessment is needed and referral to specialist
services is required (when available).

The following are the criteria for substance use dependence in the International Classification of
Diseases (ICD-10).

= Astrong desire or sense of compulsion to take the substance;

. Difficulties in controlling substance-taking behaviour in terms of its onset, termination, or
levels of use;

" A physiological withdrawal state when substance use had ceased or been reduced;
s Evidence of tolerance (a need for more of the substance to achieve the same effect);
= Progressive neglect of other activities or obligations;

»  Persisting with substance use despite clear evidence of harmful consequences.
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Diagnosis of a dependence syndrome is made if three or more of the above six phenomena occur
within a year. The dependence syndrome may relate to a specific substance (e.g. tobacco, alcohol),
a class of substances (e.g. opioids), or a wider range of pharmacologically different substances.

Dependent users are the most visible and controversial group of substance users. They require a
more precise diagnosis and they experience a greater range of disabilities and a higher mortality
rate. However, the largest group of substance users, many of whom are young people, are not yet
dependent users.

All people with a history of injecting should be offered counselling and testing for HIV. They should
be assessed, supported and counselled on the risks of hepatitis B and C and other health problems,
how to reduce their risk, and how to change to non-injecting practices.

“Dependence” as opposed to “Addiction”

The term “dependence” is better than “addiction”. Dependence is less emotive than addiction; it
also more appropriately conveys the relationship between the young person and the substance. Like
any close relationship, the individual experiences an intense desire to be with the “other” and this
involves certain benefits as well as certain costs. In this way the young person’s substance may be
likened to a “best friend”.

A best friend is usually there to celebrate with us when things go well, and to commiserate when
things go bad. Similarly, there is great sadness and loss felt when our best friend is no longer around
even if we were annoyed and angry with our friend sometimes. It is the same for young people who
malke a decision to change their substance use, and this needs to be acknowledged with them. They
are going to lose something they enjoy and which they will miss. Often instead of acknowledging
this, we ask young people who have changed their substance use how much “better” they feel for the
change.
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3. ASSESSMENT OF YOUNG PEOPLE’S SUBSTANCE USE AND RELATED
DIFFICULTIES

Substance use is common among young people and early recognition and appropriate actions can
prevent the development of many problems, including dependence. Assessment is an ongoing process
and continues during each contact with the young person.

It is important for health workers to consider — when writing the health records - the possible
repercussions that a written record of substance use can have on the future of a young person.

The HEADS approach

The HEADS approach can be used as an aid for eliciting a young BOX 3
person’s psychosocial history. The purpose of this is to explore the
factors that might be influencing substance use. I AN S AT f
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discuss sensitive issues in depth. As trust develops between the young H
person and the health worker it should be possible to deal with issues
of concern. This can offer an opportunity to prevent young people who are not using substances

from beginning to use them, to advise and assist those who are using substances to stop or reduce
their use, and to agree on and arrange ways to reduce the harmful effects for young people who do
not stop using substances.

H — Home

The home environment is an essential part of the young person’s life and is a natural and unthreatening
place to begin the interview. This can begin with an open-ended question (e.g. “Who lives with you
at home?”). This will help the health worker to understand the family situation or if any family
members are missing and whether there is extended family support.

E — Education

The school, college and university environment and peer influences are important factors that
influence behaviour. The health worker should ask questions that will help them to understand the
young person’s school performance, attitude to school, involvement in school activities and
relationship with teachers. If the young person is working, the questions can focus on their work.
A question to begin the discussion could b, “How is school this year compared to last year?”
“What do you do on a typical school/work day?”

E — Eating
The health worker should screen the young person regarding unhealthy eating habits. An open-

question could be, “What do you think about your weight?” This opening can then lead to questions
on the young person’s eating habits.
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A — Activities

Asking about what the young person enjoys doing for fun can give a picture of their behaviour. They
may respond, “Hanging out with my friends”. Asking about the friends and what they do together
for fun can lead to further questions regarding risky behaviour.

D — Drugs

The health worker should routinely ask all young people some general questions about substance
use. This is an opportunity to begin discussions that can prevent young people from beginning to
use substances. A closed question, e.g. “Have you ever smoked cigarettes?”, can begin the assessment.

S — Sexuality

This is one of the most intimate parts of the interview. Concerns about sexual development, sexuality
and sexual abuse are all sensitive topics and need to be approached in a careful and supportive
manner.

The discussion could begin with a statement and a question, e.g. “There are many changes that
happen in the bodies and minds of young people of your age. Are there any questions that you
would like to ask me, any questions about changes that you may have noticed?”

S — Suicide and depression

Asking the young person about their moods, as well as signs and symptoms of depression is important.
Signs of irritability and sleep disturbances may be presenting symptoms of depression in young
people. When asking about suicide, the questions should be asked in an accepting manner with no
blame on the patient who may have thought about it.

This question could be framed as follows: “Sometimes things get very rough for young people and
the pain is so unbearable that they wish they could end it all. Have you ever had such thoughts?”

S — Safety

The health worker should ask about safety issues at home, at work and in school, including questions
regarding bullying and violence. Discussion on issues of safety can begin with a question such as
“What situations make you feel afraid?” When a person comes to the clinic with an acute substance
use problem (e.g. overdose), safety issues are the immediate concern.

Effective listening skills

When the health worker is talking with the young person about their substance use there are three
goals in assisting them:

" self-exploration: assist them in examining how they are using substances and how their substance
use affects their life.

= self-understanding: assist the young person in understanding how they feel about using
substances.

= decision-making with consequent action: assist the young person in coming to a decision on

the changes they choose to make and how they can take responsibility and action to make the
changes happen.
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There are counselling techniques that can help the young person to achieve these goals, by talking
and exploring his or her feelings, as well as discovering the facts and circumstances of their situation.
These techniques include effective listening skills, such as:

Eye contact and body language
The health worker should maintain appropriate eye contact, so that the young person knows you
are paying attention. Eye contact should be natural (not staring) and kept within cultural norms.

How we communicate with our body is very significant. Ensure your body language shows you are
listening. Communication depends on body language in all cultures.

Remain attentive, show empathy
Remain attentive, do not interrupt, and be genuine. By showing empathy the young person will feel
you understand his/her situation. Empathy is when you are able to feel the other person’s position

and understand their point of view. Young people may not expect empathy from an adult.

In the following examples, consider how the young person may feel about each of the two responses.

Young person: “My father hit me last night.”

Health worker: ~ “What did you do to make him angry?” (no empathy)
“Did he hurt you?” (showing empathy)

Young person: “I don’t have any money for cigarettes but I really need a smoke.”

Health worker: ~ “It’s better for your health if you don’t smoke.” (no empathy)
“How does that make you feel?” (showing empathy)

“Encouragers”

Every culture has “encouragers”. These are the small signals (nods of the head), noises (mm hm)
and small words (“I see” or “Go on”), which indicate to the young person that you are listening and
interested.

Use encouragers that are commonly used in your culture.
Reflecting

Reflecting is repeating what the young person has said using your own words, to confirm that you
have understood. Reflecting can be about facts (something that happened) or feelings (how a situation
made the young person feel). This can be a useful technique to encourage someone to keep talking.
It is important that the health worker is accurate in reflecting what the young person has said. Do
not change the meaning. Use simple language.

Affirmations
Affirmations are when the health worker recognizes the effort that the young person has already
made. This is particularly important with substance use and with helping a young person reduce or

stop his/her substance use.

Examples: “Well done, it must have been hard to walk away from the party without having a
drink”, “I'm impressed that you were able to refuse to smoke cannabis with your friends”. Be sure to

be genuine and sincere.
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Summarizing

Summarizing is similar to reflecting but can cover more of what the young person has said. It is a
useful way to close a topic and change the subject in the least disruptive way. It is shorter than what
the young person said, but includes all the important points.

Asking questions

Open-ended questions are ones that cannot be answered with “yes” or “no” or briefly. They are
useful to explore the opinions and the feelings of the client. These questions are usually more
effective in determining what the client needs. They often start with: What? Could? Would? How?

Closed questions are usually answered by a very short response, often one word. They are useful
for determining the client’s condition and medical history at the start of the interview.
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Specific question about substance use

There are some specific questions the health worker can ask when discussing substance use with
young people. When the assessment indicates that a young person is using a substance, these questions
can help the young person to think about changing their substance use behaviour. Change can
happen when the client sees a conflict between their current predicament and the situation that the
client wishes in their life.

= Good things/Perceived benefits of substance use
Explore the what the young person sees as the “good things”
“What are the things you like about smoking cigarettes?
“What are the things that you get out of smoking cigarettes?

= Less good/Not so good things about substance use
Explore the young person’s concerns about the “less good things”
“What are the ‘not so good things” about smoking cigarettes?
“Can _you give me some examples of that?”

Have the young person argue for change by asking such questions as:

“But aren’t you used to having no money because you spend it on cigarettes?”
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= Cost of change
Explore what would be different for them if they gave up or reduced their substance use

“What would be different in_your life if you stopped/cut down on_your smoking?”

The GATHER approach

The GATHER approach can be used to interview young people.

G — Greet 5 t

. Greet the client and offer a seat [FTH

= Introduce yourself

= Ensure confidentiality and privacy.

This step appears simple, but it is crucial because this is the step when the health worker starts to
establish a rapport with the young person.

Confidentiality is essential to establish a trusting and professional relationship. The health worker
needs to tell the young person that they will not reveal to others what is said in this interview. If
possible, have a quiet and private space where you can talk with the young person without being
disturbed, as discussed in the Adolescent Friendly Health Services module.

A — Assess

= Ask the client what you can do for him/her.
= Obtain personal information.
= Assess whether the young person is using substances.

= Assess the pattern of substance use and the feelings/concerns about use.

During the first visit, use open-ended questions and general enquiries to begin talking about substances.
The first question can be, “Have you ever used a substance (e.g. alcohol)?” Other questions can be
more specific about the timing and the quantity the substance(s) used. Remember that the health
worker should not criticize the young person’s use of substances, but can assess his/her feelings,
opinions, knowledge, concerns and difficulties associated with substance use.

During a follow-up visit with the young substance user, ask about:

= Any changes in situation.

= Any other concerns/difficulties.

T - Tell

= Ask permission to give information.
= Discuss the dangers and problems with substance use.
= Give information on preventing/reducing/stopping substance use.

= Respond to the concerns and questions.
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The health worker, having determined in the assessment whether the young person is or is not using
substances, the following actions are valuable for both groups - users and non-users. The specifics of
the information provided will be different.

= The health worker asks the young person for permission to give him/her information on substance
use.

= [tisimportant to discuss the dangers and problems with substance use in general and with the
specific substances and modes of use that the young person is using or may use.

= The health worker gives the young person information on preventing, reducing or stopping
substance use and responds to his/her concerns and questions. The information needs to be
given in a factual and non-judgemental manner, using plain language.

H — Help

= Help the young person decide what to do about substance use.
= Encourage him/her to identify possible options.
= Discuss the possible outcomes of the options.

. Help the young person to make a decision on action.

The health worker helps the young person to find out what he or she wants to do about their
substance use. If they are not substance users, the health worker can reinforce and encourage behaviour
that will prevent them from starting.

Encourage the young person to identify the available options to reduce or stop substance use.
Discuss the possible positive and negative outcomes of each option. It is for him/her to make a
decision on what action to take. Young people need to feel ready for change and be willing to take
responsibility to make the change happen. Reinforce the fact that whatever action they decide to
take, they will have the health worker’s support. Young people will not respond well to being
lectured or told what to do.

E - Explain

= Identify other possible options.
= Explain the young person’s responsibility to make action happen.
= Identify other sources of support.

= Provide supplies or services.

The health worker can identify other options that have not come up. It is important to explain that
it is the young person’s responsibility to make the action happen. The health worker can encourage
them to feel confident that they are able to make the change happen. They may feel afraid of how
their life will change if they stop using substances.

It is possible for the health worker and the young substance user, working together, to identify
people who can support the young person to make the action happen. The health worker can
provide supplies (e.g. condoms, needles and syringes) and services (e.g. STI management,
contraception).
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R - Return Visit/Refer

" Schedule a return visit.
" Refer for other services.

= End the session with a positive message.

It is important to schedule a return visit and write it down for the young person. If required, refer
him/her for other services (e.g. peer support, STI, community outreach services).

End the session by thanking the young person for coming; acknowledge the progress made during
the session and review the plan.
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4. STAGES OF CHANGE

BOX 5 The Stages of Change model describes the process of change which all
people may go through for any behaviour change, not just in giving

EEEEH He SEagesto NEveve up substance use.
Sreomiempiatio The idea behind the Stages of Change Model is that behaviour change
: . miﬁ T does not happen in one step. People usually progress, at their own
| pace, through different stages on their way to successful change. People
.i tenance have to feel ready for change and be willing to take responsibility to
: q,t ! make the change happen.

As an example, consider a young man who is overweight and what he may feel or do in the different
stages.

s Pre-contemplation. He does not yet acknowledge that there is a problem with his weight and he
makes excuses.

»  Contemplation. At this stage he acknowledges that there is a problem with his weight, but he is
not yet ready or sure that he wants to make a change.

»  Preparation. He starts to get ready to change and he may tell some people of his plan.
= Action. He begins to carry out his plan: eating less, eating well, exercising.
= Maintenance. He stays with his diet for many weeks even though it is sometimes hard.

= Relapse. One weekend he attends a family wedding and eats too much rich food. The next
morning he feels bad and regrets that he broke his diet. This type of incident can happen at any
stage. At this point he may go back to any stage of change; he may be so discouraged that he
returns to his former eating habits and abandons his diet (pre-contemplation), or he may spend
some days thinking that he really should get back to his diet (contemplation), or he may make
plans to return to his diet on Monday (preparation/action), or he may get straight back to his
diet (maintenance stage).

The stages of change can be applied to many situations. It is a useful way of determining where an
individual is in his/her readiness for change. However, it is only a model and may not always provide
an accurate assessment of individuals and their stage of substance use.

The key to understanding the Stages of Change model is that there needs to be a match between the
stage of change of the young person and the action proposed by the health worker. For example, if
young persons are at the “pre-contemplation” stage, then it may be useless for a health worker to give
them a referral to a counselling service, because they do not feel they have a problem or the desire to
change their behaviour.

See Annex 3 for an individual exercise on the process of change.
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5. ACTION BY HEALTH WORKERS WITH YOUNG SUBSTANCE USERS

Health workers have an important role to play in dealing with the issues of substance use in the
communities they serve. However, they cannot work alone and there is a need for the community to
help them on substance use by young people. Community action includes:

= Providing information on substance use that specifically targets young people and their families,
especially young people most at risk for substance use.

= Strengthening the support given to young people by their families and communities.
= Developing social activities for and with young people to replace their substance use.

= Providing young people with educational opportunities to build intellectual, social and
vocational skills which could lead to productive and purposeful activities in society.

s Offering counselling and psychiatric interventions to deal with any psychological problems
young people may have.

The aims of health worker action with young substance users are to:

= Prevent young people (who are not substance users) from starting to use them.
= Advise and assist young substance users to stop or reduce their use.

= Arrange ways to reduce the harmful effects for young people who do not stop substance use.

Actions at each stage of change

Health workers are an important source of information and advice about substance use for all
people in their community. They should be prepared and willing to discuss substance use with their
young clients, parents, families and community members with the aim of motivating them to reduce
or help reduce substance use.

The following examples are actions that the health worker can take when assisting young substance
users at each of the four stages of change.

Stage 1: Pre-contemplation

Young persons usually feel that what is enjoyed (or “positive”) in their substance use far outweighs
any perceived costs, so that there is no desire to change their behaviour. A health worker encountering
such a person may consider action to:

= Raise his/her awareness of the risks; routine assessment provides an important opportunity to
identify substance use in the early stages.
= Provide information (factual, professional and non-judgemental) using plain language.

= Discuss ways of reducing the risks and potential harm of substance use (e.g. by eating something
before taking alcohol, or smoking only half a cigarette, and not injecting the drug).

Lectures and sermons do not “raise awareness” and do not assist in the engagement process. If
young persons decide to change or to think about changing their substance use behaviour, they are
less likely to discuss or act on their decision with someone who lectures to them.
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Stage 2: Contemplation

Ayoung person who is starting to think about change is filled with mixed feelings. Contemplation is
often induced by someone or something external (parents, school, juvenile justice, etc.). A health
worker encountering a young person at this stage may consider the following actions:

" Continue to raise awareness of the risks of substance use.
= Assist the young person in making informed choices.

= Listen to what young persons say about why they like using the substance and what they see as
the problem with stopping. This will give important information on how to assist them towards
change.

" Avoid too much focus on ‘action’, e.g. by not telling them too soon what to do. If they make
the decision to change by themselves, they will be more likely to succeed.

= Aim to tip the balance in favour of change by recalling the points they made earlier in support
of change.

Stage 3: Preparation and action

In this stage, the young person’s attitude moves towards change and he/she decides to begin with
changing their pattern or level of use. A plan is made and implemented. The health worker may:

= Decide that an assessment is now appropriate, using a national assessment tool for substance
use or the WHO assessment tool (see The WHO ASSIST Substance Use Assessment Tool
(www.who.int), even if not yet validated for use with young people).

" Advise the young person on the options that have been identified during the GATHER assessment.

= Assist the young person in making a plan and help him/her in developing skills and strategies
to support the plan.

= Assist the young person in maintaining motivation.

= Prepare the young person for the possibility of a relapse. If not prepared for this, they may feel
very disappointed and discouraged by their return to substance use. The disappointment may
cause them to feel all is lost, but if they had been told about a relapse, they can see this as a
single lapse and maintain their progress towards behaviour change. It is therefore important
for the health worker to prepare young persons for the possibility of a relapse before it occurs.

Stage 4: Maintenance

During this stage the young person maintains his/her changed behaviour and works to avoid a
relapse. The health worker’s action may be to:

= Provide reinforcement to deal with any difficulties and assist young persons to maintain their
new status.

= Teach them to recognize their own strengths and draw on the positive experiences they had in
maintaining their behaviour change.

= Monitor relapse prevention by reminding them that a relapse may happen and by not making
them feel bad when or if this occurs.

= Teach them self-monitoring skills and help them to take responsibility for their behaviour by
raising awareness of early detection of their feelings and of situations which may lead to a
relapse. For example, ask them: “What makes you feel you want a drink?” or “How can you
plan in advance to avoid such a situation?”
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= Link them with other community resources. Self-help groups and peer support may be useful
because the experience of peers may reflect their own situation.

Stage 5: Relapse

In this stage, the individual may relapse just once or return to continued substance use. Owing to
the tendency for relapses with substance use this is the most likely initial outcome. As it is important
for young persons to know about relapses in advance, explain that while this may occur, it does not
mean that all they have gained in behaviour change is lost. The health worker can help them to
learn from this experience and to overcome any harm from a relapse.

The health worker’s actions may include:

= Support for young persons to renew their decision to change.

= Support for them to identify and try different strategies (e.g. strategies to reduce the risk of
getting into situations where substances are commonly used, or to help them deal with peer
pressure to use substances, or to find peer support for their changed behaviour).

Important issues when working with young substance users
The attitudes and values of the health worker on substance use

It is important for health workers to examine and understand their own values and attitudes to
substances so that they could work effectively with the people who come to their clinics with
substance-related problems. It is also important for them to examine their personal substance-use
behaviour.

Our attitudes and values are formed over a period of time by the circumstances in which we are
born and live, by the situations and people we encounter, and by the experiences from which we
learn. The attitudes and values that we hold influence our view of other people’s behaviour and our
ability to provide professional and nonjudgemental care and support. In previous modules, this has
been discussed in relation to many important and sensitive issues (adolescence, sexuality, adolescent-
friendly health services). Substance use and substance users are another important area where
health workers need to assess their own attitudes and values. This will enable them to provide the
best possible care and to challenge the stigma and discrimination which substance users frequently
have to deal with in society and in healthcare settings. The exercise in Annex 7 can assist the health
worker in exploring their attitudes and values.

The health workers own substance use is important both as a basis for their attitude and as a role
model in the community. Young people will be aware of the hypocrisy of health workers who give a
client information and advice which they do not practise themselves.

Establishing a trusting relationship is important for the effective assessment and treatment of problems
with young substance users. Young people are usually honest with their health worker once trust is
established. It is very important that the health worker is also honest and respectful of the young
person, since young people will sense if the health worker is insincere, disrespectful or judgemental.
Most young people do not like to be told what they should do and not do. It is important to give
factual information, to be supportive, friendly and non-judgemental, and to act in a professional
manner. Health workers need to be themselves and not try to talk or behave like the young people
to whom they are providing a professional service. Using street names for drugs or activities may be

important to ensure understanding; however, health workers should avoid exaggerating this and
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trying to speak and act like a young person. Maintaining a professional, respectful and understanding
attitude will help build a relationship of trust.

One way to establish trust is to listen to young people with genuine respect, and to be attentive to
their emotional needs. Young substance users may be guarded and suspicious at first — they may
have had past experiences with professionals who “preached” to them about their substance use, or
who stigmatized them as “addicts” or “delinquents”. In order to be effective, the health worker must
approach the young person in a frank, open, non-threatening manner. Expressions of shock or
disapproval are not helpful. Trust is increased when health workers express sympathy and
understanding for the young person’s situation and when he/she is allowed to express him or herself
openly.

When speaking to young people, health workers should use simple words and plain concepts.
Personal responsibility should be encouraged and it should be emphasized that all final decisions
are in the young person’s hands.

Helping young people to express their feelings

Young people may have a limited vocabulary for identifying and expressing their feelings. For example,
they may not be able to distinguish differences between anger, jealousy, or annoyance. For this
reason, it can be difficult for them to express their feelings to a health worker during clinical interviews.
Frustration can result for both the young person and the health worker.

When working with young people, health workers can help them to label their feelings. For example,
if a young person starts crying, the health worker can say, “You look sad.” This helps the young
person to learn to give words to their feelings, and also to feel understood. Through listening skills
and open questions, the health worker can assist young people to explore their feelings about their
substance use and their readiness for change.

Health workers can also encourage young people to use other media to express their feelings, such as
making drawings of situations related to substance use. These drawings can be reviewed together
and the health worker can help the young person to identify the feelings they had when making the
drawing.

Coping strategies for young people

Young people can be encouraged to use strategies that can reduce or stop their use of substances,
and reduce the negative consequences of substance use. For example:

= plan ahead if they are going to use a substance and decide how much they will use;
= plan how they will negotiate not using or reducing their use of a substance;

= practise what to say if they are pressured by others to use more than they planned;
" eat some food before they use the substance;

" slow down their rate of consumption;

= avoid combining two or more substances.

They can also take precautions against secondary consequences of substance use by, for example,
not driving a car while intoxicated and not accepting a ride from someone who is intoxicated. To
help avoid substances altogether, young people can get involved with non-substance-related activities,
especially activities that may be incompatible with substance use (e.g. smoking and exercise). They
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can prepare and practise how to resist social or peer pressures to use substances. Role playing is a
useful method for developing confidence to face these encounters: it helps young people to find the
right words to say, and increases their ability to challenge the social norm.

Relapse prevention

When reducing substance use, a backward ‘slip” into earlier behaviour is common (e.g. a young
person who has stopped smoking takes one cigarette at a party). When slips occur, it is important
for the substance user to view them as temporary and surmountable, and not to view them as
evidence that he or she will never be able to overcome their substance use.

Relapse prevention is a set of skills that the health workers have to counsel young people in advance,
so that they will be less likely to ‘relapse’ into former substance use patterns once a slip occurs.
Young people are taught to view slips as temporary and surmountable experiences, and to determine
what went wrong and make changes accordingly for the future. Young people are also taught how to
avoid situations that could lead them towards relapse (e.g. social events where the consumption of
substances is likely), and how to manage their urges and pressures from others to use substances.

This approach focuses on three main areas for relapse:

»  Intra-personal (e.g. feelings and moods that are likely to lead to relapse);
n  Inter-personal (e.g. relationships that are likely to lead to relapse);

»  Situations/cues (e.g. places and times that are likely to lead to relapse).

