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If death rates are the benchmark, the young 
are a healthy group, and today’s young are 
healthier than at any time in history. This 
presents an unprecedented opportunity for 
further investment and growth. Young people 
in developing countries have a mortality rate 
of less than 3 percent, down signifi cantly over 
the past 20 years, and a fraction of that for 
infants and adults.1 

Average mortality is a misleading mea-
sure, however, because it does not refl ect 
the behavior that puts health at risk later in 
life. A more appropriate benchmark would 
refl ect such behaviors as tobacco use, drug 
use, excessive alcohol consumption, sexual 
behavior that increases the likelihood of sex-
ually transmitted diseases, and inadequate 
diet and physical activity. These behaviors 
affect youth while they are still young: for 
example, unprotected sex can lead to HIV 
infection or an unplanned pregnancy. How-
ever, most of the adverse consequences 
show up only when they grow older, in such 
noncommunicable diseases as lung cancer, 
diabetes, and heart disease. 

Good health is not equally available to all 
young people. Although mortality among 
young people is low on average, and young 
people are fairly healthy, their likelihood of 
premature death is much higher in poor 
countries. The average 15-year-old boy has 
a 90 percent chance of surviving to the age 
of 60 in Western Europe or North America, 
but only a 50 percent chance in Sub-Saharan 
Africa, primarily due to the spread of com-
municable diseases such as AIDS. In coun-
tries hardest hit by AIDS, the probability is 
only 20 percent.2

Young people today have access to a 
much broader range of choices than pre-
viously available, in a vastly different envi-
ronment, which makes it harder to choose 
appropriately and to avoid behavior that 

puts their health at risk. Awareness of the 
consequences of decisions for health, and of 
ways to avoid ill health, is very low among 
young people, especially girls, and only a 
small percentage of those aware actually 
adopt safe behavior. Young people are thus 
likely to make uninformed decisions about 
behaviors that put their health at risk.

Risky behavior during youth can deplete 
productive human capital many years into 
the future. Long after tobacco smoking 
peaked in the United States, tobacco was the 
single largest cause of all lung cancer deaths, 
and about half of those who died were still 
in middle age. In some developing coun-
tries today, close to half of all young men 
are smokers. Similarly, HIV develops into 
AIDS with a lag of up to 10 years, taking its 
toll on people in their prime working ages. 
In many developing countries, new HIV 
infections affect young people dispropor-
tionately. The costs of treating AIDS and 
such chronic diseases as cancers, diabetes, 
and heart disease are high, and the treat-
ments often ineffective. 

The best way to avoid the future loss 
of productive human capital and steep 
increases in future health care expenditure 
is to modify health behavior during youth, 
when habits are still being learned. Policies 
to promote better health for young peo-
ple rest on three legs. First, give them the 
knowledge to help them make informed 
choices about their behavior—and the skills 
to negotiate safe behavior with peers and 
partners. Second, create an environment 
for the young to practice healthful behavior, 
making risky behavior costly, and limiting 
the opportunities for it. Third, for young 
people harmed by poor health decisions 
or environments, provide health services, 
treatment, and rehabilitation. Broadening 
access to these services—whether dealing 
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with unwanted pregnancies, obesity, or drug 
addiction—will minimize the long-term 
consequences and lead to better health. 

The health concerns facing young peo-
ple differ greatly around the world. As the 
Global Burden of Diseases project shows, 
leading causes of death and disability for 
young people include injuries in Latin 
America and HIV/AIDS in Africa.3 This 
chapter focuses on the factors that are com-
mon to all youth health issues. Rather than 
focusing on specifi c health outcomes, the 
chapter presents a framework to develop 
policies that encourage healthier behavior 
among youth. 

Promoting the health of 
young people stimulates 
growth and reduces poverty 
and health care expenditures
Although the death rate for young people 
ages 12–24 is less than 3 percent, and young 
people are generally healthy, their continu-
ing health and survival into adulthood are 
at risk, largely because of their behavior as 
youth. It has been estimated that nearly two-
thirds of premature deaths and one-third of 
the total disease burden of adults can be asso-
ciated with conditions or behavior begun 
in youth.4 Policies that encourage healthful 
behavior among youth, by improving their 
productivity and health as adults, will have 
ripple effects on the economy.

Impact on poverty 
reduction and growth
Risky health behavior during youth can deplete 
the economy of productive human capital for 
many years into the future. The prevalence 
of smoking among U.S. males peaked before 
1945, but since then, with smoking rates more 
or less unchanged, the deaths attributed to 
lung cancer increased nearly fourfold, and 
among smokers twentyfold (fi gure 5.1). Some 
developing countries, in which half of young 
men are smokers, face the burden of enor-
mous health costs in 20 or 30 years. 

Heavy alcohol consumption and drug 
use reduce productivity and increase 
absenteeism and other health-related costs 
to fi rms and individuals.5 Drug abuse is 
concentrated among 18- to 25-year-olds—

just when they are entering the workforce. 
It can make a job search more diffi cult, and 
being unemployed can make drug abuse 
more attractive. Unemployment and illicit 
drug-taking are strongly correlated, in both 
developed and developing countries. In 
Colombia, the prevalence of cocaine use 
was 4.1 percent for the unemployed, 0.4 
percent for the employed.6 In Russia, severe 
alcohol consumption is associated with a 
higher probability of job loss.7 Countries 
with higher rates of alcohol consumption 
among youth also report higher rates of 
motor vehicle deaths and suicides among 
youth. More than half of deaths due to 
homicide or traffi c accidents in South 
Africa and Brazil had blood alcohol levels 
in excess of legal limits.8 Traffi c accidents 
are among the leading causes of death 
and disability in developing countries. 
Accidents are estimated to cost low- and 
middle-income countries $65 billion per 
year, or between 1 and 1.5 percent of gross 
national product.9

Safe health behavior, by contrast, can 
encourage greater investment in produc-
tive human and physical capital. Longer life 
expectancy may lead to higher investments 
in secondary school, just as higher mortality 
due to HIV/AIDS may reduce the gains from 
investments in children accumulated during 
the past generation. HIV and AIDS reduce 
savings and investments in productive phys-
ical capital among the poor, thus reducing 
the likelihood that poor youths escape pov