Some approaches that attempt to address these different areas can include:

= Individual or group work focused on the identification and management of negative or positive
affect (emotions) associated with the use of particular substances.

= Individual, group or family interventions focused on inter-personal issues (e.g. family conflict,
relationship difficulties).

»  Individual and possibly group interventions which target cues and situations (e.g. cue exposure,
developing social networks and alternative leisure pursuits).

Developing these approaches assists young people to consider the following statement: I am more
likely to use X, when I feel Y, and/or when I am with Z, and/or when I am at W.

When health workers recognize these triggers, they will be able to look for alternative actions. To
develop statements like these and then to effectively address some of the triggers, the following must
be offered to the young person:

= accurate and unbiased information;

= attention to personal variables that may be associated with increased vulnerability to negative
peer influence for some individuals or groups;

" decision-making skills and skills associated with resistance to negative influences;

= assistance in improving communication between young persons and their parents, teachers,
adults and peers;

= harm reduction strategies (e.g. techniques of safer use) when appropriate, and exposure of
users to satisfying and acceptable alternatives to substance use;

= long-term support.
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Parents and young people: towards a better relationship

National laws govern issues of consent and confidentiality about young people and their parents’
rights to give consent and to know about their treatment. It is important for health workers to
understand the laws of the community in which they work. In some areas, professionals are required
to tell parents if minors are using substances, while in other areas this information can remain
confidential. Health workers should take into account the best interests of the young person and
their evolving capacities. All health discussions with minors should be kept confidential — unless
unlawful.

Regardless of the law, involving the family is usually important, because parents and other family
members may be part of the problem and may be able to help the young person to reduce his or her
substance use. However, involving the family must be dealt with sensitively, because the young
person may not want to involve them at all. Similarly, parents may feel blamed or defensive about
substance use and about their family and may not want to participate in treatment with the young
person. The health worker should recognize these potential problems, assist everyone to feel less
defensive, and encourage the family to work together to solve its problems.

Community action for young substance users

Raise family and community awareness of a young person’s substance use by talking with the parents,
community members and young people about the situation locally.

Raising awareness of substance use in the community can enhance the protective factors and minimize
the risk factors for young people.

In the enhancement of protective factors the involvement of parents is vital. Parents typically have
concerns about their children’s substance use. It is important to provide them with accurate
information about the substances and their effects, as well as additional sources of information on
treatment in the community. Parents, teachers, community leaders and peer counsellors can be
educated about:

= prevalence of substance use among young people;
= typical reasons why young people use substances;
= effective strategies that can be used to discourage young people from substance use;

= effective strategies that can be used to encourage young people to reduce harmful use.

They also need to be aware of the problems related to more commonly used and legal substances
(such as alcohol and tobacco), which often cause more health problems than the illicit ones but are
overlooked by parents and the community.

Involve the community in planning and implementing community prevention programmes. This
will mean that the target community will have ownership of the programme, which is a key ingredient
to the success of any initiative. Programmes should make use of existing links and networks between
community organizations, both governmental and nongovernmental.

Contribute to prevention programmes that aim to reduce supply and demand. Health workers can
work with the community to examine and promote change in the supply and availability of illegal
and legal drugs in the community. Also, contribute to school education campaigns and community
action (e.g. no-smoking areas and venues, regulation of availability).
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Media promotion of substance use, especially tobacco and alcohol advertising, is often aimed at
young people. Health workers can encourage young people to look at how, in such advertising, they
are being manipulated by companies that aim to promote their products.

Provide community links which can provide young people with support services within the community.
Provide young persons with connections and encourage them to seek support, especially from peer
counsellors and peer support groups. If appropriate, encourage them to ask their family, relations
and friends for help. Give them information about community resources, peer support groups,
referral services, etc.

Encourage community recreational activities as well as vocational and educational pursuits.

Support harm reduction strategies which aim to reduce the negative consequences of drug use rather
than to stop or reduce drug use. These strategies focus on the most immediate and achievable
changes that can reduce the threat to the health and wellbeing of the user and of society (e.g. a
needle-syringe programme for injectors who do not stop injecting can prevent the transmission of
HIV and hepatitis C, and providing safe injecting rooms and sterile equipment can prevent abscesses).

There is evidence to prove that harm reduction is a sound public health strategy. Health workers
have a role in raising public awareness of the importance and benefits of harm reduction for
individuals and communities. Harm reduction strategies are often opposed by community members
who think this will encourage substance use.
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6. APPROACHES TO ACUTE PROBLEMS WITH YOUNG SUBSTANCE USERS

The signs and symptoms of intoxication and withdrawal from various substances often overlap. So
when faced with an acute problem from substance use, it is appropriate for the health worker to
focus on the individual’s presenting symptoms in order to take immediate action. After dealing with
any life-threatening situation, the health worker must assess the substance use patterns and problems
and identify (if not already known) the main substance which caused the acute problem before
proceeding to establish a long-term plan for the patient.
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Substances affect cognition, emotions and behaviour. Some substance can cause sudden confusion,
disorientation, perceptual disturbance, euphoria, agitation, panic, emotional liability, repetitious
behaviour and aggression. Withdrawal from these substances also can affect mental functioning,
causing hallucinations, paranoia, agitation, or depression. Information on the time of the last dose,
as well as the quantity and frequency of regular use, can help in the assessment process.

During an examination of their mental state, it is important to assess the following areas:

" levels of consciousness;
= orientation (to person, time and place);
= memory (recent and remote);

= judgement (e.g. are the patient’s responses rational, do his/her ideas make sense?);
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" affect (e.g. are the young person’s emotion, grooming, posture, and facial expression
appropriate?);
= speech (manner of speech, speech pattern, possible disorders, e.g. aphasia, dysphasia);

= language comprehension (understanding verbal instructions), particularly during emergency
treatment.

Care must be taken not to overlook conditions that mimic some of the features of intoxication or
withdrawal (e.g. metabolic disorders, cerebral disease and endocrine disorders).

Intoxication with depressants
Alcohol

Drinking alcohol is common among young people, but intake to the point of intoxication can lead
to death (due to overdose). Alcohol is a central nervous system depressant. In sufficient doses, it
can suppress respiration, gag reflex, and cough reflex. It also affects heart function, leading to
irregular cardiac rhythms. Young people often ‘binge’ drink (defined as having 5 or more drinks in
a row in males and 3 or more in females), which may result in blacking out.

In gross intoxication, respiration can be depressed and the person may choke on food, fluid or
vomit. This can present a major problem in semiconscious or unconscious patients. Care should be
taken to maintain a clear airway and prevent aspiration. Although rare, hypoglycaemia can occur
and in these cases the administration of glucose is necessary.

Conditions other than alcohol intoxication should be ruled out (e.g. head injury, other drug overdose,
psychosis, hypoglycaemia, severe liver disease). The patient should be kept for observation and
vital signs should be monitored if the level of intoxication poses a threat to life, health or safety. In
addition, you should follow these guidelines:

orientate the patient;

" introduce yourself;

= provide a quiet place or room for the patient;

= speak slowly, using short sentences and repeating information if necessary;
= avoid emotional topics or discussions;

= maintain eye contact and use the patient’s name.

Alcohol dependence takes some years to develop. It can occur with young people who have a
history of long and heavy alcohol intake. Several psychological problems, adjustment problems and
heavy alcohol use are conditions often found in young people.

Volatile solvents

Although the effects of individual components of compounds can be different, the overall action of
most solvents is depression of the central nervous system. If high doses are inhaled, they can cause
coma and death. Onset of solvent action is very quick; central nervous system impairment generally
clears within a few hours after inhalation. The effects include initial exhilaration and euphoria
followed by:

slurred speech;

ataxia (involuntary movements);
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. drowsiness, dizziness;
n increased salivation, nausea, vomiting;

= confusion, disorientation, perceptual distortions.

In some cases, these symptoms are accompanied by hallucinations and delusions. Very high doses
can result in convulsions, solvent-induced respiratory depression and cardiac arrhythmias, which
can be fatal. Patients who sniff petrol may also present with lead poisoning.

If the solvent user presents with chest pain, difficulty in breathing or strange behaviour (including
violent and aggressive behaviour), stay calm and keep him/her calm. If the user is unconscious,
malke sure that the airways are free. Lay him/her on the side (not flat on the back or front) so that
if vomiting occurs, there is no aspiration of vomit, and observe the vital signs. Solvent intoxication
may be suspected from the patient’s history or from the odour on the clothing or breath.

Barbiturates

Barbiturates are central nervous system depressants which can be taken in a suicide attempt or in
combination with alcohol. They produce cardiopulmonary depression, which can be life-threatening.
They are more dangerous in overdose than benzodiazepines. Effects in some individuals may be
atypical, with excitement instead of sedation in smaller doses. Intoxication symptoms and signs
vary according to dose, ranging from euphoria in small doses to:

= impaired memory and attention;

" inability to walk;

" slurred speech, rapid eye movements;

n drowsiness;

= slow heart beat, hypotension;

= depression of respiratory drive and rhythm;

[ ] coma.

Intoxication with stimulants

The stimulants considered here include amphetamine, dexamphetamine, methylphenidate, cocaine,
crack and ecstasy (MDMA). High doses of stimulants can induce chest pain, hypertension and
cardiac arrhythmias. Hyperthermia and convulsions also may be present. Following stimulation of
the central nervous system, depression of higher nervous centres may occur, which may lead to
death due to overdose. Panic can cause irrational behaviour causing harm to themselves and others.
People suffering delusions that they are being persecuted may react with hostility and violent
behaviour.

It is therefore important to observe the vital signs and to approach the patient calmly and confidently:
Move and speak without hurrying, and keep to a minimum the number of staff attending him/her.
Reduce stimulation by providing a quiet environment and frequently reassure and calm the patient.
Explain the interventions and protect him/her from accidental harm.

Intoxication with opioids

Opiates have a depressant effect on the central nervous system. They are powerful analgesics and
suppress cough and diarrhoea. Acute effects include analgesia, euphoria, tranquillity, constipation,
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orthostatic hypotension, respiratory depression and decreased level of consciousness. An overdose
may lead to respiratory depression without major effects on the cardiovascular system.

Withdrawal

This term is used to describe the physical and psychological symptoms associated with cessation or
reduction of a substance.

The severity of the withdrawal depends on a number of factors:

s Type of substance(s) being used;

" Method and levels of use;

= Length of time used;

= Young person’s experience of previous withdrawal(s);
" Use of other substances;

s Physical health of the young person;

= Environment of the young person (supportive versus unsupportive).

Most young people, because of their age and limited access to substances, generally do not develop
a severe dependency as found in older individuals. Consequently, they may not experience a serious
or difficult withdrawal; most will need safety, calm, rest, sleep, good food and to be off the streets or
away from substance-using peers. There are few conditions where the use of medication is warranted
to assist with withdrawal, but it is important to avoid over-medication.

Acute situations of substance use by a young person, which require medication, include the use of
naloxone or naltrexone for opioid overdose and flumazenil for benzodiazepine overdose. In cases
where there are hallucinations, care should be taken when administering antipsychotics because
they lower the seizure threshold and may increase the risk of a convulsion.

The signs of withdrawal are different for the various categories of substances used. Often withdrawal
is the opposite of the effect of intoxication. So, after heroin use, where one generally becomes relaxed,
content, quiet, constipated, and pain-free, withdrawal usually results in restlessness, inability to
sleep, diarrhoea, and feelings of pain (especially in the back and legs). Use of amphetamines makes
one alert and energetic, and withdrawal can result in depression, lethargy and tiredness (often
associated with a “crash”, a long unsettled sleep).

Withdrawal is not a pleasant experience, no matter what the substance. Ensuring the young person
is in a safe, supportive environment can assist them during this difficult time. In the knowledge
that this may not be their last withdrawal, it is important to ensure that it is as painless as possible
for the young person.

The most severe withdrawal occurs in those dependent on hypno-sedatives and alcohol. Withdrawal
from either of these can be serious and, in some cases, life-threatening. For this reason it is important
that withdrawal from these substances should be handled under medical supervision. For other
substances withdrawal is less hazardous, but it is still good practice to encourage and assist the
young person in accessing appropriate medical support as necessary.
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Overdose

In dealing with young people who use different substances there is always the chance that they
could “overdose”. Overdose is the general term applied when a person has taken a substantial
amount of a substance and poisoning has occurred. Overdose can occur accidentally or intentionally.
Signs to look for with overdose are specific to each substance taken, but generally can include:

" decreased level of consciousness;

= difficulty in breathing;

= abnormal pulse (fast/slow/irregular);
" seizures, fits, convulsions;

" hallucinations, anxiety, depression;
n nausea, vomiting;

" slurred speech, drowsiness.

Some guidelines in managing a young person with an overdose are:

= If you suspect that an overdose has occurred, act immediately.

= If the young person is conscious, ask about the substance (how many, when and how it was
taken), and look for signs of use.

= If unconscious, place him/her in the recovery position (side position, with the head on one
side), and call for emergency medical assistance.

" If the young person begins to have a fit, do NOT restrain but move the furniture etc. to prevent
injury.

= Never leave the young person alone.
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/. KEY MESSAGES

. Most substance use begins during adolescence.

= Substance use by young people is common.

= Family relationships and peer associations are important determining factors which can promote
or protect young people from substance use.

= Early detection and intervention can prevent harmful use and dependence.

s The three patterns of substance use among young people (hazardous, harmful and dependent)
indicate how the young person uses a substance. Understanding an individual's pattern of use
is a critical part of the initial assessment for appropriate action.

= Understanding the stages of change can assist the health worker to assess a young person's
readiness for change.

= Actions by the health worker aim to prevent young people from starting to use substances, to
stop (or reduce) the use of substances by young people, and to reduce the harmful effects of
substance use for young people who do not stop.

= Health workers have an important role with young people and substance use, both in the
clinic and in the community.
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8. GLOSSARY

Abstinence. This refers to refraining from substance use, usually alcoholic beverages or illicit drugs,
as a matter of principle or for other reasons.

Alcohol. Refers to a large group of organic compounds derived from hydrocarbons. Ethanol or ethyl
alcohol, the main psychoactive ingredient in alcoholic beverages, results from the fermentation of
sugar by yeast. The term “alcohol” is used, by extension, for alcoholic beverages. Alcohol is a sedative/
hypnotic (a substance that reduces the functioning of the central nervous system with the capacity
of relieving anxiety and inducing calmness and sleep).

Amphetamines. A class of synthetic substances which have a powerful stimulant effect on the
central nervous system. Commonly used amphetamines include amphetamine, dextroamphetamine
(or dexedrine), and methamphetamine (or methedrine). On the street, these substances are all often
referred to as “speed”. A more potent chemical form of methamphetamine, commonly known as
“crystal” methamphetamine (also known as jib, ice, crystal, crank), has become more commonly
available on the street in the last ten years.

Antidepressants. These are psychoactive agents which are prescribed for the treatment of depressive
disorders. Three common types of antidepressants are 1) monoamine-oxidase inhibitors (MAO-
inhibitors), 2) tricyclics, and 3) selective serotonin reuptake inhibitors (SSRIs) such as Prozac, Paxil
and Zoloft. These are also used for certain other conditions such as panic disorder.

Barbiturates. A group of central nervous system depressants, they are used to treat epilepsy and as
anaesthetics, sedatives, hypnotics, and (less commonly) anti-anxiety medication.

Binge drinking. A pattern of heavy alcohol drinking that occurs in a limited period of time (usually
defined as 5 or more standard drinks in a single session for men, 3 or more standard drinks in a
single session for women). One standard drink is a can (350 ml) of beer, a glass (150 ml) of wine, or
a shot (40 ml) of spirits.

Brief intervention. A treatment strategy in which structured therapy of short duration (typically
5-30 minutes) is offered with the aim of assisting an individual to stop or reduce the use of a
psychoactive substance. It is designed for primary healthcare workers and is used mainly to assist in
cessation of smoking and harmful use of alcohol.

Cannabis. Refers to all psychoactive substances derived from plants of the cannabis genus, which
include marijuana leaf, hashish (dried sticky resin), and hashish oil (made by purifying hashish
with a solvent). Cannabis products contain a number of psychoactive compounds known as
cannabinoids, the best known of which is THC (delta-9-tetrahydrocannabinol).

Club drugs. Refers to substances associated with use by young people at dance clubs and parties.
Although alcohol, tobacco, and cannabis are the most commonly used drugs in these settings, “club
drugs” usually mean substances such as ecstasy, amphetamines, GHB, and ketamine.

Cocaine. This is a powerful central nervous system stimulant which is used non-medically to produce
euphoria and wakefulness. Cocaine hydrochloride is a white powder which can be sniffed or dissolved
in liquid and ingested orally or injected. Cocaine has a long history of use by many indigenous
peoples of South America and is produced by processing the leaves of the coca plant (Erythroxylum
coca). See also “crack”.
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Crack. This is a form of cocaine, produced by heating cocaine powder with baking soda. “Crack”
refers to the crackling sound made when it is heated and smoked. It may also be injected. This form
of cocaine produces a quicker and more intense “high”, but the effects last only a short time (5-7
minutes).

Date-rape drug. See Rohypnol

Demand reduction. A general term to describe policies or programmes directed at reducing consumer
demand for substances. It is applied primarily to illicit drugs, particularly with reference to
educational, treatment, and rehabilitation strategies.

Dependence. Defined as a cluster of behavioural, cognitive (i.e. related to thinking or memory)
and physiological experiences that may develop after repeated substance use. Dependence occurs
when the individual taking the substance has a strong desire to take the substance and cannot
control the desire or the use.

Early intervention. A strategy that combines early detection of problematic substance use and (if
necessary) treatment of the individual. This pro-active approach is initiated by the health worker
rather than the patient. As it aims to engage individuals before they develop physical dependence
or major psychosocial problems, the treatment is often offered or provided before they are aware
that their substance use may cause a problem. There is evidence that early and brief interventions,
especially in primary healthcare settings, are effective in changing harmful alcohol use.

Ecstasy. This is the common street name for methylenedioxymethamphetamine (MDMA). It is a
synthetic, psychoactive drug that is popular at raves and all-night dance parties for its mood-
boosting and stimulating effect. It can cause feelings of empathy, wellbeing and euphoria along with
some stimulatory effects and side-effects similar to amphetamines.

Harm reduction. A public health strategy that makes the reduction of potential harm the highest
priority. It supports policies and practices aimed at addressing risky substance use behaviours without
requiring abstinence. As it is impossible to keep people from engaging in certain risky behaviours,
harm reduction seeks to ensure that individuals are fully informed and provided with the means to
make safer choices. Policies and practices are measured according to their actual impact in preventing
and reducing harm. Success is not reflected primarily through a change in use rates but rather by a
change in the rates of death, disease, crime, and suffering.

Harmful use. This refers to a pattern of substance use that causes damage to health, even with no
dependence. The damage may be physical or mental. Social consequences alone are not sufficient to
justify a diagnosis of harmful use.

Hazardous use. This refers to a pattern of substance use that increases the risk of harmful
consequences for the user. The harm may be to physical and/or mental health. In contrast to harmful
use, hazardous use refers to patterns of use that are of public health significance despite the absence
of any current disorder in the individual user. The term is used currently by WHO but is not a
diagnostic term in ICD-IO. This is the most common pattern of substance use by young people.

Heroin. This was a brand name given to diacetylmorphine, a semi-synthetic opiate derived from
morphine which is a constituent of the dried milk of the opium poppy plant. Heroin depresses the
central nervous system, including reflex functions such as coughing, respiration, and heart rate. It
also dilates the blood vessels (giving a feeling of warmth) and depresses bowel activity (resulting in
constipation). Overdose can lead to coma and possible respiratory failure and is more likely if other

depressant drugs, like alcohol, are used at the same time. There is an increased risk of hepatitis and
HIV infection when heroin is used with unsterilized needles.
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HIV (human immunodeficiency virus). The virus that causes AIDS (acquired immune deficiency
syndrome). HIV is a lifelong infection. A positive HIV test does not mean a person has AIDS, but
that HIV antibodies have been detected in their blood.

Inhalants. Volatile substances (i.e. they vaporize at room temperatures) which are inhaled for
psychoactive effects.

LSD (lysergic acid diethylamide). This is a powerful hallucinogen. Although some psychologists
and psychiatrists believe it may have therapeutic value, scientific research has been discontinued.

Methadone. This is a long-acting, synthetic (man-made) opiate which is used in the treatment of
dependence on opioids.

Opiates. The group of substances derived from the opium poppy. The term opiate excludes synthetic
opioids.

Opioids. A general term that includes all the substances derived from the opium poppy and all
synthetically prepared opioid substances. Opiates and opioids are all central nervous system
depressants and have the capacity to relieve pain, produce a sense of wellbeing, and (at higher
doses) cause stupor, coma, and respiratory depression.

Overdose. The use of any drug in an amount that precipitates a crisis with adverse physical or
mental effects. Deliberate overdose is a common means of suicide or attempted suicide, especially
among young people. Accidental overdose occurs with injecting drug use, especially with young
inexperienced injectors.

Polydrug use. This refers to the use of more than one psychoactive substance by an individual, all
at the same time or sequentially, usually with the intention of enhancing the effect or counteracting
the undesired effects of another substance.

Prevention. Action aimed at eradicating, eliminating, or minimizing the impact of disease and
disability, or if these are not feasible, slowing the progress of disease and disability. There are four
levels: 1) Primordial prevention - inhibiting the situations that increase the risk of substance use
(e.g. by improving housing conditions, reducing child poverty); 2) Primary prevention - helping
individuals and communities to take health-promoting actions and deal with the risks (e.g. training
in effective socialization and decision-making skills, programmes to strengthen links to family, school
and community); 3) Secondary prevention, which involves early detection and prompt intervention
to prevent or minimize the impact of substance use (including early detection by school counsellors
or home care workers); and 4) Tertiary prevention, which seeks to eliminate or reduce impairment,
disability and harm (e.g. methadone replacement therapy).

Psychoactive substance use. The use of any substance that affects the way people see, hear, taste,
smell, think, feel and behave. The use of psychoactive substances is an almost universal human
cultural behaviour, and has been practised since the beginning of human history.

Rohypnol. The trade name for flunitrazepam, a benzodiazepine like valium (a central nervous
system depressant with sedative-hypnotic effects that can be lethal when mixed with other depressants
like alcohol). Much of the concern surrounding this drug is its use in drug-facilitated sexual assault,
or “date-rape”. Rohypnol is a tasteless and odourless drug, and can be dissolved in drinks which
mask its presence.
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Second-hand smoke. This refers to a combination of two types of smoke: “mainstream” smoke
which is exhaled by the person who smokes, and “sidestream” smoke which is released from the
burning tobacco. Mainstream cigarette smoke is a mixture of over 4000 substances, 40 of which are
known or suspected to be cancer-causing agents (carcinogens) in humans. Sidestream smoke contains
all these same carcinogens, many of which are more concentrated because the lower temperature of
a smouldering cigarette burns up fewer carcinogens. Cannabis, consumed in smoke form, also produces
second-hand smoke, although it has not been studied as well.

Stimulants. A class of psychoactive substances that activates, enhances, or increases the activity of
the central nervous system. Common stimulants include caffeine, nicotine, cocaine, amphetamines,
and synthetic appetite suppressants.

Substitution programmes, replacement or maintenance therapy. The treatment of drug
dependence by prescribing a dose of the drug or a substitute drug that suppresses withdrawal
symptoms. The goals are to eliminate or reduce the use of a particular substance (especially if it is
illegal), to reduce harm from a particular method of administration (such as injecting), or to reduce
the health dangers and social consequences of drug use. Substitution programmes often offer other
services, such as counselling and long-term follow-up.

Supply reduction. This is a general term to describe policies or programmes that aim to prevent
production and intercept distribution of drugs, particularly by law enforcement strategies for reducing
the supply of controlled substances.

Tolerance. Refers to a situation where a person requires a higher dose of a substance to get the same
effect originally produced by a smaller dose. Different substances have different levels of tolerance
attached to them. Tolerance develops for most substances - rapidly for some substances (e.g. heroin
and associated substances) and less quickly for others (e.g. alcohol and benzodiazepines).

A complete list of alcohol and drug terms can be found at:
http://www.who.int/substance_abuse/terminology/who_lexicon/en/index.html
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Activities that are marked with * are optional activities which are not included in the 180 minutes
planned for this module. The facilitators’ decision to include the optional activities depends on the
available time and whether these activities are covered in other modules in this workshop.
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Sessions and activities Time

Session 1 10 min
MODULE INTRODUCTION

ACTIVITY 1-1
Module objectives
ACTIVITY 1-2
Spot checks

Session 2 50 min
YOUNG PEOPLE AND SUBSTANCE USE

ACTIVITY 2-1

Mini lecture: Meaning of "substance"

ACTIVITY 2-2

Brainstorming: Locally used substances

ACTIVITY 2-3

Mini lecture by guest presenter: Local situation with young people and substance use * 10 min *
ACTIVITY 2-4

Mini lecture and brainstorming: Negative consequences of substance use for young

people

ACTIVITY 2-5

Group work: Reasons why young people use substances

ACTIVITY 2-6

Mini lecture: Risk and protective factors

ACTIVITY 2-7

Group work: Risk and protective factors * 20 min *
ACTIVITY 2-8

Mini lecture: Patterns of substance use

Session 3
ASSESSMENT OF YOUNG PEOPLE FOR SUBSTANCE USE AND RELATED
DIFFICULTIES

30 min

ACTIVITY 3-1

Mini lecture: Assessment of young people for substance use

ACTIVITY 3-2

Group work: Listening skills and the health worker * 10 min *
ACTIVITY 3-3

Mini lecture: Listening skills and asking questions

ACTIVITY 3-4

Mini lecture: The GATHER approach

ACTIVITY 3-5

Role play: Using effective listening skills and GA(THER)

Role play demonstration * 10 min *
ACTIVITY 3-6

Individual exercise: Explore health worker attitudes and values on substance use * 20 min *
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Sessions and activities Time

Session 4 30 min
THE STAGES OF CHANGE MODEL

ACTIVITY 4-1

Mini lecture: Stages of change

ACTIVITY 4-2

Individual exercise: Understanding the process of change * 15 min *
ACTIVITY 4-3

Group work: Stages of change

Session 5 50 min
HEALTH WORKER ACTION WITH YOUNG SUBSTANCE USERS

ACTIVITY 5-1

Mini lecture: The aims of health worker action
ACTIVITY 5-2

Mini lecture: The (GA)THER approach

ACTIVITY 5-3

Mini lecture: Action matched to each stage of change
ACTIVITY 5-4

Role play: Action in the clinic using GATHER
ACTIVITY 5-5

Mini lecture: Action in the community

ACTIVITY 5-6

Mini lecture by guest presenter: Local substance use programmes for young people * 10 min *

Session 6 25 min *
APPROACHES TO ACUTE PROBLEMS FOR YOUNG SUBSTANCE USERS *

ACTIVITY 6-1

Brainstorming: Acute problems *

ACTIVITY 6-2

Individual and group work: Addressing the immediate needs of young people with acute 10 min
problems *

SESSION 7
MODULE REVIEW

ACTIVITY 7-1

Review of objectives

ACTIVITY 7-2

Review of spot checks and Matters Arising Board
ACTIVITY 7-3

OPPD

ACTIVITY 7-4

Key messages from Module and closure

180 min optional 120 min
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SPOT CHECK 1

young people and substance use

0

>

ke,

Name three protective and three risk factors for

SPOT CHECK 2

What are the three patterns of substance use for young people?
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N

What are the stages of change?

ra

SPOT CHECK 4

"~

What are the aims of health workers' actions with
young substance users?
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Read each statement and tick the box that reflects
your point of view

There is no way of stopping young people from getting 7

drunk - it is part of their growing up / \

As a health worker, I should ask all young people about 7 N

the substances they use

Scaring young people is a good way to stop them from = ,—-

—

using substances \

It is acceptable for boys to smoke cigarettes \ 2

-

o [
<
)
-~ ==
s
N
@
(@]
-
@
o
Qo
=
[
«Q
2]
/|

Our health services should not waste money on treating 7N

young people who inject drugs

Girls and boys need to have information on substances so /

that they can make sensible choices \

If I spend 5 minutes talking with a young person about - 7

-

substance use, | may make a difference \

If a boy of 15 years came to me with an alcohol problem, | 7N

would need to tell his parents / \

Talking about substance use makes me uncomfortable 7N

-
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The following exercise is to help you understand the process of change.

Through thinking of personal experiences, you will individually look at the phases of behaviour
change and your needs at each stage.

The sequence of the questions can help you to understand the difficulty in changing and maintaining
the outcome, and the reasons behind our refusing help at certain stages.

Questions 1 to 5 are about the stages of change and question 6 is about relapse.

Read through the questions individually, consider your feelings about the behaviour and briefly
write down your responses. You will have 5 minutes to do this. Then there will be a short plenary
discussion. Participants will not be asked to reveal the personal behaviour that they have considered
(unless they wish to tell), but only their thoughts, reactions and feelings to the questions.
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Think of something in your behaviour (e.g. eating, smoking, exercising, etc.) which people
around you have asked you to change, but you don’t think is important to change.

a)  What do you think of those who asked you to change?
b) How do you react to them?

Think of something in your behaviour that you know you should change or that people are
asking you to change, but you have not yet taken any steps towards change.

a) Have you told anyone that you intend to change? Who?
b)  What do you think of those who ask you to change?
c¢) How do you react to them?

d) Why haven’t you changed?

Think of something in your behaviour that you have decided to change but have not yet done
so, or have not decided when you will do it.

a) Have you told anyone that you intend to change? Who?
b)  What do you think of those who ask you to change?
c¢) How do you react to them?

d)  What would make you move towards the change?

Think of something in your behaviour that you are now in the process of changing or have
changed just recently.

a)  What is it that primarily made you change?
b) How do you feel about the change?
c¢) How easy is it to maintain the change?

d)  What challenges are there to maintaining the change?

Think of something in your behaviour that you have changed some time ago.
a) How do you feel about the change?

b) How easy is it to maintain the change?

c)  What are the challenges to maintaining the change?

d) How do you cope with the change?

Think of something in your behaviour that you recently changed, but later something caused
you to return to the previous behaviour.

a) How do you feel about returning to the previous behaviour?

b)  What made you return to the previous behaviour?

c) Did you try to resist?

d) What were you thinking about at the moment you were returning to that behaviour?

e) How did people who have known you before and after the change react? And how did
you react to them?
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The purpose of this exercise is to use the following scenarios to practise effective listening skills and
the G (Greet) and A (Assess) part of the GATHER approach in a role play situation.

You will be separated (counting 1, 2, 3) into groups of three (triads). All the 1s will be the young
person, the 2s will be the health worker, and the 3s will be the observer. Each triad will be allocated

a scenario.

The young person and the observer (1 and 3) should read the scenario that has been allocated to
them.

The health workers (2) should not read the scenario but will find out the situation with their young
person as the client, using listening and assessment skills. In this exercise, do not spend time discussing
the presenting condition. Focus on Greeting and Assessment of the young person.

Stop the interview when you have completed the Greet and Assess parts.

The observer will watch and make notes. At the end of the exercise the three of you will discuss
together what happened during the scenario.

Remember to come out of the roles at the end of the role play.

You have 2 minutes to prepare, 5 minutes for the interview, and 3 minutes to report back in your
triad.
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Session 4: Activity 4-4
Group work: Stages of Change
In your group, look at your scenario and consider the following for presentation in plenary:

= Give a brief summary of the scenario.
= What is the pattern of use for each substance for this young person?

= What stage of change do you believe the young person is at with each substance?

You have 10 minutes to work in your group, and then one of you will give a 3-minute presentation.
Session 5: Activity 5-4

Role play: Action in the clinic

Interview using GATHER.

Sit in your group of three persons. Decide who will be the observer, the young person, and the
health worker. If there is a participant who has not taken the role of a health worker, please give
them this opportunity now.

You will be allocated a scenario. Go through the interview in your role play using the GATHER
approach. Focus less on the G and A components this time, and more on the THER in identifying

actions for this young person.

You have 2 minutes to prepare, 5 minutes for the interview, and 3 minutes to report back in your
group. Remember to come out of your roles.




Handout for module K ® YOUNG PEOPLE AND PSYCHOACTIVE SUBSTANCE USE

L1 |HEEE] 1 LI1T] 1 LI1T]
11 1117 11 1117 11 1117
t __t .m Ft ] 11 W__
a ). 7 fadl i d
e e Sl S ;
n 5 = N D = & n
-.m:f &0 = Wﬁ. FroTe Seahans = = 2
= {15 . BANPEN = 3 =y 9
o & = Srera g Bergse p
m PHg 0 . —1E1I 1 ﬁ
= - ) D m amra =
m —m [l H L rl- Mf\ = o

€13

i

9

T
tes.
eia
e
o

;b 7it
A

A A

’$-‘
ion
(-lmnzﬂl.fri

1
A& A
3

q
a

ke
H
T
AR
uple
qepEmtmeT

7.
N
Y

4
i
n

&
e
oy

-

Y
{
ST

D) @:jm’MI )]
hretife
m '~
i
mell
o
Frahdeoke:

1entl
HHT

)]

B
£ =3ms Jezaecat
28 o E : %m e o E—
oD D - 2 w:..m e D =SESHEN = 15 = = =
S el SEchuics S& S A B SR iae=Ran
S o - THEH
=R} =HRY = S e T = =3 = = T
m ) =R P 175) F a.lnu.lm - M_IHII B Lm [ -
D hed & = - _mmnﬁ o
m:

AN
sEFFaF o R
etranphee
lﬁ;_
I
i
v/
anotieEry

VS 10]
fte
a
g
atethih
KN 4

ytherhealt

D =% 2 12 n R
an rSuun m £ : S e muu
IH 172) o "2 =5 - . = ﬁ = T -
et =B Wé = EEIEE SR g facaecmie E
- 2 H® = E=N b - % e v B i=anal
Pl e i
g TR e - B g E LT
Sio= SErTra 5 P mWHMW St i RE T = EHE .W--
£1E RERL -- BCRELELIEN SHEE 2 E%e meatzazs
st : SRR NS JEndRSaaTaRR AR inecaes
HSmaE R 3 e e SEEEE o
FesPa S g Ee e i CHHTR A b
=T LT IN & 152 m_ FixiBirard .MHII = YN, L 1]
IMIﬂ i m > El ) N ra B [} w E gu 1
fumE= - $ .MI. H m q m = Wll m + s .
um 3 .M =T _mvlllu.m SELZEN TR PR H SHE= d m.. 5
- _,.nmll = Hm = m_ (%) 5 T N £ _Knlw 11 I m ™ M 51 o ﬂ S m
wm 4 iy + =3 : H
m = O 3 BT m pry m = mluﬁw_n 9 M mﬂm uﬁnll m 8 i 3 . m 5 m m =
o == U T £ =@ 2 o i L9TH Ao dARaNE = RN o = = RO 3
< gESEESEEE s I < EREREesERE G < RS
T 3 = £ ‘__,m _WIIW m.... £ LU mm%‘ .m,m B ﬁ = 5 A L] Immar N a H.ml-lﬁ 5
& u =S hnnh._ m.m =EroNra & u SHEHE > : & Hnﬁ “FH = T P g
a2 2 H HHH




Orientation Programme on Adolescent Health for Health-care Providers




Adole

Tnnex

[V 4
T




Orientation Programme on Adolescent Health for Health-care Providers




Handout for module K ® YOUNG PEOPLE AND PSYCHOACTIVE SUBSTANCE USE

SCENARIO 1

i1 L) BF 3 ql' 1 :mtmn:n] T (m:mﬂﬂ 1l Q)QE | A1 NV m—x t T ' nﬂqﬂt;:ﬂﬂ]
gt et hicHsHb L onnTa E LAl S0 t 1 I tih Tt
{h«_gz_@‘ a¢ e e HHHTRdeBlES ﬁ;ﬁg\y, eHeafbegaeaaare SeE R eI e
1 1 1
1 1 1
CF A ol HmmeniEte e Sthia?

2
g
S383%ad

=

—GL-E
=
SIS
g
g
Ecat

I
(£
OO 5
¢

T
P
)
=2
{
faf)
s
=
y;
D=
€
1




Orientation Programme on Adolescent Health for Health-care Providers

SCENARIO 3

SR

T
T
1IE )lq;)(mll o1l N e NEra [Ii]IFiF[algl £ H l‘lqmzamdx TEr T
} ajjm*: ti Kk T i t | Qi $ f ST imfﬁll Q'
j\grg' el WHeH: Ij.ur Rt EHHeH e HPIas as) FEl 4 :."I.g,u PETH
At HBHE AR sslizanaany THh il e THS o CTiIVESLEl TR
q ﬁ:w:ﬂﬁﬁﬂﬂ@ Ham it I g S
T T
T
T

SCENARIO 4

i

(ORm"
|
(0]

g




Tnnex




Orientation Programme on Adolescent Health for Health-care Providers

Our attitudes and values can be affected by many things - some are professional and some personal.
Whatever you can do to clarify your values on substance use issues will help you to work with
young substance users.

There are no objective data that can help you to assess your own attitudes and values regarding
substance use. It is, however, important to review your thoughts on this topic because of the potential
problems a lack of understanding in this area can create.

Our attitudes and values are formed over a period of time by the circumstances in which we are
born and live, by the situations and people we encounter, and by the experiences from which we
learn. The attitudes and values that we hold influence our view of other people’s behaviour and our
ability to provide professional and nonjudgemental care and support.

Health workers need to assess their own attitudes and values. This will enable them to provide the
best possible care and to challenge the stigma and discrimination that substance users frequently
have to deal with in society and in healthcare settings.

The following questions can help you explore your own attitudes and values on substance use. You
can periodically ask yourself these questions to help clarify your thoughts on this subject.
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Professional

=  How important is it to ask your patients about their alcohol, smoking and substance use
behaviours during a routine visit to the health centre?

= How much drinking is too much from your point of view?

s Is there really anything wrong with a 25-year-old using a little marijuana from time to time?
= How serious is smoking cigarettes for the health of a 17-year-old woman?

=  How serious is smoking cigarettes for a pregnant woman?

= If a female patient drinks more than one drink a day, what health concerns would you have?

= How confident are you that you can help your young patient to change his/her substance use
behaviour?

=  How important is it for you to know all the street terms and all the characteristics of street
drugs used by young people in order to really help a young substance user in your health
centre?

=  How important to your work with young people is personal contact with referral sources in
your community?

= How serious a problem is substance use for young people in your community?

Personal

=  What is different about the way you think about alcohol, tobacco, and other drugs compared
to your parents?

= What effect do you think your childhood experiences have had on your current substance use
patterns?

= How many drinks a day can you consume without creating health or social difficulties?
= How much can you smoke without creating health difficulties?

= Is it possible to use substances without causing harm to yourself, either socially or to your
health?

= Do you have any personal alcohol, tobacco, or other substance-related behaviours that you
would like to change?

= Ifthe answer to the above question is yes, do you feel you know how to get help in your efforts
to change?

= Would the fear of repercussions (professional, social, etc.) keep you from seeking help?

= If you had a colleague who was in trouble with alcohol or other substances, what would you
do to help?

=  How important an issue is substance use to you and your family?

= Whatis the worst thing that could happen to you in relation to your alcohol, tobacco or other
drug use?

= What is the best thing that could happen to you in relation to your alcohol, tobacco or other
substance use?
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There are no “correct” answers to the above questions. If answered honestly, the answers reflect
what is true for you. When you find that your opinion is out of step with the information presented
in this module or with commonly accepted medical or social positions on substance use, it would be
worthwhile to review the information and data concerning these issues.

We sometimes hold opinions that come from events in our lives, but these opinions may not be
evidence-based and may involve a great deal of generalization. Challenging these opinions can have
an enormous influence on our attitudes and values on these issues.

It takes courage to question and change an attitude that we have held for years, but these attitudes
can hold us back from providing the best possible professional care and support. Through challenging
our beliefs, we can stay open to current, correct and enlightened ideas.
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Handout for module N ® YounG peEoPLE AND HIV

This Handout for participants provides information that complements the material on Young people
and HIV. The facilitator will ask you to refer to this Handout during the sessions.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. HIV and AIDS N-5
2. The situation of HIV among young people N-7
3. How HIV affects young people N-10
4. HIV prevention and young people N-17
5. HIV testing and counselling among young people N-22
6. Management of HIV in young people N-26
7. Publications on HIV and young people N-38
8. Definition of terms N-39
Annex 1. Module schedule N-43
Annex 2. Spot checks N-47
Annex 3. Brief scenarios: Risk and protective factors N-53
Annex 4. Scenarios: HIV prevention in the clinic and community N-57
Annex 5. Scenarios: Do's and Don'ts in testing and counselling with young people N-61

Annex 6. Case studies N-65
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1. HIV ano AIDS

HIV (Human Immunodeficiency Virus) is the virus that causes AIDS, which is a lifelong infection.
A positive HI'V test does not mean a person is ill with AIDS; it means that he/she is infected with the
virus (HIV) and that HIV antibodies are detectable in that person’s blood.

AIDS stands for Acquired Immune Deficiency Syndrome, “acquired” referring to the fact that the
virus was caught; “immune deficiency” means that the person’s immune system is weakened against
infectious and non-infectious diseases. The word “syndrome” describes a group of symptoms indicating
a particular disorder. The syndrome in AIDS
is a set of infections or illnesses that occur

because HIV has damaged the immune

system. T .

Correct understanding of the terms HIV and ';;#Enzgémfﬁ:éiweqzm i M) tm . 3 s
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expression “people living with HIV” (PLHIV) . ! !

is used for people living with all stages of HIV [0 tmns::ln?t'l:nm:zbgm: : I Hem inm:ﬂzae?h ‘i
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When a person gets infected with HIV, the pHHRtyettetect The person should be counselled and
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the individual has been infected with the virus ! !
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HIV. An HIV test measures the presence or fif- Ej:;f: re e N b oAt LEkbHS G

absence of HIV antibodies in the blood; it rephy see B¢

does not measure the virus. HH

WHO has developed a system of clinical staging, with four well-defined stages of HIV illness:

= WHO Clinical StageI : asymptomatic

= WHO Clinical Stage I : mild disease

= WHO Clinical Stage III : moderate disease

= WHO Clinical Stage IV : severe disease (AIDS).

Staging is helpful for making decisions on when to begin treatment, especially in situations when
the only laboratory test available is an HIV test. The signs and symptoms that are used in clinical
staging can be found in Chronic HIV Care with ARV Therapy, Integrated Management of Adolescent
and Adult Illness (IMAI), WHO. There are IMAI training courses to prepare health workers for
chronic HIV care, including ARV therapy:.

Most individuals infected with HIV look and feel healthy and lead normal lives for many years
before experiencing HIV-related symptoms. Worldwide, the majority of people living with HIV (PLHIV)
do not know they are infected. However, anyone who is infected with HIV can transmit the virus to
others.

HIV and AIDS raise many difficult issues that can challenge moral and societal values. When
working with HIV, it is important to be able to talk openly about sensitive issues, in particular
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about sex. Health workers need to be able to talk about these issues with young people and feel
confident that they have the knowledge to discuss the behaviours that carry a high risk for HIV
transmission.

These behaviours, and the people who practise them, may provoke strong feelings. As health workers,
it is important to maintain a professional and respectful manner, without using blame, stigma or
personal values to judge a situation.

Transmission routes for HIV

The blood, vaginal fluid, semen and breastmilk of persons infected with HIV have the potential to
transmit HIV to others. Exchange of these body fluids can cause transmission of HIV.

HIV is transmitted through four different infection routes:

= Sexual intercourse
= Blood and blood products
= Needles and other skin-piercing instruments

= Mother-to-child-transmission (MTCT) from an HIV-infected woman during pregnancy, during
childbirth or through breastfeeding.

Globally, sexual intercourse is the most common transmission route for HIV. In some regions, nearly
90% of all HIV transmissions are through heterosexual (man and woman) intercourse. For young
people, sexual intercourse and injecting drugs are the most common transmission routes.

There are no documented cases of HIV being transmitted by tears or saliva. HIV is not transmitted
via toilet seats, shared towels, mosquito bites, hugging, holding hands or any casual contact with a
person living with HIV.

Natural history of HIV infection

The progression of HIV infection and AIDS can vary greatly from individual to individual.

Over the course of time, the virus slowly wears down and damages the immune system, allowing
infectious agents that are usually harmless to make the individual very ill. These illnesses include
opportunistic infections, neurological conditions, and particular forms of tumours. In many countries
tuberculosis is the most common opportunistic infection. AIDS is the end-stage of HIV illness, when
the immune system is severely damaged.

There is no cure for AIDS and there is no way of removing all the HIV from the body of an infected
person. There are, however, highly effective and life-saving drugs that reduce the rate at which the
virus can multiply and that can be used to treat infections and conditions caused by the virus.
Globally, there is a commitment and recognition of the importance of addressing HIV and young
people. At the United Nations General Assembly Meeting on AIDS (June 2006), Declaration number
26 states:

“[We] commit ourselves to addressing the rising rates of HIV infection among young people to
ensure an HIV-free future generation through the implementation of comprehensive, evidence-based
prevention strategies, responsible sexual behaviour, including the use of condoms, evidence- and
skills-based, youth-specific HIV education, mass media interventions and the provision of youth-
friendly health services”. (www.un.org/ga/aidsmeeting2006/declaration.htm)
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2. THE sITUATION OF HIV AMONG YOUNG PEOPLE

Estimates of HIV are figures indicating approximately the number of people living with HIV at the
end of a stated year. Estimates are not an exact number and that is why ranges are used. The main
sources of data for calculating HIV estimates are:

= Sentinel surveillance systems: periodic surveys among specific population groups (e.g. ante-
natal women, drug users, sex workers and others).

= National population-based surveys with HIV testing: HIV information is collected from the
general population as a whole. The data might underestimate the true prevalence because of
greater risk factors among the non-responders (persons refusing or absent). Only a few countries
have implemented such surveys.

= Case reporting from health facilities.

The UNAIDS/WHO HIV Surveillance Working Group collaborates with governments to produce
regular HIV and AIDS estimates at country, regional and global levels. The summary in the Table
below shows estimates published in the 2006 Report on the Global AIDS Epidemic.
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Global situation of HIV among young people

An estimated 39 million people are currently living with HIV worldwide. Of the estimated 4 million
new HIV infections annually, almost 50% are women and over 40% are young people aged 15-24

years (UNAIDS/UNICEF/WHO, 2006).

Global data show that young people are central to the HIV epidemic. Some data do not give a
breakdown by age groups, making it difficult to separately identify young people in the statistics. In
countries with high HIV prevalence rates, young people and especially young women are at particular
risk of contracting the virus as soon as they become sexually active.

There are more than 13 million drug injectors worldwide; more than 50% of them in some countries
are living with HIV. Sharing of injecting equipment is a highly efficient way of transmitting HIV,
and injecting drug use plays a major role in the HIV epidemic in some regions. There have been
dramatic increases in the number of young people who inject drugs in some countries (UNAIDS
2004).

Regionally there are differences in the prevalence rates of HIV among young people (15-24 years).
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TABLE 2
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The 2006 Report on the Global Aids Epidemic shows that important progress has been made in
country AIDS responses, including increases in funding and access to treatment, and decreases in
HIV prevalence among young people in some countries over the past five years. It also shows that
young people and children are increasingly affected by the epidemic, and efforts to protect these
and other vulnerable groups are not keeping pace with the epidemic’s impact.

On HIV prevention, the report documents behaviour changes including delaying the first sexual
experience, increasing use of condoms by young people, and resulting decreases in HIV prevalence
in young people in some sub-Saharan countries.

Young people are a key population group on which to focus prevention, care and support because
they represent such a high proportion of the new infections. As with adults, the vast majority of
young people who are HIV-positive do not know that they are infected, and few young people who
are engaging in sex know the HIV status of their partners.

Diversity of HIV epidemics

The world is now facing a multitude of HIV epidemics which are different in their time sequences,
extent and affected populations. An accurate picture of the HIV epidemic in a country is vital for
directing national and local responses.

The information in Box 2 is purely to illustrate the different epidemics and is not intended to point
fingers at any country or region, or sexual behaviour between consenting partners.

HIV epidemics are dynamic and diverse. They do not start in the same way in all countries and the
epidemic within a country can change over time. The course of an HIV epidemic depends on the
people’s pattern of behaviour which can increase or reduce their risk of HIV, as well as on the local
political, economic and social situation. There may also be differences in the epidemic within a
country - between regions and between rural and urban areas.

= Generalized epidemics are those where HIV prevalence is over 1% in the general population.

= Concentrated epidemics are those where HIV prevalence is over 5% in a sub-population at
higher risk of infection, but where the prevalence in the general population remains below 1%.

= Low-level epidemics are those where relatively little HIV is detected in any group in the
population.

= Young people are at the centre of transmission in both generalized and concentrated epidemics.
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As young people are at the centre of transmission in both generalized and concentrated epidemics,
HIV prevention among young people is the key to slow down the epidemic.

Worldwide the HIV epidemic affects the young, the poor and disadvantaged people. Even when
the epidemic is generalized in a country, some groups within the population remain highly vulnerable
and deserve specially focused attention. Among 15-24-year-olds, young women are 2-4 times more
likely to become newly infected than men. The reason for this is that young women may be less able
than men to avoid non-consensual sexual relations (i.e. unable to refuse to have sex or to avoid
forced sex).

Fortunately, most young people are not infected with HIV. In fact, during early adolescence HIV
rates are the lowest of any period during the life cycle. The challenge is to keep them this way.
Focusing on young people is likely to be the most effective approach to confronting the epidemic,
particularly in high prevalence countries.
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3. How HIV AFFECTS YOUNG PEOPLE

There are two groups of young people living with HIV: those who were infected around birth and
survived into adolescence and those who became infected during adolescence (usually due to
unprotected sex or through injecting drug use). This infection history has an impact on many
features of how HIV affects a young person, including their HIV care and management (e.g. progression
of HIV disease, treatment with ARV drugs, knowledge and disclosure of HIV status, access to care),
and on prevention strategies.

Sexual activity begins in adolescence for the majority of people. In most countries the mean age of
sexual debut is 17-18 years. This means that 50% have had sex by that age. In addition, in many
countries unmarried girls and boys become sexually active even before the age of fifteen. Studies
from many parts of the world have shown that the vast majority of young people have no idea of
how HIV is transmitted or how to protect themselves. Surveys in Africa, Asia, the Caribbean and
South America showed that fewer than half of adolescent girls aged 15-19 knew about the three
main ways of avoiding HIV infection (delaying sex initiation, reducing the number of partners, and
using condoms consistently and correctly). More than half the girls of this age did not know that
someone who looks healthy may be infected with HIV.

Sharing injecting equipment carries a high risk of HIV transmission and plays a major role in the
HIV epidemic in some regions of the world. Globally, injecting often commences during adolescence,
the most common age for initiation being 15-19 years. In some countries there has been a dramatic
increase in the number of young people who inject drugs. In general, compared to older injectors,
young drug injectors have little knowledge about HIV, a lower perception of HIV risk through both
drug injecting and sex, and are less likely to identify themselves as being an injecting drug user.
Young injectors are more likely to be intermittent users and are less likely to be drug dependent. In
their sexual behaviour, young injectors are more sexually active, have more partners and experiment
with different sexual practices more than many older injectors. Young injecting drug users are also
less likely to use the health services for prevention and treatment. In addition, there are issues of
social stigma and illegal use of drugs. Working on HIV prevention with young injecting drug users
is an important strategy to reduce the HIV epidemic. This is addressed in detail in the module Young
people and injecting drug use.

Risk factors and protective factors

There are factors in every society that have an effect on how people behave. Some of these factors
relate to the person as an individual (e.g. age, sex, knowledge, attitude, behaviour and practice
{KKABP}). Other factors, known as contextual factors, relate to the social and environmental context
or situation in which the individual lives. Contextual influences include peers, teachers, family and
community, as well as poverty, civil unrest, the legal system, and the values and norms in the
broader society. Most risk and protective factors are a mix of individual and contextual influences.

= Riskfactors include individual and contextual influences that either encourage or are associated
with one or more behaviours that may lead to negative health outcomes or may discourage
behaviours that could prevent a negative health outcome.

= Protective factors include individual and contextual influences that discourage one or more
behaviours leading to negative health outcomes or that encourage behaviours that prevent
negative health outcomes. Protective factors can also lessen the likelihood of negative
consequences from risk factors.
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Scientific studies in adolescents show that the following risk factors are associated with an increase
in the risk of becoming infected with HIV (Adapted from Risk and Protective Factors affecting Adolescent
Reproductive Health in Developing Countries. WHO, 2004):

= Increased age

= Commercial sex work

= Early age at becoming a commercial sex worker
= Commercial sex work in a brothel

= High numbers of sexual partners

= Current or past history of genital ulcer

= Unprotected anal sex

= Current or past history of STI

= Early age of sexual debut.

Protective factors that are statistically significant in avoiding HIV infection are:

. Regular use of condoms
. Usual partner circumcised
. Reduced number of sexual partners.

Other studies have identified protective factors that help adolescents avoid behaviours that put
them at risk of HIV (Young People and HIV/AIDS: Opportunity in Crisis. UNICEF/UNAIDS/WHO,
New York, 2002). These include:

= Positive relationships with parents, teachers and other adults in the community
= Feeling valued

= Positive school environments

= Exposure to positive values, rules and expectations

= Having spiritual beliefs

= Having a sense of hope for the future.
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Behaviour or situations that put young people at risk of HIV include:

= Having sex with older men

= Injecting drugs

= Being sexually violated

= Working in the sex trade

= Living on the street

= For men, having sex with men

= Being a migrant worker

= Living without parental support

= Being orphaned as a child or affected by HIV

= Being caught in armed conflict.

Young people represent a large proportion of these highly vulnerable people and they may need
special HIV strategies to be reached.

Studies show that many young people do not believe that HIV is a threat to them, and many others
do not know how to protect themselves from HIV. They are vulnerable because they often do not
know how HIV is transmitted or what they can do to protect themselves. Surveys from 40 countries
indicate that more than 50% of young people have serious misconceptions about how HIV is
transmitted. Many adolescents do not go to school, and do not have access to information about
AIDS, or do not have the opportunities to develop the life skills that they need to turn this information
into action. Frequently they do not have access to prevention services that take their specific needs
into consideration. (Young People and HIV/AIDS: Opportunity in Crisis. UNICEF/UNAIDS/WHO.
2002).

There is need to pay particular attention to preventing HIV infection of girls and young women,
who, in some regions, are almost three times more likely to be infected than young men of the same
age. The difference in infection levels between men and women is even greater among young people.

BOX 4 - part 1

en an-bertnderstogdas it iafreor ! timity-and-fernprinity-Hm mantysoc
Hhwhath ﬁanﬁ., dmasediine more vl e}—{p: fertAtRe: s dlnla«aFl HieiS-1e 3 ¢ i
ox-and lation in which mc oower jvel nent ma—@;mam—ﬁqa' be € olish
e primar =V infect lﬁ:hiﬂ@@@, joung v he worst aff owev
i (IIJJJJI]:IEP’P:quEIé HVOsHranshitte —1(1|Im:IIﬂIEb:}i rllIl]p g mﬂﬂt:hnaﬂ!nﬂqu#lthmﬁ YT ing
Hd a&:@::&( meniaret mote atriskfrom-HV-Globat mately-asimany - wom
Hmen-sutfer from thowevet. there is-e-differereeim therimplications tof the disease er-é
women. c$, hese rasult-Fropr biological aifererces i sex (bebNeeR Fan -and omen, but m
H f !QZEEE" ined gen 'fiﬁi‘
rHsome sqcietie nder ol imen-and have maresexdal-partnersthan-wornen a
-HairlsHSociety-may-at EF f-encourage-otdet meniiohave isexdalr h:ﬁ ith ger-wormen
:-_It_r 3%%3%}." it Heg#—a!eﬂlc here heterosexual sex-i he-main mode ot
tran Signi oh-Fa iﬁ!@%f— H Hi’-*m@"ﬁﬁdw than-AFong-Youpg men i
Htarahes ol b e S bttt

%
o

I
I
I
L¢ DRER-HME mﬁ@...,lt Retia € fahty-and - HIN-beeatiset arethpt-stpposed
be sexually knowledgeab \"\“'g-ni, 1‘rmam-+§mh§*‘cé4 they are "supposed’ t
|




Handout for module N ® YounG peEoPLE AND HIV

| MNeENs-t ndor { 'L‘mal Tror aﬂu',g] et kP EEI'I:::
T T ||Intjl_q‘_|' L 1w ﬁ I 'qm: |ﬁ:::
n) may be unwilling to learn the IV statu share that information f
nment 1V resultlisposit
I8s- that affect thevuinetability -of W s ndetat
t an |¢1' Q) afthcaneworke Have aroterndevetoping
t OV entandigirs-and eirHvuth ftyfahicr i Viheser
otld-ge thirH-colrpreher 5 Hlaha dre uctve healthstratelgies
1
1
gliesTa g issues ffectthe-vulnerabili a (elgise
EER(0) T OVET ln]Eﬂl g [H;:Dﬂé::ﬂ]ﬁ t ttit tEIEj]E]SHX‘I[EI
1 1
1 1
1 1
| These factors of inequal re nc I'Q_gjred-ban.t a fforts to cor nd er N vV
o \1?4&?, n ly to Imu sustaine @" S
1 1 1 1
1 1 1 1
A AR tedt Hrom it wiww whio-imtigenderhiv-aids/ent
1 11 111 11 11 1 11 11 11T
1 11 111 11 11 1 11 11 11T
1 L1 L1 L1 L1 1 L1 L1 LI 1T

Biological susceptibility

Biological susceptibility refers to the increased physical risk of acquiring HIV. Women are probably
more susceptible than men to infection from HIV because of the greater area of mucous membrane
exposed during sex by women than men, the greater quantity of fluids transferred from men to
women, the higher viral content of male fluids, and the micro-lesions that can occur in vaginal or
rectal tissue from sexual penetration.

Young women may be especially susceptible to infection. A young girl of 14 years may have a higher
risk of acquiring HIV than a woman of 30 years (even when exposed to the same situation and viral
load) for the following reasons.

n Immature genital tract in young girls

In young girls, inadequate mucosal defence mechanisms and the immature lining of the cervix
provide a poor barrier against infection. Once exposed to the virus, girls and young women are
more susceptible than young men or adults due to the anatomy of the developing cervix and
vagina. Also in young girls, the thin lining and relatively low acidity in the vagina facilitate
transmission.

= Undeveloped genitalia more easily damaged during forced sex

Non-consensual sex with undeveloped genitalia can lead to trauma and therefore increase the
chance of transmission if exposed to HIV. In some settings there is a high rate of coerced sex
among young girls. In studies, many young women report that they were unwilling or coerced
into their first sexual experience. Forced sex is always very traumatic. This is even more traumatic
on developing genitalia, allowing for increased risk of infection through skin tears.

s STIs in sexually active young people

STIs among sexually active people also increase their chance of contracting and transmitting
HIV. The infected partner has heightened infectivity due to the shedding of more viral RNA in
vaginal/seminal fluid. Herpes simplex virus (HSV) and genital ulcer disease (GUD) are STIs
known to encourage the spread of HIV. Prevention of STIs and early, correct treatment are
important components in HIV prevention strategy. The presence of untreated STI (ulcerative
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or non-ulcerative) can increase the risk of both acquiring and transmitting HIV by a factor of
up to 10. Improvement in the management of STIs can reduce the incidence of HIV infection
in the general population by about 40%. (From: WHO 2001: STIs Overview and Estimates).

Female genital mutilation

Female genital mutilation can cause lasting damage to the genital area and can increase the
risk of HIV transmission during intercourse. Use of the same instrument to carry out genital
mutilation on several girls or circumcision on several boys without sterilization may also cause
the spread of HIV.

Risk of anal abrasions

The tissue around the anus of young girls and boys is fragile. During consensual or forced anal
sex (boys with men, girls with older men or boys), anal abrasion can occur, making transmission
more likely in the presence of HIV. Anal sex may be chosen over vaginal sex to preserve the
virginity of the girl or to avoid the risk of unwanted pregnancy.

ural history of HIV in young people

g people differ from adults in the natural history of HIV infection and can differ from each

other depending on their infection history (infection around birth or adolescent infection through

unpr

otected sex or injecting drug use).

In young people who were infected around birth and have survived into adolescence, HIV disease

may

have a rapid progression or a slow progression. In rapid progression they are likely to have

begun ART in childhood.

HIV acquired prior to puberty

Young people who were infected before entering puberty can present with slow skeletal growth,
delayed pubertal maturation, and irregular menstrual periods in girls. This is due to the effect
HIV has on metabolic and endocrine functions. This delay in growth and sexual maturation
may also have an impact on the psychosocial development of the individual.

HIV acquired after puberty has begun

For young people infected after puberty, the infection can remain asymptomatic for a longer
period of time than for adults. There appears to be an inverse correlation between age of
infection and length of asymptomatic period (i.e. the younger the age at infection (after puberty),
the longer the virus remains asymptomatic).
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BOX 5 - part 2
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Male and Female Condoms

The major transmission route for HIV globally is sexual transmission. Abstinence and condoms are
the only dependable ways of avoiding HIV. For people who are having sexual intercourse, condoms
are the surest way to prevent transmission of HIV and other sexually transmitted diseases. When
used correctly and consistently, condoms provide an effective barrier, blocking the pathway of the
HIV virus during sexual activities.

Condom breakage rates are less than 2%. Almost all breakage is due to incorrect usage (e.g. leaving
no air space, improper storage, tearing by fingernails or jewellery, expiry date past, inadequate
lubrication, use of oil-based rather than water-based lubricant). Condoms have tiny pores in them
and some people think these leak viruses, but this is not the case. Studies have shown that HIV
cannot pass through latex condoms.
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The female condom has a sheath material and a flexible inner ring, and is inserted similar to a
diaphragm. A woman squeezes the ring and inserts it as far as possible into the vagina. The ring
covers the cervix. The sheath material lines the vaginal wall and the outer ring holds the condom in
place and helps cover the lips of the vagina. The penis must stay within the confines of the female
condom or the condom is ineffective.

Female condoms can be inserted up to 8 hours before intercourse and are only effective when placed
prior to intercourse. At first, female condoms can be awkward to use, but they are easy with practice.
Women should insert the condom before sexual play by standing with one foot up on a chair, sitting
with knees apart, or lying down. Water-based lubrication can help keep the condom in place and
lessen noise during intercourse. A female condom and a male condom should not be used at the

same time.
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4. HIV PREVENTION AND YOUNG PEOPLE

HIV prevention is the key to reducing infection rates and slowing the epidemic. Young people
between the ages of 15 and 24 are at the centre of HIV epidemics for transmission and impact. They
are both the most threatened and the greatest hope for turning the tide against HIV, by changing
attitudes and behaviours that contribute to the epidemics.

There is an urgent need for HIV prevention strategies that work for young people because:

= Nearly half of the global population is less than 25 years old.

s Of the new HIV infections annually, about 40% are among young people (aged 15-25 years).
= HIV prevalence among young people is rising rapidly in some countries.

s The future epidemic will be shaped by the action and behaviour of young people.

= Avariety of factors place young people at the centre of HIV vulnerability.

It has been shown that young people can protect themselves and others if they receive support. The
2006 Report on the Global Aids Epidemic documents behaviour changes, including delays in first
sexual experience, increasing use of condoms by young people, and resulting decreases in HIV
prevalence in young people in some sub-Saharan countries.

Health workers can use HIV prevention as an entry point for developing a broader adolescent
health and development agenda because many other problems are linked to HIV in terms of cause
and effect, e.g. too early pregnancy, alcohol, drugs and domestic violence.

Aims of HIV prevention

s To prevent transmission of HIV for all people who are HIV-negative or HIV-positive (whether
they know their status or not) in order to reduce the number of new infections.

= To help people who are HIV-negative (whether they know their status or not) to stay negative.

= To promote testing and counselling for people who do not know their HIV status.

Young people need the information and the skills to bring about behaviour change. They need to
understand the concepts of risk behaviour, such as unprotected sex and the use of alcohol and
drugs, the possible consequences of such behaviour and how to avoid them. They need access to a
range of information, life skills, and HIV prevention methods (including information on the
advantages of delaying sexual activity, safer sex, negotiation and correct use of condoms, and the
importance of sterile needles and syringes) to be able to opt for healthy choices in risky situations.
Comprehensive prevention means encouraging young people and supporting them to be aware of
their options for a safe life, and assisting them to make the right choices for their individual situation
and circumstances.

Young people everywhere report that the education they receive about HIV and sexual reproductive
health is too little and too late. Adults are often hesitant to provide young people with the facts
about HIV prevention and sexual health, often because they fear this will encourage sexual activity.
But there is compelling evidence from studies conducted around the world and in many different
cultures that, in fact, sex education encourages responsibility. Knowledgeable young people tend to
postpone intercourse or, if they do have sex, to use condoms.
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Studies show that sex education does not lead to increases in sexual activity, pregnancy rates or
rates of STI. Some studies show that HIV sexual education can delay the onset of sexual activity,
reduces the number of sexual partners, or reduces unplanned pregnancy and STI rates. (Impact of
HIV and Sexual Education on the Sexual Behaviour of Young People: A Review Update. UNAIDS, 1997).

The most significant services for the prevention and care of HIV among young people are those that
(Protecting Young People from HIV and AIDS: the Role of Health Services. WHO, 2004):

= Strengthen the ability of young people to avoid infection, including information and counselling
interventions.

= Reduce risks by providing condoms for those who sexually active, and clean needles and syringes
for those who are injecting drugs.

= Provide diagnosis, treatment and care for sexually transmitted infections and for HIV and

AIDS.

Who has a role in HIV Prevention?

HIV prevention requires a broad response from all members of society to ensure an environment
where young people feel safe and supported and able to protect themselves from HIV at home,
school, work and in their community.

=  Young people

HIV prevention must focus on young people because they have an essential role in slowing the
epidemic. Many young people listen to and believe their peers, so that peer educators and
counsellors have an essential role in HIV prevention among young people. Young people can
be trained to spread messages and promote responsible behaviour among their friends and
colleagues.

= Parents and other adults in the community

All adults have a role to play in their personal capacity as parents, members of extended
families and as adult role models. They may also have a professional role as teachers, sports
coaches and religious leaders. Studies have identified that having a positive relationship with
parents, teachers and other adults in the community and having spiritual beliefs help
adolescents to avoid behaviour that puts them at risk of HIV.

Health workers in all departments of the health service have a critical role in developing and
providing HIV prevention services to ensure that effective health strategies are available for all

young people.

There are some young people who have a higher risk of HIV exposure. People in the community
need to be trained, given support and provided with the tools to work with young people who
are most at-risk. Targeted strategies must be available that focus on their needs. (e.g. harm-
reduction strategies for young injectors, information on safer sex and free condoms for young
sex workers, and outreach information programmes for out-of-school youth).

= Public idols who are role models for young people

Musicians, film stars and sports figures provide role models for young people through their
personal lives and through their performances. The images and messages they portray should
encourage young people to adopt and maintain healthy behaviours.
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= Government leaders and the media

Politicians, journalists and bureaucrats can influence the social, economic, political and
normative factors that determine the HIV risk in the environments where young people live
and work. There are policies and_strategies (e.g. free schooling for boys and girls) that can
reduce the vulnerability of young people to HIV. The public image of sexuality and HIV in the
media also influences young people. There is a need for codes of practice, regulations and
education of the media to ensure that they carry out responsible advertising and programming.

= People living with HIV (PLHIV)

PLHIV have a role in HIV prevention. Their personal role is to ensure they do not transmit
HIV to any other person. They may also choose to have a role as a supporter or an activist for
other PLHIV, as an educator or speaker on living with HIV, as an advocate for the rights of
PLHIV or other public or community roles. People living with HIV are frequently subject to
discrimination and human rights abuses. A strong movement of PLHIV can develop a network
that provides mutual support and a voice at local and national levels and can be a particularly
effective method of tackling HIV stigma.

Key HIV prevention strategies for young people through health
services

HIV prevention services must be offered to young people when they attend every department of the
health services (tuberculosis clinics, STI clinics, ante-natal clinic, family planning clinic, and sexual
and reproductive health clinics and services). These services need to be youth friendly (available,
accessible, acceptable, appropriate and effective) for all young people.

Key prevention strategies for young people cannot be the same for all but need to be adapted to the
different needs of many young people (e.g. boys and girls, children in and out of school, younger
and older adolescents, and married and unmarried young people).

n Information and education on HIV and safer sex

Many young people say they need more education on sexuality and HIV prevention to help
them practise responsible sexual behaviour. It has been shown that young people can responsibly
protect themselves and others if they receive support. Postponing the first sexual activity and
reducing the number of sex partners can significantly protect young people from HIV. Behaviour
change communication can help young people develop positive behaviours. The messages and
the way they are given are very important for young people, they do not only want to hear
what they cannot do, but also what they can do.

= HIV testing and counselling

Provider-initiated testing and counselling and voluntary counselling and testing services need
to be available at all health services and in the community. In some settings, health workers
have held group counselling sessions with young people - PLHIV, HIV-negative or unknown
status - to discuss difficult situations in living with HIV and HIV prevention. This method
creates a good dynamic because the group looks for solutions to situations, taking the focus
away from the individual. This method has been used both for giving information on sexuality
and HIV and also for opening the discussion on many sensitive issues faced by young people
(e.g. peer pressure, condom negotiation, unwanted pregnancy, decision- making, how to be an
adult, disclosure of HIV status).
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" Access to male and female condoms

The use of latex condoms to prevent the exchange of body fluids during sex is an essential
element of all HIV prevention. Safer sex depends on the correct and consistent use of condoms,
so condom provision must be accompanied by clear instructions on condom use for every act of
penetrative sex. Female condoms offer women an option that may give them more control but
they also require more counselling and assistance with respect to their proper use; they are also
more expensive and less available. Condom promotion also supports dual protection, i.e. the
simultaneous protection against unwanted pregnancy and the possible transmission of STIs/
HIV by either the consistent use of condoms or the consistent use of condoms with another
method of contraception.

=  Harm reduction for drug injectors

Young drug injectors are particularly at risk of acquiring HIV, since they may not have the
knowledge or skills to protect themselves from infection via contaminated injecting equipment.
With young injectors it is important to help them to understand the risks, and to assist them
to reduce or stop injecting. Harm reduction is about reducing the harmful effects of IDU for
those who do not stop injecting. Strategies include education programmes, counselling, drug
substitution, and needle-syringe programmes. The strategies need to be acceptable and accessible
to young people.

= STImanagement

STIs greatly facilitate HIV transmission and acquisition between sexual partners, so treating
and preventing them is an important step in HIV prevention. In some settings, STI rates
among young people are high. Effective and early treatment of STTIs is an essential part of HIV
prevention.

Questions for the health worker when planning HIV prevention
services for young people

»  What is happening in my community with young people and HIV?

Talk to young people and young PLHIV to find out what is happening in your community, the
risk and protective factors in their lives, where transmission may be occurring, and what they
identify as their needs to prevent transmission of HIV. Encourage them to plan and contribute
actively to developing HIV prevention services.

»  What contribution can I make to HIV prevention?

Look for what you could do. Start small. Learn from what has been done elsewhere. Look for
support from young people, other professionals and community members. You can begin by
talking about the issues of HIV and young people to colleagues and community members.

»  What barriers are there (in myself, my work environment and my community) that could hinder my
contribution?

HIV and young people raise many sensitive issues around sexuality and sex. Health workers,
young people and community members often feel uncomfortable discussing and addressing
these sensitive issues. If health workers are to work successfully with HIV and young people, it
is important for them to examine their attitudes and practices and reflect on the material in
the Orientation Programme. There is discrimination towards PLHIV among health workers
and in health services. Identify and examine reasons why young people cannot or may choose
not to go to health services in your community (e.g. legal restrictions, attitudes of personnel,
lack of confidentiality or privacy, etc.).
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n What can I do to overcome these barriers?

Look for formal and informal ways to discuss sexuality and HIV with members of your community.
Help them to see the importance of the issues and the consequences for young people of not
addressing HIV prevention. Health workers have an important professional responsibility to
address these sensitive issues, even if they if they do not themselves approve or condone the
behaviours and life styles of the affected young people. All health workers have a responsibility
to act with respect, professionalism and proper procedures towards all people, including PLHIV.
Talk with others about what you have learnt and the changes that you plan in your practice.
Look for help from others to overcome barriers to developing HIV prevention services in your
community.

n Who else do I need to work with?

Contact people who are already working with HIV and young people in your community or
region and learn from their experiences (youth groups, nongovernmental organizations, health
professionals, teachers, peer support groups, community leaders, etc.). Identify difficult areas
of work (e.g. issues of consent and confidentiality with patients who are minors) and discuss
what can be done in practical terms. Join or develop networks of people working with these
issues for support and for sharing information. Plan together, so that the strategies and HIV
prevention messages that youth hear and see are consistent and complementary.
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5. HIV TESTING AND COUNSELLING AMONG YOUNG PEOPLE

The current concept of HIV testing and counselling has been broadened from making these available
to those who ask for it at, for example, Voluntary Counselling and Testing (VCT) sites, to provider-
initiated HIV testing and counselling (PITC). In all testing and counselling situations the patient
always retains the right to refuse.

In the PITC approach, each encounter between a patient and a health worker is seen as an opportunity
for:

= people who have never been tested (or were previously negative) to know their current status;
= people to discuss options and make choices according to their status;

= health workers to provide the best care and prevention according to the patient’s HIV status.

HIV testing and counselling is an important entry point to prevention, care, treatment and support.
It is a crucial prevention intervention and is an important opportunity for people who test negative.
HIV testing must only be offered with the 4 Cs: Confidentiality, informed Consent, Counselling and
Condoms.

Knowing one’s HIV status

Knowing their HIV status and receiving counselling and support can enable individuals to:

= Initiate or maintain behaviours to prevent acquiring or transmitting HIV

Learning about one’s HIV serostatus, with counselling support, can be a time when young
people are open to making changes in their risk behaviour. This empowers those who are not
infected to remain so, and those with HIV to access care and prevent further transmission.
Correct and consistent condom use must be actively promoted by all testing and counselling
services. Group counselling of young people can be a way of discussing difficult situations with
HIV and the benefits of testing, and taking the focus away from the individual.

= Gain early access to specific HIV-positive prevention, support, care and treatment
Young PLHIV will probably remain asymptomatic for a long period after a positive-HIV test
result. They can benefit from the scaling up of antiretroviral therapy only if they know their
HIV status. The earlier they know that they are HIV-positive, the sooner they can receive
counselling and support and reduce the risk of transmitting HIV, thus protecting themselves,
their partners and their loved ones.

= Access strategies to prevent transmission from mothers to their infants

In some settings, mother and child health (MCH) clinics can offer HIV testing and counselling
and antiretroviral drug regimens to prevent mother-to-child transmission (PMTCT). However,
globally only a small proportion of pregnant women have access to these services.

IKnowing their HIV status and receiving counselling and support can help communities to:

= Reduce the denial, stigma and discrimination that surround HIV

Communities that normalize the process of including HIV serostatus as part of general health-
seeking behaviour have a greater chance of tackling the stigma and discrimination associated

with the disease.
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= Mobilize support and appropriate responses

Community mobilization can be facilitated if more people know their HIV status. In
communities where people have a friend or relative with HIV, the stigma associated with the
virus can be less and support for PLHIV can grow. However, we may only reach this level in
high prevalence settings.

All people, including young people, have a right to know their HIV status. However, any
coercion to get tested must be strictly avoided.

Special considerations in HIV testing and counselling among
young people

= Do not discount the potential for HIV in young people

It is important that health workers look for the possibility of HIV infection among young
people because a large number of them are particularly vulnerable. Health workers should
therefore encourage them to consider being tested. Even if they don’t want the test immediately,
they must be invited to come back when they are ready and meanwhile be provided with links
to other support services in the community. Young PLHIV will have a long asymptomatic
period when early diagnosis is rare without an HIV test, and to assume there is an infection is
difficult.

= Understand the issues of consent and confidentiality in HIV testing and counselling of minors

As with any patient, consent and confidentiality are important considerations with under-age
young people (minors) who come for HIV testing, especially if they are not accompanied by an
adult. Each situation is different. If possible, an assessment should be made of the young
person’s risk for HIV, the possibility of not returning for testing, and his/her capacity to
understand informed consent. Health workers should take into account the best interests of
young persons and their evolving capacities. All health discussions with minors should be kept
confidential, unless unlawful.

Parents or guardians should not be informed of an adolescent’s HIV status without the explicit
consent of the adolescent who is deemed capable of providing the informed consent. The
Convention on the Rights of the Child states this clearly: “Information on the HIV status of
children may not be disclosed to third parties, including parents, without their consent”.

In many settings, allowances are made for groups of adolescents who are designated “mature”
or “emancipated” minors (e.g. those who are married, sexually active or are pregnant) to
provide consent for themselves for some services.

Each situation is different and an assessment should be made of the young person’s risk for
HIV and the possibility that he/she will not return for testing. HIV testing and counselling
without parental consent should be considered, if appropriate; this should be documented in
writing and possibly shared between two members of staff. There may be legal restrictions on
performing an HIV test without the consent of a parent or guardian and this is a significant
barrier in many settings to an adolescent being tested.

=  Remember that your first meeting with a young person may be your only meeting

It is important to take advantage of the initial session with young persons, as it may be your
only chance to communicate the importance of the reality of HIV and of living “safe”. Because
they may not come back, make sure that they have educational materials and links to community
services and peer support, where they can access further information and support at a later
date.

Community links and referrals need to be checked out in advance, to ensure that they are
legitimate. Keep the information in a resource file which you can access easily when you wish
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to refer young people. If possible, you can offer to accompany them to the support service. Also
encourage them to return to see you. If support services do not exist, you can consider starting
a support group.

Promote beneficial disclosure

All PLHIV need support to cope with living positively. Support from family and close friends
can be particularly important, but they can only access this support if family or close friends
know their HIV status. Counselling can help them to understand the benefits of revealing their
HIV status. They may need to think about this and even to practise, through role play, how to
tell friends and family. Peer support groups are especially valuable to share their concerns and
experiences, and counselling can help them as regards whom to tell and how to go about it.

However, health workers need to be aware that there is a risk in disclosing HIV status in an
unsupportive setting, particularly for young women who may be at risk of domestic violence.
Young people need a lot of support around issues of stigma and disclosure of HIV status, which
may involve disclosing their sexual activity and injecting drug use. The final decision on disclosure
stays with the young person.

Take the opportunity given by a negative HIV test

An HIV negative test result provides an opportunity to discuss risk behaviour and promote
behaviour change with young persons. Prevention education and risk-reduction counselling
can help them to consider, plan and implement changes in their HIV risk behaviour. Promotion
of condom use should be part of all counselling sessions, and include distribution of condoms,
as appropriate.

Promote future counselling of client together with their sexual partner

Couple counselling can help to avoid the situation where the partner who receives a positive
test result is blamed. It is also an opportunity to discuss condom use. With a discordant
couple (when one person is HIV positive and the other is negative or of unknown HIV status),
couple counselling can provide support to each partner to help them cope with the situation.
However, there are situations where couple counselling is not possible.

Promote safer sex and harm reduction

Safer sex includes delaying first sexual activity, reducing the number of sexual partners (or
delaying sexual activity in a new relationship), and using condoms correctly and consistently.
Harm reduction includes strategies and approaches that reduce the physical and social harms
associated with risk-taking behaviour. Harm reduction among IDUs can include abstinence,
education programmes, counselling, drug substitution and needle exchange. Harm reduction
among sex workers includes correct and consistent use of condoms.

Promote peer counselling by other young PLHIV

Young people need the support and practical experience of other people in their situation who
are coping well with living with HIV.

Circumstances in which young people may present for HIV
testing and counselling

There are different reasons and situations why a young person may come for testing and counselling.

Choice: the young person makes the decision to come for testing

Young persons may have recently experienced a situation which makes them think they could
have been at risk for acquiring HIV (e.g. rape, condom breakage, unprotected sex, first experience
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with injecting drug use). They may have a marker disease (e.g. tuberculosis) or an STI, or be
on the brink of something new in their lives (e.g. marriage).

= Recommendation: another person advises, the young person decides

Provider-initiated HIV testing and counselling recommends that health workers offer this service
during all routine contacts with patients in healthcare settings. The health worker may be
following the health centre’s policy or guidelines. All people should be informed and give their
consent and the patient always retains the right to refuse the test.

A health worker may have some reason to suspect that a young person could be HIV-positive,
e.g. presence of a marker disease like tuberculosis. Having an STI increases the risk of acquiring
and transmitting HIV, so a young person who has an STI or TB should be advised to be tested
for HIV. Young people who are vulnerable to HIV (e.g. sex workers) should be counselled to be
tested for HIV. Peer counsellors, outreach workers or youth counsellors may have to recommend
that the young person comes for HIV testing.

= Mandatory: other persons/people make the decision to test the young person

Mandatory screening of donors is required prior to all procedures involving transfer of body
fluids or body parts. There may be other reasons for HIV tests in various situations, e.g.
entering the military, before marriage, and applying for a job, visa or scholarship. HIV tests
may be carried out in healthcare settings without the patient knowing. Testing without
counselling has little impact on behaviour and is a significant lost opportunity for assisting
people to avoid acquiring or transmitting HIV.

WHO does not recommend mandatory HIV testing as an effective public health strategy.
Mandatory testing is not ethical and does not respect the human rights of an individual.

For young people who refuse HIV testing, the health worker should:

" counsel them on the benefits of testing;

»  identify and discuss their barriers to testing;

= provide emotional support and refer them to peer counselling;
= re-assess their intention to test at a later date;

= offer a follow up appointment.
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6. MANAGEMENT oF HIV IN YOUNG PEOPLE

Management of HIV in young people includes a range of services that provide (a) care, (b) treatment,
(c) support, (d) positive prevention for young people living with HIV, and (e) counselling, which is
an integral part of all these services.

The aim of services is to help young PLHIV to:

. Stay healthy and live positively

Positive living can help PLHIV to live a full and healthy life. Counselling and support can
help them to stay healthy and improve their self-esteem and confidence, with the aim of
protecting their own health and avoiding passing the infection to others. Health workers can
support the efforts of these people to prevent other infections, take part in physical activity,
avoid harmful treatments and maintain good nutrition. They can refer them to other community
services for emotional and peer support (e.g. young PLHIV support groups, post-test clubs).

" Adhere to care and treatment

Young PLHIV may need to take medication for a range of infections and illnesses. Adolescents
infected through perinatal transmission may have begun antiretroviral therapy (ART) in
childhood. Otherwise, as HIV progresses they may require ART. Adherence to all treatments is
important. Adherence to ART is important for the health of the individual and to reduce the
risk of drug resistance.

= Understand the benefits of disclosing HIV status to family, sexual partner(s), close friends

PLHIV may be hesitant to reveal their HIV status to others for fear of stigma and discrimination.
In order to receive the support of family and friends, young PLHIV will need to face the
difficult task of telling them of their HIV status. Adolescents who were infected through perinatal
transmission may not know that they are HIV-positive, though they have probably suspected.
However, there is a risk of disclosing HIV status in an unsupportive setting; women, in particular,
may be at risk of domestic violence.

= Cope with stigma and discrimination towards themselves and their loved ones

Health workers have an important role to play in combating stigma and discrimination and
assisting young PLHIV to cope with how it can affect them, their families and their loved ones.
Unfortunately, health centres are still a place where there is HIV stigma and discrimination
against PLHIV. Young PLHIV should be involved in developing and planning of HIV support
services. This can lead to improved utilization and ownership of services, as well as reduce the
stigma and present a positive role model to healthcare workers and patients.

(a) CARE

Management of HIV is based on medical care and psychosocial care in a healthcare setting. It
includes antiretroviral therapy (ART), care and treatment of opportunistic infections (OI) and
STIs, and also treatment of other conditions (e.g. cancers, depression).

The ten principles (see Box 10) can be used in managing many diseases, including HIV, and risk
conditions. HIV can be a chronic disease, especially for young people who may be living with the
virus for many years with no symptoms. ART has also changed HIV to a chronic disease. These

principles are described below with regard to their application to caring for young people with HIV.
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BOX 9
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Good chronic care for young people with HIV
Here are some general principles for good chronic care applied to young people living with HIV.

= The treatment partnership is a treatment plan that is decided between the young person and
the health worker. Young PLHIV may respond well to this because it gives them some ownership
and control over their treatment and lessens the feeling that they are being told what to do.
This involvement of adolescents is important because they can be encouraged during the change
from paediatric to adult care.

= By asking about and listening to the young patient, it is possible to respond to the issues that
they see as the most important. Each young person may have different concerns which will
change over a period of time. Their concerns and priorities may be different from what we
expect. Respond to any signs and symptoms that the young patient is experiencing at the
moment.

= The 5 A’s are a key part of good chronic care. They are a series of steps used in caring for
patients: Assess, Advise, Agree, Assist and Arrange. You can respond to a patient’s symptoms
and problems using the 5 A’s (refer participants to Box 11 in the Handout). The Assist and
Arrange will be particularly important for young people in order to provide them with links
and support to other services.

=  Many young people continue to have misconceptions about HIV. Young PLHIV need HIV
education and care plans to help them manage to live positively. Young people may especially
need support in their self-management. Involvement of PLHIV peer counsellors, family and
friends is essential.

= Young patients may not return to clinic appointments. Health workers need to follow up on
them (e.g. home visits or going to places where young people gather). However, this needs to be
done with tact and while ensuring confidentiality. Find creative ways to encourage young
patients to come back.

= [t is very important for young PLHIV to be part of the planning and implementing of HIV
services in the clinic and community. Their perspective will influence the work of the other
professionals and provide a convincing example of positive living to other young clients.
Encourage training and support for young PLHIV as peer counsellors to facilitate support
groups and youth support services. HIV information presentations by peer educators at schools,
post-testing groups, football clubs and girls” clubs can raise awareness and encourage young
people to seek testing and counselling. Encouraging self-management can improve their
understanding of their care and prepare the adolescent for adult care.

= [t is essential to provide links and referrals to other health services, peer support groups and
other community-based resources. Ensuing continuity of care to meet immediate and longer-
term needs of the young person is vital to maintain support in the community and home.
Keeping a resource file of services for young people can help health workers to access local
information easily.

= Patients’ records need to be kept so that different support services can maintain continuity of
care. Pictures, diagrams or words written out for an individual patient can assist young patients
in understanding treatment plans and remembering treatments, appointments and information.
Written information can be presented in a way that is interesting and attractive to young
people.

= Working as a clinical team ensures that the patient receives consistent care and information
from all staff at the clinic. Patients may be more comfortable if they see the same carer at each
visit and are able to build up a relationship.

= Continuity of care is important in the clinic and through community support services. Young

PLHIV may be using the services over many years and continuity of care ensures that the
changing needs of the young client and their family can be met.
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BOX 11 - part 2
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(b) TREATMENT

Treatment includes antiretroviral therapy (ART), prevention, treatment and care of opportunistic
infections (OI) and STIs. Treatment also includes management of other chronic conditions (e.g.
cancers, depression). This module does not discuss the full range of clinical care but the IMAI
booklets provide guidelines. This module will give some information on ART and young people.

There are distinct groups of HIV-infected adolescents who may require ART, but have different
needs because of their infection history. For adolescents who were infected around birth and have
survived into adolescence, HIV disease may develop as rapid progression or slow progression. In
rapid progression, they may have begun ART during childhood and are likely to have had experience
with different treatments. These adolescents may face challenges relating disclosure of HIV status,
developmental delays, transition of care from paediatric to adult care, and choice of appropriate
ART regimens and adherence. Adolescents who were infected around birth with slow progression of
HIV disease may present for the first time to ART services during adolescence; their treatment and
care needs are similar to those who become infected during adolescence.

ART-related issues

= Life-long treatment

ART is a life-long treatment and this creates a challenge for adherence. To be told you need to
take potent drugs all your life can be overwhelming for anyone and for young people this news

may be even more distressing. Adherence to ART is essential and will be discussed later.
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Timing of when to start ART

Decisions on when to begin a young patient’s treatment can be very difficult. Young people
may not need ART for many years. WHO has developed a system of HIV Clinical Staging that
gives guidance to health workers on when to begin treatment (see IMAI Guidelines). The young
person should be involved in the decision to begin therapy through an agreement that shares
responsibility with the health worker.

Fixed-dose combination (FDC) drugs

ART is multi-drug therapy. Mono-therapy is not recommended because of rapid development
of drug resistance. FDC drugs are pills containing 2 or 3 substances in one tablet (e.g. a triple
combination with three substances). Many young people prefer them as it means they do not
have to take medication during the day. FDCs are easier to distribute and store, assist in
improving adherence, and reduce the incidence of treatment failure and drug resistance. FDC
drugs are recommended by WHO as first-line treatment in developing countries. Drug doses
need to be managed with care for young people using the Tanner scale (see Box 12).

First- and second-line treatment

National regulating authorities select their first- and second-line treatment regimen which is
usually a triple combination. Patients will only change to a second-line treatment regimen if
the first-line treatment fails and the patient starts to decline clinically or immunologically
(CD4 count falls). Generic drugs are not inferior to brand name drugs. They are subjected to
the same rigorous quality assurance as brand name drugs and their active ingredients are
exactly the same. The difference is in their cost, generic drugs being much cheaper, which
enables drug budgets to go further to treat more people.

ARV drugs are potent and cause side-effects

ART use highly potent and potentially toxic drugs with a range of side-effects. Some can be
experienced on a daily basis and others can be long-term effects on a patient’s physical
development and future outcomes. These include changes in body shape, fertility, puberty and
growth. Young people need an opportunity to discuss and understand these effects. Fortunately,
most persons starting ART are able with support to manage the early or minor side-effects and
can successfully take the first-line drugs even for several years.

Drugs can interact with treatments of other conditions

ARV drugs may interact with other treatments (e.g. TB, antidepressants) and may pose problems
for the patient on ART. For the individual patient, management of life-threatening opportunistic
infections may be a higher priority than ART.

Equity and fair distribution

WHO advocates a public health approach to ARV drugs. Equity and fair distribution are
essential for ARV drug distribution. Nevertheless, it is difficult to put this into practice and
there are settings where ARV drugs are still not available.




Orientation Programme on Adolescent Health for Health-care Providers

BOX 12

1T 1T TTTTTTTT
A A
egimens Sages for
| i
i (o eatthriv rs-toHHY rand ng- I motaimn providertraini
o il o]l
HO-Has developediarclinicaliraining conrse that mplifledrguidelings totramtirstHievel-Healt
i micEIVA $:m:l:uim§' RTH BasicA - 1% ingrroourse) - Fhis-emapies
11 | |]ﬁuﬂ|-'sm O E:CII]-xi Ia I qu )] 1 in H]E]]'_'Imnjj]]]]]1||~
VHdFgHdo heed Arafaged g © tHg-Hpepple-WHO .,umjpem“ asihg
gle] of ART regimens and dosages for adolescents o a*.\':agg:_»i e Ta stages ar
sicat-devetopmentin chit adalesce 14 radults - The stagesidet! att
:::qu; :g:n:e[ﬂlﬂ:qﬁ:mamd]u ] r'F i;hslehj rexterns TinAr dnjj::ﬁ{[ niany Sex-cha tenistic
stagestare-hasedor eryin fdevelopmit ergenitatia-in fhe-devetopn f
——-lbﬁ}adlfb-lu‘. itfs-and-the-gr 'ﬁﬁ f Lﬂlﬁf‘-miﬁ th-bothsexes
I I I
I I I
ole nHrannerstage i Hirgnd i - eguin-on iat sduletand moni
—Hpartiquianty-carefulty betaus yrareratantime h=spu monatchanges i Adolescamnts
nefistage oV sidt adittfand-shol eive adottd RV regi th-choos
ﬂl ! m i ﬂ en t \'.T» f coth f itteat fd L tﬁ ST
-Hand-to-considerhertse e efavirenz)iant PHnevirapine intadolescent-girls-wha-areat-rist
“?“;ﬁ" 2Tale
.

Challenges in maintaining adherence to ART for young PLHIV

Adherence to ART regimens is a struggle for most people but may be especially difficult for young

people. Adherence can be difficult because many young people:

prefer to live in the present rather than plan into the future;
desire their independence and want to move to adulthood;

have not disclosed their HIV status to people who could support them, because of feelings of
shame or fear of stigma. (Adolescents who had been infected around birth may not know their
HIV status, although they may suspect this.)

are afraid that taking regular medication can identify them as having HIV and expose them to
HIV stigma and discrimination.

Some of the factors contributing to non-adherence relate to young people themselves and some to

the

features of drug regimens. Factors that improve adherence include:

informing young people of their HIV status if they do not know (as with perinatal transmission);
providing a support system to assist with clinical care and advice (e.g. management of side-
effects, simplifying the dosage, monitoring of missed doses, etc.);

accessing peer support to help them with finding strategies to assist with adherence and improve
self-esteem and reduce the stigma of HIV;

providing clear information on HIV, the aims and advantages of the regimen, and the importance
of adherence. Prescribe the easiest possible ART regimen (e.g. single dose);

giving the young person greater responsibility and understanding of their treatment by negotiating

their care and coming to an agreement. This can be with a partnership or an agreement on
treatment and care.
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It is important to discuss adherence and adherence-related problems openly and with respect and
empathy in every encounter with the young patient, and to seek solutions to any problems. Recently,
health workers have moved towards making an agreement with young patients in order to give them
a greater sense of personal responsibility in their HIV care.

(c) SUPPORT

Support deals with the emotional, spiritual and material support for young PLHIV, which is often
provided by peers, family and community.

Support for young PLHIV

= Support may be connected to ART and care. However, support for young people should start
before ART. The majority of young people living with HIV do not have symptoms and may not
need ART for many years, but they do need or will need support to help them cope with their
HIV status. The support needed will be different for each young person.

= Support is about assisting young PLHIV to cope with the impact of HIV on their lives - on
every aspect of life. Like all people, young people can feel overwhelmed and depressed by the
prospect of living with HIV. They may not have the experience, relationships, or maturity to
help them to cope as adults can. Having the support and positive example of other young
PLHIV can be very valuable. Peer counsellors and peer support groups can provide information
and practical support in a manner that is credible and acceptable.

= Support from the health services will change with the changing needs of the young PLHIV. It
can begin with post-test support, continue over the years when the young PLHIV has no
symptoms, and become ongoing support. Support for young people who have acquired HIV
through perinatal transmission begins in the paediatric services. When the young person
becomes an adolescent or young adult, paediatric care will no longer be appropriate. The
transition of care is sometimes a difficult time and comes at a stage in their development when
they especially need support to cope with the changes of adolescence. There are not many
special services that address their particular needs. Transition of care needs to be planned in
advance and introduced gradually.

= HIV has emotional, social and economic impacts on the families who frequently experience
the stigma and discrimination associated with HIV. The young PLHIV’s family, partners,
household, community, work and school may all need support. They can also all be a source of
support.

= Support includes all measures that alleviate the impact of HIV on the young PLHIV, their
family and their community. As with all chronic diseases, there is usually less money in a
household where a PLHIV lives. Young PLHIV may be in need of support strategies to meet
their daily needs (e.g. spiritual, nutritional, sexual, financial, legal support and support to
ensure their human rights are respected).

Psychosocial issues especially pertinent to young PLHIV

For most people, sexual activity begins during adolescence and, in general, sex is an important part
of the lives of young people. Young PLHIV need practical support to deal with their questions,
concerns and fears around being HIV-positive, wanting to have friendships and to be loved, and
having or wanting to have sexual relations and children. Like all people, PLHIV have the right to
have intimate relationships and children.

People who work with young PLHIV say that in general the following questions identify the young

people’s greatest concerns. Health workers may find it hard to raise and discuss these sensitive
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issues and young people themselves may not be able to voice their concerns. The following responses
can help health workers to talk with young people about these issues.

w  Will anyone want to have sex with me if they know I am HIV-positive?

PLHIV can continue to have sex. However, there is a high risk of HIV transmission if a PLHIV
has sex without a condom. Always use a barrier to prevent contact with blood or sexual fluid.
Condoms are the most common barrier for men. Female condoms can protect the vagina or
anal area during sex. There is no way to know how risky it is for two HIV-positive people to
have unprotected sex. Using a condom will reduce the risk. Use condoms correctly and
consistently every time you have sex. Although it is not easy, it is important to tell your partner
you are HIV-positive before there is any risk of HIV transmission. Counselling and support
from other young PLHIV can help you to understand your options for enjoying a healthy
sexual life as a PLHIV.

" Will I be able to have children?

Like all people, PLHIV have the right to have children. HIV-positive women and couples have
the right to choose for themselves whether they want to have children or not. You need to have
access to sexual and reproductive services, including counselling to make you aware of your
reproductive choices and the health risks for your unborn child, in order to make informed
decisions.

Couple counselling should be encouraged but an individual’s situation may make this impossible
and the health worker needs to support the young person’s decision.

= Will I die early?

Some young people may not understand the difference between HIV and AIDS. They may
think that a positive test result means they will die soon. With more effective drug regimens
and earlier detection, it is possible to remain healthy for many years. But the reality is that
many young PLHIV will die earlier than they would without HIV.

Emotional and spiritual support can help alleviate depression, help to prevent suicidal ideas,
and help deal with the strong emotions associated with having a chronic and fatal condition.
This support can come from many formal and informal individuals and settings. For young
people, peer support is especially important. If peer support is not available, the health worker
can be active in starting a peer support group for young PLHIV.

w [ am too young to have a chronic disease

Adolescence is a special time in peoples’ lives. All people have dreams for the future and to
learn that you must live with HIV is shocking news at any age. For young people it can be hard
to imagine how they are going to live their whole lives with a chronic disease, when they feel
that they have only just begun to live. All their desires for relationships, family life and career
are overshadowed by the news. The health worker can play an important role in providing the
young person with hope, and in helping him/her to develop the perception that life can continue
- and be meaningful - even in the presence of HIV infection. Health workers can also provide
referral to peer support.

w L can’t tell anyone that I am HIV positive

Many people are naturally fearful of telling family, friends and sexual partners that they are
HIV-positive. Young people should be encouraged to understand the benefits of telling family
and friends their HIV status. They need their support to help them cope with living positively.
They can also benefit from sharing their fears and concerns with other young PLHIV. However,
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young people will need encouragement and support to tell, and all concerned must be aware
that there may be a risk in disclosing HIV status in unsupportive settings.

Through counselling they can be made aware of the benefits of disclosing their HIV status to
selected people who can support them to live positively. However, the young person is always
the one who ultimately decides whom to tell and when.

» [ am afraid that people will reject me, shun me or be violent towards me

Many people with HIV experience stigma and discrimination. Acts of discrimination against
people living with HIV can range from inappropriate comments to violence. Information and
education about HIV can help moderate the fears and misconceptions of people in the
community and reduce the stigma and discrimination. As more people learn their HIV status,
being HIV-positive can become less of a stigma. HIV can have a negative impact on education
and work opportunities. Young people will need support and advice on how to manage their
future opportunities.

Young PLHIV may have feelings of loneliness and isolation. They may lose friends because
they are HIV-positive. They may also be wary of revealing their status to anyone (sex partner,
peers, family member, school officials, etc.) due to the possibility that disclosure may ruin their
image, plaguing them with the stigma associated with HIV. Although this may be true for
anyone, young people have heightened difficulty because, to a certain extent, they base their
self-worth on what other people think of them.

Stigma and discrimination are serious barriers to HIV prevention.

»  Can I still smoke, drink, go out and have fun like my friends?

Young PLHIV should be encouraged to live the same life as their friends, but they may need to
be more aware of maintaining their good health and avoiding activities that jeopardize their
health.

Health workers should ask for permission before giving young persons information on how to
stay healthy. Young people will decide for themselves their limits and the risks they will take.
General information on healthy living (nutrition, hygiene, exercise, adequate rest, avoiding
smoking, moderate alcohol use, etc.) is important. They will also need practical information
on HIV transmission, substance use, negotiating and practising safer sex, and ARV drug
adherence.

Remind young people that substance use can impair judgement, making them more susceptible
to pressure to engage in unwanted or unprotected sex. Using substances can also interfere with
their medication.

Young PLHIV will need support on deciding whom (among their friends) to tell and how to
tell about their HIV status.

(d) POSITIVE PREVENTION

Positive prevention for young people includes all strategies that increase the self-esteem and confidence
of young PLHIV, with the aim of protecting their own health and avoid passing the infection to
others.

Improving the self-esteem and confidence of young PLHIV has many benefits at the individual,
family and community level. Positive prevention recognizes the rights and needs of PLHIV and can
empower them and help them to take charge of their lives and encourage them to take responsibility
for preventing HIV transmission. Positive prevention is focused on communication, information
and support, safer and healthier sex, harm reduction, PMTCT and STI management. The concept
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of positive prevention is expanding and can also include provision of safe drinking water, impregnated
bed nets, screening and chemoprophylaxis (e.g. co-trimoxazole and INH) for tuberculosis.

An important part of positive prevention is counselling, with the aim of:

= Supporting positive living (emotional, psychological and physical), which can help PLHIV to
live healthily and take responsibly for their health.

. Assisting PLHIV to learn how to enjoy a healthy sexual life, without fear of infecting their
loved ones.

= Involving PLHIV and associations of PLHIV in community activities.

Positive prevention requires the meaningful involvement of young PLHIV in the planning and
implementing of HIV strategies. Young PLHIV can work with service providers to make strategies
relevant and useful to young people. They give a perspective that is unique and provide credibility
and relevance to the local context. They also give a face to HIV. When programmes enlist young
PLHIV and their organisations (where they exist), they become emissaries to the general community
which can lead to increased awareness, decrease in stigma and discrimination, and an increase in
the use of services.

(e) COUNSELLING

Counselling of young PLHIV concentrates on the emotional, behavioural, and social issues that
relate to living with HIV. Counselling often begins with an HIV test result; however, counselling is
an essential part of HIV management and care and is much more than explaining to a young PLHIV
his/her test result.

How to modify counselling to respond to the needs of young PLHIV

= Be prepared for the variety of ways they may respond

Young people are faced with a diagnosis of HIV in many different situations. By being aware of
the different situations and of what the young person’s thoughts and feelings are likely to be,
the health worker may be able to prepare for the different responses that may occur.

Try to “put yourself in their shoes” (i.e. try to understand what the young person may be
thinking and feeling). This will help you to respond to them more effectively and with greater
sensitivity. Try to encourage trust and comfort. Be supportive of their situation and their
decisions. Guide them appropriately, without letting personal opinions and values interfere
with the work.

= Give referrals and links to other support services

Be sure to provide them with links to places in the community where they can seek further
assistance. In order to do so properly, find places within the community that can be trusted
and where young patients will feel comfortable. Many young people need a safe place to go
and ‘be” without having to feel judged. These links are essential in supporting the young
person with positive prevention. Support from other young PLHIV is particularly important
to lessen their feeling of being different and isolated.

= Provide support for the development of skills in HIV risk reduction

Young people need support in learning skills to reduce their risk of acquiring or transmitting
HIV. This information needs to be clear and practical. Handing over condoms is not enough,

health workers need to ensure that the young person knows how to use condoms correctly and
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understands the importance of putting one on (male) or inserting one (female) every time
before intercourse. Group counselling sessions can be considered with young PLHIV as a method
of discussing difficult situations in living with HIV (e.g. disclosure, sexuality, negotiating condom
use, living with peers). This takes the focus away from the individual and requires the group to
discuss and identify risk-reduction strategies.

If peer support services are not available for young PLHIV in a community, health workers can
consider helping establish such a group. Begin with a small group and support the young
PLHIV to take the lead in developing the support service.

Help them to develop an immediate plan for the moment they leave your clinic

The moment they leave your clinic, young people will likely be full of unanswered questions.
By developing an immediate plan with them, they will know where to go to access more
information until their next appointment with you. Focus on this short-term approach while
making sure that they understand the importance of coming in again for the next step in this

process.
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The WHO Iesting and Counselling Toolkit. http://who.arvkit.net/tc/en/index.jsp

HIV Counselling and Testing for Youth: A Manual for Providers. Family Health International,
www.fthi.org/en/Youth/YouthNet/rhtrainmat/vctmanual.htm

Integrated Management of Adolescent and Adult Illness (IMAI). Four booklets: Guidelines on
Chronic Care with ARV Therapy, General Principles of Good Chronic Care, Acute Care, Palliative
Care. WHO, 2004.

2006 Report on the Global AIDS Epidemic. UNAIDS/WHO, Geneva, 2006.

HIV-Related Stigma, Discrimination and Human Rights Violations: Case Studies of Successful
Programmes. UNAIDS, 2005.

Impact of HIV and Sexual Education on the Sexual Behaviour of Young People: A Review Update.
UNAIDS, 1997.

Protecting Young People from HIV and AIDS: The Role of Health Services. WHO, 2004.

Risk and Protective Factors Affecting Adolescent Reproductive Health in Developing Countries. WHO,
2004.

Steady..Ready..Go! The lallories Consultation to review the evidence for policies and programmes to
achieve the global goals on young people and HIV/AIDS. WHO, 2004.

Young People and HIV/AIDS: Opportunity in Crisis. UNICEF/UNAIDS/WHO, New York, 2002.

Action for Adolescent Health: Towards a Common Agenda. Recommendations from a Joint Study
Group. UNICEF/UNAIDS/WHO, 1995.

National AIDS Programmes: A guide to indicators for monitoring and evaluating national HIV/AIDS
prevention programmes for young people. WHO, 2004.

Websites

UNAIDS: www.unaids.org

UNFPA: www.unfpa.org
UNICEF:  www.unicef.org

WHO: www.who.int
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8. DEFINITION OF TERMS

ABC: An HIV prevention acronym that was developed to help remember choices to reduce the risk
of acquiring HIV infection through sex: Abstinence - Be faithful - Condoms. Although each of these
is an important component of HIV prevention, ABC is not gender sensitive; it reflects behaviour
options that are mainly male controlled and does not address a wider prevention concept.

Adherence: The extent to which the patient continues to follow the agreed, prescribed mode of
treatment or intervention. In ART, adherence is important to avoid the risk of drug resistance.

Antibodies: Molecules in the blood or other body fluids that tag, destroy or neutralize bacteria,
viruses, or other harmful toxins (antigens). An antibody is specific to an antigen.

AIDS (Acquired Immune Deficiency Syndrome): This occurs because HIV has damaged the immune
system of an HIV-infected individual.

ART (antiretroviral (ARV) therapy): This includes all the specialized medical and diagnostic services
for outpatients to properly manage and monitor their drug treatment which aims to suppress HIV
replication and improve HIV-related symptoms.

BCC (behaviour-change-communication): An interactive process with communities to develop tailored
messages and approaches using a variety of communication channels. The aims of BCC are to
develop positive behaviours; to promote and sustain individual, community and societal behaviour
change; and to maintain appropriate behaviours.

Burnout: People who work with patients who have a chronic fatal condition (like cancer and HIV)
can suffer from burnout; it is also known as fatigue or compassion fatigue.

CD4 (+) cells (cluster designation 4 (plus) cells): A type of T-cell that is an important part of the
immune system involved in protecting against infection. HIV enters and attacks the CD4 cell.
Destruction of CD4 cells is the major cause of the immunodeficiency seen in HIV disease. Although
CD4 counts fall, the total T cell level remains fairly constant through the course of HIV disease
because of a related increase in the CDS8 cells. The ratio of CD4 to CDS8 cells is therefore an
important measure of disease progression.

Discordant couple: Heterosexual or homosexual couples where one partner is infected with HIV
and the other is not (or has not been tested).

Discrimination: when there is action or inaction that is based on stigma that results in an
infringement (disrespect) of human rights. This is often evident as some form of abuse against an
individual or group. Discrimination results when actions treat people differently based on stigma
(e.g. a confirmed or suspected HIV serostatus). Persons associated in the public mind with HIV or
AIDS (e.g. men who have sex with men, sex workers, drug users, haemophiliacs, and the family
members and associates of HIV-positive people or people suspected to live with HIV) may also face
discrimination.

Drug resistance is due to the ability of HIV to mutate and reproduce itself in the presence of
antiretroviral drugs. Consequences include treatment failure and the need to start second-line
treatment with increased direct and indirect health costs for the patient, the spread of resistant
strains of HIV, and the need to develop new anti-HIV drugs.
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Dual protection: This refers to simultaneous protection against both unwanted pregnancy and
sexually transmitted infections. Condoms are the only effective means to prevent both an unintended
pregnancy and sexually-transmitted diseases, including HIV.

ELISA (enzyme-linked immuno-sorbent assay) is an HIV test. If the first ELISA test is positive, it is
repeated. If the second is also positive, then a Western Blot test is usually carried out. If all three
tests are positive, the person is considered HIV-positive.

Gender can be understood as the social construct of masculinity and femininity. Since, in many
societies, more value is given to what is considered masculine than feminine, opportunities associated
with gender lead to relationships in which more power is given to men than women.

HAART: highly active antiretroviral therapy.

Harm reduction for IDU: This refers to various strategies and approaches for reducing the physical
and social harms associated with risk-taking behaviour. Harm reduction includes making use of
needle-syringe programmes, condoms, and drug substitution.

HIV (Human Immunodeficiency Virus): The virus that causes AIDS. Infection with HIV is a lifelong
infection. A positive HIV test does not mean a person has AIDS; it means that HIV antibodies have
been detected in the blood.

Incidence: The number of newly appearing cases of a disease. Incidence rates can relate to the
general population or a specific population.

Incubation period: the period from infection with the virus until the appearance of disease symptoms.

Microbicide: An agent (e.g. a chemical or antibiotic) that destroys microbes. Research is being
carried out to evaluate the use of rectal and vaginal microbicides to inhibit the transmission of
sexually transmitted diseases, including HIV.

Opportunistic infections: Illnesses caused by various organisms, some of which usually do not
cause disease in persons with healthy immune systems. People living with advanced HIV infection
may suffer opportunistic infections of the lungs, brain, eyes and other organs. Opportunistic illnesses
common in people diagnosed with HIV include Pneumocystis carinii pneumonia, cryptosporidiosis,
histoplasmosis, other parasitic, viral and fungal infections, and some types of cancers.

PLHIV: Person (or People) Living with HIV.

PMTCT (Prevention of Mother-to-Child Transmission of HIV): Prophylactic therapy given to
pregnant women who are HIV-positive in order to prevent infection to their infants during pregnancy;,
at delivery or during breastfeeding.

Prevalence: the number of existing cases of a disease in the general population of a specific area.

Prevalence rate: HIV prevalence is the estimated number of (adult) persons living with HIV at the
end of the year divided by the total number in the (adult) population.

Rapid HIV Test: This test uses a drop of blood collected from a fingerstick and the results can be
read in 10 to 30 minutes. If a person is HIV-positive with this test, it is considered a preliminary
positive result. Although the test is extremely accurate, it has to be confirmed by a second rapid HIV

test with a positive result.
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Seroconversion: The development of antibodies to a particular antigen. When people develop
antibodies to HIV, they seroconvert from antibody-negative to antibody-positive. It may take from
as little as 1 week to several months (average 6 weeks) after infection with HIV for antibodies to
develop. After HIV antibodies appear in the blood, a person should test positive with antibody
tests.

Sexually transmitted infections (STI): These are spread by the transfer of organisms from an
infected person to another during unprotected sexual contact.

Stigma: HIV-related stigma includes all unfavourable or discriminatory attitudes, beliefs, and policies
that are directed towards people who are perceived to be living with HIV, and also towards their
families and loved ones, their social groups and their communities.

Susceptibility: A predisposition (“weakness”) to a disease or infection. Biological susceptibility to
HIV refers to the increased physical risk of acquiring HIV. For example, a young girl of 14 years has
a higher risk of acquiring HIV than a woman of 30 years (even when exposed to the same situation
and viral load) because of her immature genitalia and inadequate mucosal defence system. A
person with an STI is also biologically susceptible to HIV.

Vulnerability: The concept of vulnerability accepts that individuals may not have a choice in
whether they engage in behaviours that increase their risk of HIV. People who may have limited
choices in social, sexual and financial areas of their lives are vulnerable for HIV infection. In many
societies these vulnerable people include women, children, sex workers, males who have sex with
other males, injectors, migrants, ethnic minorities and poor people. The majority of those who are
vulnerable are young people.

Western blot: A laboratory test for specific antibodies to confirm repeatedly positive results in the
HIV ELISA test.
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Activities that are marked with * are optional activities which are not included in the 180 minutes
planned for this module. The facilitators’ decision to include the optional activities depends on the
available time and whether these activities are covered in other modules in this workshop.
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Sessions and activities Time

Session 1 10 min
MODULE INTRODUCTION

ACTIVITY 1-1
Module objectives
ACTIVITY 1-2
Spot checks

Session 2 40 min *
THE siTuaTION OF HIV AMONG YOUNG PEOPLE *

ACTIVITY 2-1

Mini lecture: Basic HIV * 10 min *
ACTIVITY 2-2

Mini lecture: Young people and HIV globally * 10 min *
ACTIVITY 2-3

Mini lecture by guest presenter: Young people and HIV — the national situation * 20 min *
Session 3 35 min

How HIV AFFECTS YOUNG PEOPLE

ACTIVITY 3-1

Mini lecture and brainstorming: Risk and protective factors

ACTIVITY 3-2

Mini lecture: Biological susceptibility

ACTIVITY 3-3

Brainstorming: Risk and protective factors * 20 min *
ACTIVITY 3-4

Brainstorming: Young people, HIV, stigma and discrimination

ACTIVITY 3-5

Mini lecture: Young people and the natural history of HIV

Session 4 45 min
HIV PREVENTION AND YOUNG PEOPLE

ACTIVITY 4-1
Mini lecture: Introduction
ACTIVITY 4-2

Group exercise: Community mix * 20 min *
ACTIVITY 4-3 ,
Mini lecture: Overview of HIV prevention * 10 min *

ACTIVITY 4-4
Plenary discussion: HIV preventions and the health worker
ACTIVITY 4-5
Group work: HIV preventions in the clinic and community
ACTIVITY 4-6

Condom demonstration * 30 min *
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Sessions and activities Time

Session 5 40 min
HIV TESTING AND COUNSELLING AMONG YOUNG PEOPLE

ACTIVITY 5-1

Mini lecture: Introduction

ACTIVITY 5-2

Mini lecture: HIV testing and counselling for young people

ACTIVITY 5-3

Mini lecture: Circumstances for HIV testing

ACTIVITY 5-4

Plenary discussion: Feelings around HIV testing and counselling
ACTIVITY 5-5

Group work: Do's and Don'ts in testing and counselling with young people

Session 6 40 min
MANAGEMENT OF HIV IN YOUNG PEOPLE

ACTIVITY 6-1

Mini lecture: Introduction

ACTIVITY 6-2

Mini lecture: Care and treatment
ACTIVITY 6-3

Mini lecture: Antiretroviral therapy
ACTIVITY 6-4

Mini lecture: Support

ACTIVITY 6-5

Mini lecture: Positive prevention
ACTIVITY 6-6

Mini lecture: Counselling young PLHIV
ACTIVITY 6-7

Group work: Young PLHIV and the health worker

Session 7
MODULE REVIEW

10 min

ACTIVITY 7-1

Review of Spot Checks and Matters Arising Board
ACTIVITY 7-2

Review of objectives and key messages

ACTIVITY 7-3

OPPD

ACTIVITY 7-4

Reminders and closure

180 min optional 120 min
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SPOT CHECK 1

Please explain the difference between HIV and AIDS.

SPOT CHECK 2

among young people?

70%
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SPOT CHECK 3

What percentage of young people aged 15-24 years who are living
with HIV in sub-Saharan Africa are female?
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Why are girls and young women biologically or culturally/socially

SPOT CHECK 5
SPOT CHECK 6

SPOT CHECK 4
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1 4)]

young people in the clinic and in the community?
What is important in counselling young people?

foml
jom|

What can be done to reduce HIV transmission among

at high risk of acquiring HIV through use of non-sterile needles.

A high percentage of drug injectors are young people. Injectors are

SPOT CHECK 9

SPOT CHECK 7
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Read each statement and tick the box that
reflects your point of view

2eH agree

- Young people who get HIV have brought it on themselves 7
| by their behaviour \_/
- Everyone should have to have an HIV test whether they = 7
| wantto or not B \_/
4| Asahealth worker, | should be allowed to refuse to treat = 7N
- aclient who is HIV positive _ A/
E It is acceptable for boys to have sex before marriage 7N
éé It is acceptable for girls to have sex before marriage ~~
| Itis wrong for young men to have sex with men %
EE Our health services should not waste money on treating /
| people with HIV
EE Girls and boys need to have information on sexuality and 7N
H HIV )
EE If a young person tests HIV negative | do not need to - 7N
T give them counselling ~ \_/
 If a boy of 14 years came for HIV testing | would tell him 7
- 1 could not help him unless he comes back with a parent \_/
EE If a young person tests HIV positive, it is my duty to / 7N
T tell their parents or their spouse
| If an unmarried girl asks me for condoms, I would not B 7N

give them to her and tell her to wait until she is married \_A
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The facilitator will identify a scenario to be read aloud by a participant.

As a brainstorming exercise, the participants will give responses to the two questions on the
flipchart:

1.  What are the risk factors that could facilitate HIV transmission in this scenario?

2. What are the protective factors that may or do occur in this scenario?

You can use your imagination about some of the facts of the scenarios and you can elaborate on
the story.

The responses will be written on the flipchart in two lists — Risk factors and Protective factors.
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SCENARIO 1

SCENARIO 2

SCENARIO 3
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In this group work, we will identify practical ways in which health workers can develop strategies to
prevent HIV transmission among young people.

You will be divided into 3 groups and assigned a scenario.

You have 10 minutes to discuss the situation within your group and complete the task.

Task

You have recently arrived as the health worker in charge of the municipal health centre in a small
town.

After attending a course on HIV and young people organized by your national AIDS programme,
you decide to map the situation of young people in your community.

Based on your findings, as described below, how would you respond in order to contribute to HIV
prevention among these targeted groups of young people?

Write a list of possible approaches, discuss their advantages and disadvantages. Then choose one
approach that can be applied:

1. Within your clinic

2. Within your community.

One participant should summarize the group’s discussion and present in plenary the approach
that you have considered and the approach that you have chosen. You should present one approach
which can be used in the clinic and an approach in the community.
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You will be divided into 3 groups and each allocated a scenario.

Task

1. Go over the scenario you have been given and work together in your group to develop the story
further, making it a real life situation. Prepare a presentation (with one person telling the rest
of the story or presenting it as a short role play).

2. Identify a list of practices that the health worker should always carry out (the Do’s) and
practices that should never be carried out (the Don’ts) in a situation like this. Consider the
practices described in the scenario and the practices in the additional story that you have
developed. One person will present the list.

You have 10 minutes to carry out this task.




Handout for module N ® YounG peEoPLE AND HIV

SCENARIO 1

Tke

cHRicTS

dn:rln:mimm the

514
N 14"]
e T
= o
TaE=gme :
HHe
E »
) a
e
d 9 "o
EARLARL )
ey s
3 = e
L i W
H 2 s
mEEIESaCS )
ST S
€
- ciaTiRARERRECE
— 4dla) 9)
Gif=aR? SE
g @ B
8 &
=5
8 3 E
. =
SCtsn
Hu 1 ~
=3 e
| N =
A ﬁ . =
] m = fe)) i
nnﬁr..m = & r
q LE
raYl allB)® -
&G A
=ams it =
© b m iy
G
2 £ 3 20
ol m 13 »)
— T pU-
5
= m 5
E
fasd m i
RO
e M O
gl h=Tn ol
T
== 5
Ao El . -
He

SCENARIO 2

&

et dtm

TET OIS

P

LA

1 13)

nSanye

T 3
11 hsl
. T
S SO
e HE
H e
.~| mE L) H“ ..m_m.m. u
Hnmm U __m.
11 = ]
T £He &
SIS
m -
mn= jia W H
- EK
PR O e
T Ta

A

RaACAELD

E|,. & g
AL L
e
3
- =1 (]
= Ame
S
z NEEE
i
e E
e amess
DI P
11
L1

SCENARIO 3

TeCery

S

H

gl

=

i

Fath

o
=l

sl

GYNYNS
T

TG

oRTIEn

M
PH

\

SCENARIO 4

A,

GH

P

ael AFITHNA
1]

e

Tt

Eet:

L

ST

di=c

He:

oH

ABKLTANT

S

5

[

EC

Jv"P‘\‘;

Tl

Adon

atr

JLICLL

e




Orientation Programme on Adolescent Health for Health-care Providers




Adole

1Y

Tnnex




Orientation Programme on Adolescent Health for Health-care Providers

You have been divided into 3 groups and assigned a case study.
Task

A young person with HIV has approached you (the health worker) with a concern as described in
your scenario.

Your task as a group is to discuss your case study and identify this patient’s concerns and the
important information that you (the health worker) should communicate to him/her in this situation.

You have 10 minutes.
Using the flipchart and pen, write down the patient’s concerns and the information he/she needs.

One person in your group will present this to the other participants. Begin the presentation by
reading or giving a summary of the case study.
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Handout for module X ® YOUNG PEOPLE AND INJECTING DRUG USE

This Handout provides additional information on Module X (Young people and injecting drug use) to
health workers who have participated in and completed the Substance use module (Module K). Both
are optional modules in the Orientation Programme on Adolescent Health for Health-care Providers.

Module X introduces health-care providers (health workers) to a serious health issue among young
people that is often little understood, i.e. their injecting of psychoactive substances. The module
discusses the factors that contribute to young people's use of substances by injection and the possible
consequences of injecting substances. The module also highlights what health workers can do in
their clinics and communities to prevent injecting drug use (IDU) among young people and to
reduce the harmful results.

While it is not easy to develop services for injecting drug users, this module provides health workers
with information and an opportunity to understand and discuss IDU issues, with the aim of supporting
them in their work.

THIS HANDOUT PROVIDES INFORMATION ON THE FOLLOWING:

1. Introduction X-5
2. Who is the young drug user? X-7
3. Why would a young person inject drugs? X-8
4. Negative consequences of IDU for young people X-10
5. Why young injectors require special attention X-11
6. Assessment of young people for IDU X-13
7. Health worker action on IDU in the community X-15
8. Harm reduction strategies and young injectors X-17
9. Harm reduction messages for young injectors X-20
10. Important considerations when working with young injectors X-24
I1. Key messages X-26
12. References X-27
Annex 1. Module schedule X-29
Annex 2. Spot checks X-33
Annex 3. Scenarios for assessment X-37

Annex 4. Scenarios for the GATHER approach X-41
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Handout for module X ® YOUNG PEOPLE AND INJECTING DRUG USE

1. INTRODUCTION

Injecting drug use (IDU) refers to the administration of illicit drugs by injection, using a needle and
syringe, usually into a vein because this gives the quickest effect. Globally, heroin and cocaine are
the most commonly injected drugs but injection of amphetamines is on the increase. Injecting drug
use has been documented in 129 countries and continues to spread; it is a major public health
problem throughout the world regardless of religious persuasion, stage of economic development or
political system.

IDU is often initiated at a young age and there is evidence from many countries that the trend
among young people is increasing. The age at which a person begins to inject varies considerably,
even within a country, depending on factors such as drug availability and social cohesion and
norms. Between 65% and 90% of injectors in developing and transitional countries are males aged
15-35 years. Not all injecting drug users are regular injectors and for some young people, injecting
may be experimental and a passing phenomenon. However, injectors can experience serious health
effects even after only one episode of injecting.
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The serious health effects from injecting are

due to the drug’s toxic effects, impurities or
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interventions specifically targeted at young non-injectors who are vulnerable to start IDU, as well
as recently initiated and occasional injectors, and also interventions that promote safer sex between
young injectors and their partners.

This module helps health workers to consider how they can assist young people in their community
who are already injectors and those who are vulnerable to start injecting. As young injectors are
different from adult injectors, IDU services that are available to adults may not be appropriate or
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accessible to young people, especially if they are occasional injectors. Thus, a needle and syringe
programme may not be appropriate for the occasional young injector who may just want a needle
and syringe once in a while. Methadone treatment is not appropriate for young non-dependent
drug injectors. Some drug services are not available to under-18-year olds because of laws, local
policies and formal and informal guidelines in the service. Young injectors may be reluctant to
access adult services because of concerns about privacy and confidentiality. Peer education messages
designed for older users may be inappropriate for younger users who, by not identifying with older,
dependent injectors, may conclude that harm reduction messages do not apply to them. Young
people who are experimenting or only inject occasionally or infrequently may need different messages
and services to those required by frequent and regular injectors.

There is evidence that IDU services for young people can be more successful when they are linked
with other services that young people want or need. These services can be targeted to the needs of
specific groups of young injectors. IDU services must be supported, or at least tolerated, by the local
authorities and the community.

This module focuses on IDU among young people (not adolescents only) because many of the issues
discussed are important for people up to 24 years old. WHO defines “adolescents” as aged 10-19
years and “youth” as 15-24 years. The “young people” referred to in this module are aged 10-24
years and are not a homogeneous group because, for example, a 12-year-old will have different
needs or concerns from a 20-year-old, or young people of the same age may differ in their emotional
or cognitive development, and male and female young people will sometimes require different

interventions. Young people therefore need services that take into account these differences.
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WHO IS THE YOUNG DRUG USER?

Young substance users include many different people in society - e.g. coffee drinkers, cigarette
smokers, alcohol (beer etc.) drinkers at social gatherings, occasional smokers of marijuana, the
social cocaine sniffer, heroin injectors, and persons who take pain killers.

Drug injectors also include a wide variety of people. Young injectors can be an adolescent
living on the streets and occasionally injecting with his peers, or a young white-collar professional
who injects alone at home, or a young woman who injects occasionally with friends, or sex
workers who inject daily. Stereotyping of drug injectors can lead to mistakes of who is at risk
and also adds to the stigma and discrimination which drug injectors face in society and in
accessing health services.

As other aspects of the life of a young drug injector may appear intact, it is not possible to look
at someone and know for sure if he/she is a substance user or an injector. That is why it is
important for health workers to assess for substance use during every contact with young
people. If IDU is suspected, it is important for health workers to be non-judgemental in their

attitude and discussions with the young person.
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3. WHY WOULD A YOUNG PERSON INJECT DRUGS?

What are the factors that influence a young person to inject drugs rather than use them in other
ways like smoking, swallowing, etc.? Understanding the many reasons why young people inject
drugs can assist health workers to work with them.

Individual factors

= Young people can be easily influenced by others. They may feel the need to imitate the
behaviour of a person in the family or friends who inject; or a partner who injects may
pressure a young person also to inject.

= Young people often want to try out new experiences and may try injecting out of curiosity,
boredom or for experimentation.

= They may not know or understand the risks of using drugs by injection.

Social factors

= Group or gang ritual, peer pressure, and being “cool” can influence the mode of use. Peer
group norms are a strong influence on young people.

= Injecting of drugs may be common in some countries and in some sub-cultures, so the young
person feels that IDU is not unusual behaviour.

s The level of knowledge and skills in peer groups regarding alternative ways of drug use has
a large impact on the mode of use.

Transitional process

= There is usually a transitional period for the change from one mode of drug use (e.g. snorting)
to a new mode (e.g. injecting). For example, a young person who snorts (inhales) cocaine
may one day try injecting it. This does not mean that in future this person will only inject
cocaine. There is a period during which the young person may snort or inject.

= Individuals usually move back and forth irregularly between injecting and other modes of
drug use for a variety of reasons, including its availability and cultural, social and economic
factors. This transitional process is especially evident among young people.

= Injecting may become the mode of choice after a period of time. Many factors can influence
the length of time before injecting becomes the usual mode of use.

Drug availability and cost

= Injecting may be the mode of choice if injectable drugs are readily available in the young
person’s community or if the available drugs are not suitable for smoking or inhaling (for
example, due to low quality, low potency or composition).

= Injecting will be the mode of choice if the effect achieved by injecting a drug is believed to
(or may actually) be of a different quality from using it by other modes. With some drugs,
users complain of losing a “high” if the drug is not injected. Young people are also more
likely to use substances in the most economical fashion (due to limited funds).
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Characteristics of the first injection

Studies (I-4, see below) have identified the following characteristics as being associated with the
tirst injection:

= Around half of first injections occur between the ages of 12 and 18 years.
= It is mostly unplanned.

» It is usually in a public place, not alone, and often occurs in the presence of “experienced”
injectors.

= Females are often given their first injection by a sexual partner (usually male).
= Males are most likely to be first injected by a friend.

= The injection commonly occurs while the person is intoxicated with another substance (e.g.
alcohol or cannabis).

= If vomiting occurs (e.g. after an opioid), this soon stops and the analgesic effect of the drug
may reduce the discomfort; peers then usually inform them that this reaction is short-lived.

= Equipment sharing is common as new and infrequent young injectors may find it hard to
access sterile equipment; they also have less contact with the health services and lack money
to buy new equipment (if it is not free).

s The adolescent initiate may be told that the equipment was “clean” and may not be aware of

how to know if this is true.

= Use of new equipment can be seen as “bad luck”.

" Cucic V. Rapid assessment and response on HIV/AIDS among especially young people in Serbia.
Belgrade, UNICEF, 2002.

2 Roy E, Haley N, Leclerc P, Cédras L, Boivin J-F. Drug injection among street youth: the first time. Addiction,
97: 1003-1009 (2002).

3 Treloar C, Nakamura T, Abelson J, Crawford J, Kippax S, Howard J, van Beek |, Copeland J, Wetherall A,
Madden A. Risk for hepatitis C: transition and initiation to injecting drug use among youth in a range of
injecting user networks. Sydney, National Centre in HIV Social Research, University of New South Wales,
2003.

4 Wong E. Rapid assessment and response on HIV/AIDS among especially young people in south-eastern
Europe. Belgrade, UNICEF, 2002.
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4. NEGATIVE CONSEQUENCES oF IDU FOR YOUNG PEOPLE

Many of the negative consequences of IDU are the same as the negative consequences of substance
use in general (see Handout for Module K, Section 1.2).

Consequences that specifically relate to injecting are described below.
Physical consequences

= Overdose. Among young people, overdose associated with opioids is one of the leading causes of
premature death associated with IDU. Use of cocaine, ecstasy, methamphetamine and other
amphetamine-type stimulants can also precipitate life-threatening and sometimes fatal
emergencies.

w  Blood-borne infections. HIV, hepatitis B and C, and syphilis are widespread, serious causes of
mortality and morbidity related to injecting drug use.

s Dependence. The greater the frequency and amount of a substance used, the higher the risk of
harmful use and dependence.

s Local and systemic bacterial infections. IDU can result in bacterial and pathogenic infections
including abscesses, cellulites and septicaemia, vein damage, and loss of limbs or limb function.

s Health problems due to adverse living conditions (social and material). Injectors may lose their jobs
because of IDU and their deteriorating social relationships may force them to live on the street
or in poor conditions, which aggravate their health (e.g. malnutrition, infections due to
inadequate sanitation, pneumonia, frostbite, tuberculosis).

Psychosocial consequences

»  Stigma and discrimination. Stigmatization of injectors by the family, peer groups and community
is due to lack of acceptance of their behaviour. The young injector can also experience
discrimination when trying to access services.

»  Legal problems and vulnerability to exploitation. In most countries there are laws against injecting,
possessing or selling drugs, and even possessing injecting equipment. This means that injectors
frequently break the law, making them vulnerable to law enforcers or criminal elements who can
exploit their vulnerability. Because of their inexperience in obtaining and using injecting drugs,
young people are vulnerable and dependent on more experienced injectors.

s Mental illness. These are mostly due to the substance and not specific to the method of
administration.
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5. WHY YOUNG INJECTORS REQUIRE SPECIAL ATTENTION

Unique nature of young people

= Young people are often curious and ready to try new experiences.
= Generally, they can be easily influenced by their peers.
= Young people are usually ‘healthy’ and do not frequently go to health services.

= Many young people are particularly vulnerable to trauma or have experienced violence in their
lives (e.g. as young girls, refugees, immigrant and minority youth, child/young person soldiers,
forced labour, persons displaced by natural disasters or civil or armed conflict, and street children
and young men who have sex with men).

Nature of drug use in young people

= Young people are often poly-substance users, and may accept the most readily available or cheapest
drugs. The younger the age at which substance use begins and is established, the greater the
likelihood of injecting and poly-substance use and subsequent chronic and life-threatening ill
health.

= IDU at a young age is associated with early school-leaving, and also with difficulty in gaining
and maintaining employment.

= IDU s often linked to other behaviours that increase the risk of HIV (e.g. unprotected sex, sex for
money) or violence.

Consent and confidentiality

= Young people may not seek healthcare if they feel that this is not confidential; health workers
should treat them with respect and be non-judgemental.

s The age at which a young person can consent to medical treatment and receive confidential
medical care depends on the laws of the country. Young people who are minors may ask a health
worker for treatment, advice or condoms. Their parents may not be present for the visit or may be
totally absent in their lives (e.g. orphans and those living in the street).

s There are many situations where a health worker will need to decide whether to treat a minor in
the absence of parental consent. These are difficult issues which the health worker can discuss
with colleagues and supervisors before the situations arise.

s Health workers should be guided by human rights principles: all adolescents have a right to use
health services, and the health worker should understand their evolving capacities and increasing
ability to make independent decisions, and act in their best interests.

Awareness of risks and attitudes towards risk-taking

= Young people may have limited information on the risks of injecting substances. They may not
know about the risks of sharing equipment or the safest way of injecting.

= Young people may enjoy the “thrill” of risk-taking and feel that because they are young and
strong, they are also resistant and invincible and that no harm can come to them.

= They may gather with peers and/or older injectors who reinforce the thrill of risk-taking.

= They may not think their drug use is a problem and may believe that they will be able to stop
injecting whenever they choose to, with no adverse health consequences.
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Access to support services

= Young people may be unaware of their right to health and access to health services. Given their
youth “status”, they may be denied access to certain services due to policies or legislation.

= Lack of specific, anonymous and free youth-friendly services in some countries can be an
important barrier for young people’s access to health services. Often youth care services do not
accept injectors and IDU services are almost always only open to adults. The young injector
needs to feel that the service knows and understands the nature of drug use among young
people.

= Young people may find that adult services do not respect their privacy and right to
confidentiality, or they may feel unwanted or have had negative experiences at adult services.

= The attitudes and values of health workers and health services - to be non-judgemental, respectful,
confidential, professional, and sincere are especially important to young people.

= Young people may still have strong links with their family. If family members are available, it is
often beneficial to involve them, if the young person agrees. This may not be possible when
there has been violence or abuse in the immediate family and the young person finds no
support at home. However, there may be other family members, adults or friends to whom the
young person can turn for support.

= Younger injectors may receive less support from peers, family and others to seek or receive help,
whereas older injectors may receive more support as they are more likely to have an accumulated
problem and a longer history of injecting.

= Young people have less economic security and less access to resources to pay for healthcare or
buy supplies.
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6. ASSESSMENT OF YOUNG PEOPLE FOR I1DU

Health workers should consider the following in assessing a young person for IDU:

= During routine visits to health services, all young people should be assessed for substance use
which is common. When substance use is disclosed, a brief early intervention can prevent
further problems.

= Young persons may be reluctant to discuss their substance use and the health worker needs to
ask questions discretely and in a sensitive and non-judgemental manner to encourage trust
and confidence.

= When substance use is disclosed, the health worker needs to ask the young person about the
usual way of taking it and if it was ever administered by injection.

s The health worker may suspect that a young person is using substances or injecting if he/she:
- hasclinical symptoms;
- causes general suspicions;
- has a social situation that makes them vulnerable to substance use or injecting;
- tells you about it or because other people have told you;
- requests clean needles and syringes;
- has been referred to you.

= When injecting is disclosed, the health worker will need to ask specific questions on injecting
(see below).

= Young substance users will often come to see the health worker with different complaints (e.g.
depression, headaches, poor school performance, possible pregnancy, STI, injuries). When
they feel that they can trust the health worker, they may be able to talk about their substance
use.

= A clinical examination should be carried out whenever indicated. During routine clinical
examination the health worker should look for evidence of injecting sites.

Specific questions to drug injectors

= What do you inject? (To identify the types of substances injected including combinations)
= How much and how often? (To assess the quantity and frequency of injecting)

= Howdo you feel if you do not inject for “one day”? (To determine the pattern of use)

= When did you first start injecting? (To determine the duration of injecting)

" Have you had “any injecting-related problems”, e.g. local or systemic bacterial infections?
= Have you had any blood tests, e.g. for HIV, hepatitis B and C? When?

= Have you had a vaccination to protect you from hepatitis B? Is it up to date?

= Have you ever shared “equipment”, e.g. needles, syringes, swabs, spoons, tourniquets?

= Do you always practise safer sex? Do you use condoms consistently and correctly?

The following questions can help explore a young person’s feelings about injecting:
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Good things/perceived benefits of injecting
Explore what the young person sees as the “good things”:
“What are the things you like about injecting cocaine?”

The answer can give you an insight into what is important for this young person, e.g.:
“I'like it because I share good times with my friends.”
“I used to snort cocaine but now I inject because it gives me a better feeling.”

Less good/not so good things about injecting

Explore the young person’s concerns about the “less good things”:
“What are the ‘not so good things” about injecting cocaine?”
“Can you give me some examples of that?”

The answer can give you an opening to further discussions on the less good things, e.g.:
“I haven’t been feeling well lately.”
“My girlfriend says she is going to leave me if I don’t stop injecting.”

Cost of change
Explore what would be different for young injectors if they stopped injecting, or changed to another
mode (e.g. snorting) or reduced the frequency of injecting:
“What would be different in your life if you stopped injecting or injected less frequently?”
“What would be different if you changed your mode of using cocaine, e.g. to snorting and not
injecting?”
The answer can reveal what they imagine would happen if they changed their drug use, e.g.:
“I would have more money for my family.”
“I might be able to get a job.”
“I wouldn’t have marks on my arms which I have to hide with long sleeves.”
“I would lose all my friends.”
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/. HEALTH WORKER ACTION OoN IDU IN THE COMMUNITY

The aim of health worker action, which is focused on preventing IDU and providing services for
young injectors in the community; is to:

= prevent young people who are not injecting drugs from starting;
= advise and assist young drug injectors to stop or reduce their use;

= implement ways to reduce the harmful effects for young people who do not or cannot stop
injecting drugs.

Raise awareness about IDU and encourage support for young
people

= Raise family and community awareness about IDU and young injectors by discussing the local
situation with health worker colleagues, parents, community leaders and other gatekeepers.

= Raise people’s awareness and allow them to talk about IDU in their families, workplace and
communities. This can contribute to challenging the stigma and discrimination of injectors
which is a barrier to seeking help.

= Work with families so that they can learn skills to help them deal with the challenges presented
by adolescents and assist in preventing IDU, and also skills that will support them if their
adolescents do inject.

= Encourage a supportive family and social environment that can protect young people from
starting to inject and help injectors to stop. Some young injectors may have experienced trauma,
abuse and separation from family, friends and the community. This can leave them depressed
and suicidal with the feeling that there is no reason to continue living. For these young people
the health and social network may be especially important.

= Inform the community about the important issues of IDU among young people in order to
prevent negative reactions from community members (e.g. “Why should we care about people
who inject drugs?”). It is important to have these discussions early enough to prevent a backlash
from community members who are opposed to IDU programmes and services.

Contribute to prevention programmes

= Health workers can contribute to community prevention programmes which aim to reduce the
supply and demand for injectable drugs.

= The community as a whole, especially young people, should be involved in planning and
implementing community prevention programmes. Giving the target community ownership is
a key to the success of any initiative.

= Prevention programmes can invite former young injectors to talk to young people about the
negative impact of injecting drugs.

= Prevention programmes are needed that are targeted specifically at young people who are not

yet injectors but are susceptible, as well as recently started injectors and occasional injectors.

= Prevention programmes should make use of existing networks, resources and links between
community organizations and health services, both governmental and nongovernmental.

= Older injectors should be made aware that they may have an influence on whether a young
person begins injecting and that they should not encourage them to start IDU.
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Provide young people with community links

= Inform young injectors about support services within their community, outreach services, needle
and syringe programmes (NSP), peer support groups, referral services, etc.

= Provide the young person with community links and encourage them to seek support.
= Encourage them to ask their family, relations and friends for help, if appropriate.
= Use peers to reach networks that include new injectors and those at risk of injecting.

" Provide links to other health services (e.g. sexual and reproductive health clinics, STI, antenatal
care).

Support harm reduction interventions and services for young
injectors

= Harm reduction strategies aim to reduce the negative consequences (harm) of drug use rather
than stop or reduce drug use itself. These strategies focus on the most immediate and achievable
changes that can reduce the threat to the health and wellbeing of the user and of society.

= Harm reduction strategies support and work together with strategies to reduce drug supply
and demand.

= Health workers have a role in raising public awareness of the importance and benefits of harm
reduction for individuals and the community. Harm reduction strategies are often opposed by
community members who think this would encourage substance use.

= Health workers are of key importance in providing harm-reduction and counselling services
and in referring young injectors to these services.

= Harm reduction interventions include providing practical information on injecting safely,
supplying injecting equipment, and promoting condom use (e.g. access to and correct use of
condoms by all sexually active young people, including injectors and their sexual partners).

= Health workers and teachers should work together to encourage young injectors who are students

to continue their education.

= Disenfranchised and marginalized young people should be helped to develop a sense of hope
for their future.

= Health services should not discriminate against young injectors who are HIV-positive and
must provide them with equitable services, including access to antiretroviral therapy (ART)
and HIV support services.
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8. HARM REDUCTION STRATEGIES AND YOUNG INJECTORS

Harm reduction describes a package of interventions that aim to prevent or reduce a range of harms
associated with IDU (e.g. physical harms such as blood-borne infections and social harms such as
crime). These interventions are necessary for individuals who do not or cannot stop injecting.

There is strong evidence that Harm reduction strategies are effective in contributing to public health
outcomes which benefit both the individual and the community. Harm reduction strategies respect
the human rights of individuals who inject. Health is a human right and each individual has the
right to access the information and the means to protect his/her health. Harm reduction includes
prevention (risk reduction) and treatment strategies.

In developing the services and Harm reduction programmes for young injectors, it is important to
ensure that young people have adequate access to these services, and also to ancillary health services.
This is particularly important for new and occasional young injectors. Access to treatment and the
provision of Harm reduction products can be improved by ensuring that the services are youth-
friendly, geographically accessible, appropriate and affordable. Policies are needed that enable
programmers to maximize young people’s access to these services.

Harm reduction interventions for adolescent and young injectors should consider the different
needs of young and older adolescents. Adolescents of different ages need services that are targeted at
their different developmental levels. For example, interventions and messages may need to be
understood at both concrete and abstract levels of thinking. The period of growth in adolescence
marks the beginning of a person’s ability to think in an abstract

way, do problem-solving, think critically, plan, and control
impulses.
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Provide information on risk reduction

This is also referred to as IEC (information, education and communication) or BCC (behaviour
change communication).

Risk-reduction information is important because many young people do not know the risks of injecting
drugs. If they know about the risks, they can choose to reduce them. Young injectors need information
on the risks of IDU (blood-borne infections, local and systemic bacterial infections, overdose), on
safer injecting practice (safer injecting sites), and on safe sex (correct and consistent use of condom:s).
Without this information they cannot reduce their risk.
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The information has to be relevant to the young injector’s situation, credible (i.e. from a trustworthy
provider), understandable (simple language), and presented in an acceptable manner for particular
groups of young people.

Health workers can provide information and encourage discussion through the health centre, schools,
clubs and youth centres. The information can aim to prevent young people from starting to inject
or, if they are injectors, to stop or reduce their risk.

Increase access to needle-syringes programmes

A Needle and Syringe Programme (NSP) includes services that either exchange or provide sterile
injecting equipment. NSPs give individuals the opportunity to use clean needles and syringes and
so prevent the risk of acquiring or transmitting blood-borne infections. They also allow for the safe
disposal of used equipment. NSPs are operated by different agencies (government health services,
NGOs and private pharmacies) using various means (e.g. community outreach and fixed-site vending
machines). Evidence suggests that NSPs, when linked with other services, are effective (even cost-
effective) in reducing needle-sharing and HIV infection rates among injectors.

In the absence of NSPs, as there is no guaranteed safe way of cleaning used injecting equipment, the
sharing of such equipment can lead to rapid spread of viruses. Studies have shown that in cities
that had no NSPs, HIV prevalence among injectors rose by almost 6% each year. In cities with
NSPs, the number of drug injectors and the frequency of IDU did not increase.

However, one limitation of NSP can be that they target self-identified drug injectors and often miss
occasional or recreational drug users. This is an important issue because many young people are
occasional users. Concerns about confidentiality can also be a barrier for young people to access
NSPs. Injecting equipment needs to be easily available through other outlets to reach young injectors
(e.g. health centres, pharmacy programmes, vending machines, drug-user network).

In some parts of the world, IDU is one of the fastest growing routes of HIV and hepatitis B and C
transmission. In many communities the HIV, hepatitis B and C, and STI prevalence rates are higher
among injectors. Although health workers may not be in a position to start a local NSP, they can
understand the role of NSPs and support local efforts to begin such a programme.

Outreach services

Needle-syringe programmes are most effective when linked to outreach projects that use peer
counsellors and provide other services (e.g. counselling, condoms, STI treatment). These outreach
services may be provided by government or nongovernmental organizations.

Injectors are frequently marginalized in society and may not come to routine health services. Outreach
takes the services to injectors in the communities where they gather. There is evidence that community-
based peer outreach is an effective intervention and is widely utilized.

Outreach services can include education, advice on risk reduction, HIV testing and counselling,
skills training, supplies and services to promote behaviour change among injectors, and advice on
unprotected sex (e.g. use of bleach, condoms, and STI treatment).

It is often especially hard to reach young injectors and difficult to communicate with them. Research
has shown that the effectiveness of communication with injectors depends greatly on who is trying
to communicate and where this takes place. The outreach worker is referred to as a “peer” or
someone familiar and trusted by the community of injectors. A young injector may be more willing

to listen to a peer outreach worker who is close in age and experience.
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Substitution programmes

Substitution treatment is the administration, under medical supervision, of a prescribed medicine
with similar action to the drug of dependence. Substitution is only offered to individuals who are
dependent. Substitution programmes can give dependent injectors an opportunity to reduce the
risks associated with IDU (e.g. by taking the medicine orally) and to reduce or stop using substances
(by gradually reducing the dose of the prescribed medicine).

Substitution programmes have been found to be effective in assisting drug users to stop or reduce
injecting. They are primarily for opiate dependence (using methadone and buprenorphine). When
injectors enter a programme they receive support and counselling to deal with the emotional and
social issues that may contribute to their use of drugs. Substitution programmes also aim to reduce
the need for criminal activity to finance drug use.

Most young injectors are not dependent. Other treatments and interventions should be thoroughly
explored before substitution therapy is considered.

Supportive policies, laws and targeted advocacy

Supportive policies and laws can influence public health interventions, especially among marginalized
populations, and at the national level are crucial to foster the development of a local environment
that supports safer behaviour among injectors. Policies and legislation that prevent or discourage
IDU programmes can lead to further marginalization of injectors and negative public health outcomes.
Harm reduction services rely on injectors who have health concerns as a prime motivating factor as
well as a desire to live. Like all people, injectors also need a supportive social network and access to
health services. Primary healthcare services must be available and accessible to the health needs of
young injectors. Health services and health workers must not discriminate against injectors and can
be active in promoting equal care and support for injectors in their community.

Service providers in all sectors of society (health, education, social services, etc.) should examine
their own views about young people who inject drugs because stereotyping of injectors can lead to
false beliefs about the reasons for injecting, which can encourage discrimination against young
injectors when they try to access services.
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9. HARM REDUCTION MESSAGES FOR YOUNG INJECTORS

The following messages provide information on the most favourable circumstances and practice for
the injector. However, the reality is that injectors are often unable to go through all these steps
owing to lack of equipment or time, or lack of knowledge, or because they have to inject in a public
place and get away quickly to avoid being arrested.

Viessages for young people

3 forty e The following messages are for all young people - i..e. those
] who are not using drugs, those who are drug users, and
toprormever startusing-drug .

MBS nhwherraiin those who use drugs by injection. The health worker can
et radinal-or-areat-s assist young people to understand the steps that increase
CASRLZLLJLSALIZRUZS NGNS their risk of negative consequences from injecting drugs.

| m 1

QUipmie i

r NgHuse e t »  Stop or never start using drugs. This is a message for all

ng-anotheriparsor young people. (Of course, if you know or suspect that
e H D -
T*H?T" T : ? PO a person is already using drugs, then it is not

appropriate to say, Never start.)

= Always use a condom when having penetrative vaginal or anal sex. This is a message for all young
people who are already sexually active or who may soon become sexually active.

»  If you use drugs, use them in any way except by injection. If you do not inject drugs, you cannot
acquire infections through needle-sharing or experience other problems associated with injecting.
However, you will experience other problems resulting from the effects of the substance. This
message is for a young person who is already injecting drugs.

= Ifyou continue to inject, use new injection equipment every time. If you use new injection equipment
every time, you cannot acquire viral infections such as HIV through needle-sharing. Do not let
other injectors use your needles, cookers/spoons or filters.

w  There is no guaranteed safe way of cleaning needles and syringes.

»  If you need to re-use any equipment, use your own injecting equipment every time. If you re-use your
own injection equipment every time, you cannot acquire viral infections such as HIV (unless
someone else has used your equipment without your knowledge).

= Ifyou need to re-use any equipment and you must use someone else’s (e.g. sharing needles and equipment),
clean them by an approved method (see below, section 9.5). There is still some risk of HIV
transmission after needle-cleaning, but cleaning in an approved manner will reduce the likelihood

of transmission.
injecting
g These are the messages the health worker gives to the
oS e AT injector:
noNEEnnSIEE Rl headlids &
FHHGPE- : : »  Choose a safe place to inject: one that is private, clean,
: : lﬁj_ i :1!: Eas : Im'i" : SRaEE well lit and with running water, if possible.
fte : Sofaiirst Make sure you have everything you need within reach:

new sterile needle(s) and syringe, new sterile water (or cooled
boiled water in a clean glass), new swabs, a clean filter, a clean spoon, and a clean tourniquet.
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s Protect yourself from infection by always using your own new, sterile needles and syringes. Get
these from a needle and syringe programme if possible.

s Do not share any injecting equipment. Sharing is not just using a needle or syringe that someone
else has used. It is also using the mixing water, cups or pots, spoons or ‘cookers’; filters; swabs/
alcohol wipes; tourniquet that someone else has used; or passing these on to someone else.
Splitting a large quantity of drugs from one syringe into others may also be risky.

»  Wash your hands with soap and warm water before and after each injection. Hand washing is
very important to remove viruses, bacteria, and dirt from your injecting environment. If you
can’t wash your hands, clean them with swabs, using a single wipe for each swab. Rubbing
swabs backwards and forwards spreads the dirt and bacteria around. Clean the injecting site
with soap and water or alcohol. Use soapy water to wipe down the surface where you will
prepare your injection, or lay down some clean paper.

Prepare injections on a clean surface with clean hands. Use clean materials to stop bleeding after
injecting. Care and use of clean preparations will reduce the risk of infection.

Messages for young injectors: mixing
the drugs
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been cleaned, never allow your used equipment (or
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anyone else’s) to come into contact with a group mix

of a drug.

»  Add the water to the spoon and mix. Use the blunt end of your syringe, which you have swabbed
clean with one wipe of a new swab, for mixing.

»  Add the filter to the spoon. The best filters are a piece of a new swab or tampon or a cotton bud.
If you are injecting pills, use pill filters if you can get them; if you can’t get them, filter at least
three times.

s Draw the solution into the syringe through the filter to remove impurities. Remove air bubbles by
pointing the needle skywards and flicking on the side of the syringe. Push the plunger up
slowly until the air bubbles escape through the end of the needle.

Messages for young injectors:
injecting technique
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»  Place the tourniquet around the upper arm (or above the injection site), but not for too long. Insert
the needle in the vein. If you have trouble finding a vein, release the tourniquet and try again.
Running warm water over the injection site will help raise a vein; or open and close your fist a
few times in a pumping action. Try not to touch anything that hasn’t been cleaned until you
have finished injecting. Put the needle into your arm at a 45-degree angle, with the hole facing
up. Blood will sometimes appear in the barrel when the needle is inserted in the vein.

»  Jack back, i.e. gently pull the plunger to let blood enter the syringe; then push all the way down
to inject into the vein. It is important to avoid injecting into an artery.

If you suspect an artery has been hit (blood is bright red), immediately withdraw the needle
and apply pressure for 5-10 minutes with the limb raised. If the bleeding does not stop, seek
urgent medical help.

If there is no visible blood in the syringe (because the needle is not in a vein), remove the needle
and tourniquet from the arm, apply pressure (using a cotton ball) to stop any bleeding, take a
deep breath and start again. When you are sure the needle is in the vein, loosen the tourniquet
and slowly depress the plunger. If you feel any resistance or pain, you may have missed or
slipped out of the vein and will have to start again. Remove the needle, keep your arm straight,
and apply pressure to the injection site for a couple of minutes (using a cotton ball or tissue).

= When the needle is in a vein, inject slowly in the direction of the blood flow (towards the
heart). This will ensure that the drug is going into the vein and not the surrounding tissue.

w  After injecting, apply pressure for at least one to two minutes: this will stop the bleeding and reduce
bruising and infection. Do not use alcohol swabs when applying pressure as this may interfere
with clotting. Cover with clean material.

»  Discard used equipment safely, especially the needle and syringe. Recap your own needle.

BOX 8 Messages for young injectors:
H y BSSEsuaseastaed cleaning methods for needles and
leaning methods for need Syringes
o AT AREE AL R sRRsapSEnARRE, As there is no guaranteed safe way of cleaning needles and
iptent: : SroRlya ' i syringes, if injectors are going to re-use the equipment it is
mshire-safety s touserstetite better to re-use their own and not someone else’s. It is also
FHEEH : T important to advise injectors who keep syringes for re-use
anns: RE=EESENELEs 'm = iaLEEL é mE to mark/identify them and keep them in a safe place where
/ ! : e they cannot be reached or used by other people. The risk
uan "” tse’s: that someone else has used their syringe without their
I;E P T bml ; knowledge is another important reason for cleaning the
refge tHen-eleaned-agarn syringe again before re-use.
efore re-us

= Re-using and cleaning of equipment should only be done in settings where NSPs are not available.

Disinfection programmes, in which bleach or information on effective disinfection techniques
is provided to injectors, can be used when a NSP is not available. Disinfection programmes
most commonly operate where NSPs are restricted by government policy or lacking.

= Asthere is no fail-safe way of cleaning used equipment, the only way to ensure safety is to use
sterile equipment every time. If someone else’s used needle or syringe is to be used, make sure
that it was cleaned immediately after the first use and then cleaned again before second use in
order to try and reduce the risk of HIV and hepatitis B and C infection.

Before they are put into the disposal container, the needle and syringe should be rinsed with
clean cold tap water, straight after use. This removes most of the blood, prevents blocking in

the needle, and helps to reduce the likelihood of “dirty hits” if the needle and syringe are used
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again. Get rid of the rinsed water immediately, so no-one else can use it and contaminate their
equipment.

= If you are using someone else’s needle or syringe, be sure that it was cleaned immediately after
first use and then cleaned again before second use. Injectors should recap their own needles
and syringes and put them in the disposal container or a puncture-proof, child-proof container,
which has to be returned to the NSP. Do not recap another person’s needle and syringe. Use
soapy (detergent) water to wipe down the area where the drugs were mixed.

Although there is no fail-safe way of cleaning used equipment, there are situations when injectors
may want to re-use the equipment. The following four methods are frequently used. However, there
is no firm evidence of their effectiveness.

= “2by2by2” method

- Draw COLD water (sterile or boiled and cooled) into the syringe and then flush it out
down the sink or into a different cup. Do this twice.

- Then slowly draw bleach into the syringe and shake it for as long as possible (three to five
minutes is ideal, 30 seconds is the minimum). Flush it out down the sink or into a
different cup. Do this twice.

- Then draw COLD water into the syringe (as in Step 1) and then flush it out down the
sink or into a different cup. Do this twice as well.

" Soaking in bleach

Soak the needle and syringe in either undiluted bleach or a strong detergent and water solution
for as long as possible (at least several minutes) and rinse thoroughly with water.

= Boiling the needles and syringes

Boil the needles and syringes for 15-20 minutes. A plastic syringe, when boiled, may become
deformed and leak.

= Washing the needle and syringe

Wash the needle and syringe several times (e.g. 10 times) immediately after use with cold
water. Do this before the blood and drug solution has dried; this procedure is likely to flush
out most infectious agents. Also, using water - or even vodka, wine or beer - to flush out the
syringe and needle before re-use is likely to reduce the risk.

Do not re-use swabs, filters, or partly used water ampoules: they could have become
contaminated once opened. When you have cleaned up, wash your hands and arms with
soapy water. If this is impossible, use single wipes with new swabs instead. Store all your
equipment in a clean, safe place.

The above messages need to be reinforced by people in different sectors of society so that they are
given to young people and frequently heard by them. The health, education, youth, and law
enforcement sectors must work with young drug users to develop and implement credible and
consistent drug prevention measures.
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10. IMPORTANT CONSIDERATIONS WHEN WORKING WITH YOUNG
INJECTORS

There are many challenges to developing a service for young injectors and the fact that injecting of
drugs is illegal makes it especially complex. In most countries, interventions for young injectors in
particular must take account of sensitive legal and ethical considerations.

Because of social stigmas, injectors frequently face discrimination in gaining access to services. Young
injectors may already be marginalized and living on the edge of society, or they may be experimenting
with injecting and are not easy to find. To work with young injectors, health workers need to
develop particular skills and personal qualities. To make contact and develop a relationship of trust
and respect call for understanding and empathy with the issues and a genuine non-judgemental
attitude of the health worker towards young people and their lifestyle.

Legal considerations

The laws and regulations of a country have a bearing on the development of services for young
people. For example, issues like the legal age for the right to confidential medical treatment or
consent to medical treatment, the reporting requirements for health workers on illegal substance
use, and the purchasing and drinking of alcohol or the purchasing and smoking of tobacco by
minors have a direct or indirect influence on young peoples’ access to services.

Injecting of drugs is an illegal activity, so it is important that services for injectors take into
consideration and meet the legal requirements or restrictions of the country in which the service is
being offered.

Ethical considerations

Ethical considerations include respect for the human rights of individuals who inject drugs. In some
countries, drug injectors may be turned away and refused any services, or forced into treatment
programmes or imprisoned.

Ethical considerations may need to be addressed concerning injectors who are under-age. Health
workers need guidance on issues of confidentiality for minors and on whether to provide health
services to a minor in the absence of a parent’s or guardian’s consent. Notification of drug use to the
authorities and disclosure of drug use by a minor to parents or guardians need to be in line with the
country’s laws and regulations. Health workers should be guided by human rights principles, i.e. all
adolescents have a right to use health services, and health workers should act in the best interests of
adolescents, whose evolving capacities and increasing ability to make independent decisions must
be understood and respected.

It may be useful to consult the Ministries or Departments of Health, Welfare and Youth, and any
relevant Child Protection Agency for guidance. Some countries have developed guidelines that
draw upon a child protection framework in order to overcome age or other barriers to the access of
sterile injecting equipment. Some guidelines require that all who make such equipment available
must abide by child protection guidelines, which call for the notification of any ‘at-risk’ adolescents
to the child protection authorities.

Substance users, and especially injecting substance users, frequently face discrimination and stigmas
from society in general and also when accessing health services. Health workers who work with
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young substance users will need to examine their own values and attitudes to substance use. They
will also have to privately consider and review their own personal use of substances. This is necessary
to enable them to provide the best possible care and support to their clients and to equip them to
challenge the stigmas and discrimination in society and healthcare settings.

Evidence base for harm reduction

Harm reduction is an evidence-based public health concept. It aims to prevent or reduce negative
health consequences associated with certain behaviours. Harm reduction is one part of the strategy
to decrease IDU. In relation to drug use, harm reduction is consistent with a public health and
human rights approach to the broad range of problems associated with IDU, including prevention
and treatment, in which evidence-based strategies aimed at drug users are promoted. Harm reduction
strategies include needle and syringe programmes, drug substitution programmes, and condom
promotion.

In addition to a broad range of other problems, injecting drug use is the cause of the fastest growing
HIV and hepatitis C epidemics in some parts of the world, primarily because needles, syringes and
drug preparation equipment are frequently shared, which leads to spread of the viruses.

There is strong evidence that Harm reduction strategies for injectors benefit both the individual
and the community. However, in many places, the public perception is often contrary to this. There
are strong and vocal views that Harm reduction strategies will encourage or condone behaviours
that are illegal and socially unacceptable. These views are based on misinformation.

In 2004, WHO prepared a report to evaluate the evidence on the effectiveness of sterile needle and
syringe programmes for HIV prevention among injectors in different settings and contexts, in order

to guide public health policy-makers. The following conclusions are taken from this report.
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11. Key MESSAGES

»  The injecting of drugs is a growing problem among young people in many countries.

Experimental or occasional injecting is common. Around half of first injections occur between
the ages of 12 and 18 years.

= Injecting causes many negative consequences.

The main consequences are physical (e.g. overdose, dependence, blood-borne infections) and
psychosocial (e.g. stigmatization, discrimination, problems with illegal activity, mental illness).

= Young injectors require special attention. The reasons for this are:
- The unique nature of young people
- The nature of drug use by young people
- Issues of consent and confidentiality
- Young people are often not aware of the risk associated with IDU

- They have less access to support and services.

»  There are many challenges to developing a service for young injectors; they include legal and ethical
considerations and concerns about Harm reduction strategies.

w It is important to assess all young people for IDU (prevention, early detection, risk reduction)
because it is not possible to know who among them is injecting.

= Appropriate attitudes and values are essential for health workers working with young injectors.
They include being sincere, respectful, knowledgeable, and professional and treating the
interviews as confidential.

=  Reducing the harm of injecting is important for injectors who do not or cannot stop.

»  Harm reduction is an evidence-based public health concept, which benefits the individual and society
as a whole.
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Activities that are marked with * are optional activities which are not included in the 180 minutes
planned for this module. The facilitators’ decision to include the optional activities depends on the
available time and whether these activities are covered in other modules in this workshop.
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Sessions and activities Time

Session 1 10 min
MODULE INTRODUCTION

ACTIVITY 1-1
Module objectives
ACTIVITY 1-2
Spot checks

Session 2 40 min
YOUNG PEOPLE AND INJECTING DRUG USE

ACTIVITY 2-1

Mini lecture: Introduction

ACTIVITY 2-2

Individual exercise: Who is the young injector? * 25 min *
ACTIVITY 2-3

Brainstorming: Why injecting?

ACTIVITY 2-4

Brainstorming: What substances are injected?

ACTIVITY 2-5

Brainstorming: Negative consequences of IDU for young people

ACTIVITY 2-6

Mini lecture: Why young injectors require special attention?

ACTIVITY 2-7

Mini lecture by guest presenter: Local situation with young people and IDU * I5 min *

Session 3
ASSESSMENT OF YOUNG PEOPLE FOR IDU

40 min

ACTIVITY 3-1

Brainstorming: Suspecting a young person is injecting
ACTIVITY 3-2

Mini lecture: Assessment for IDU

ACTIVITY 3-3

Role play: Assessment of the young injector

Demonstration of role play * I5 min *
Extra role play * 20 min *
Session 4 40 min

HEALTH WORKER ACTION WITH YOUNG INJECTORS

ACTIVITY 4-1

Mini lecture: Aims of action with young injectors
ACTIVITY 4-2

Role play: Action in the clinic using GATHER
Extra role play *

ACTIVITY 4-3

Group work: How to contact young injectors *
ACTIVITY 4-4

Mini lecture: Action in the community

10 min *

20 min *
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Sessions and activities Time

Session 5 40 min
HARM REDUCTION AND YOUNG INJECTORS

ACTIVITY 5-1

Mini lecture: Introduction to harm reduction

ACTIVITY 5-2

Needle and Syringe Use: Demonstration * 30 min *
ACTIVITY 5-3

Mini lecture: Specific harm reduction strategies for injectors

ACTIVITY 5-4

Mini lecture by guest presenter: Local IDU services for young people * I5 min

SESSION 6 10 min
MODULE REVIEW

ACTIVITY 6-1

Review of objectives

ACTIVITY 6-2

Review of spot checks and Matters Arising Board
ACTIVITY 6-3

OrrD

ACTIVITY 6-4

KKey messages from Module and closure

180 min optional 170 min
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when assessing a young injector

List FIVE injecting-related questions you could ask

Why may young people choose to inject substances?

SPOT CHECK 1

SPOT CHECK 1
£

SPOT CHECK 3
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SPOT CHECK 4

List FIVE harm-reduction strategies for IDU
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The purpose of this exercise is to use role play to practise the assessment by the health worker of a
young injector.

You have been counted into groups of three persons (triad), each given a number 1, 2 or 3. (Please
remember your number and your group because they will be the same in the next session).

The number 1s will be the young person, the number 2s will be the health worker and the 3s will be
the observer.

Each triad (group) is given a scenario.

The young person and the observer (number I and 3) should now read their scenario.

The health worker (number 2) does not read the scenario but will understand the situation with
their young person during the role play, using listening and assessment skills. There is a lot for the
health worker to remember to ask in this role play.

Slide X3-5 will be displayed and can be used as a prompt.

In this exercise, do not spend much time on the presenting complaint. Focus on Greeting and
Assessment of the young person and stop the interview when you have completed the Greet and

Assess components.

The observer will watch the role play. At the end of the role play, he/she will comment on the
interview with the other two participants.

You have 2 minutes to prepare, 5 minutes for the interview and 3 minutes to report back in your
triad.

Remember to come out of your “role” at the end.
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The scenario is the same as the previous role play but we have more information on the young
person.

If only one role play was completed by your group in Activity 3.3, then stay in the same groups and
change roles (health worker, young person, and observer) for this activity, so that another participant
has an opportunity to role play the health worker.

This time the number Is will be the observer, the number 2s will be the young person and the 3s will
be the health worker.

Numbers 1 and 2 can read the scenario. Take the next scenario on the list:

= Ifyou had scenario 1 (Kenko) before, now take Scenario 2 (Soo)
= Ifyou had scenario 2 (Soo) before, now take Scenario 3 (Boris)

= Ifyou had scenario 3 (Boris) before, now take Scenario 1 (Kenko).
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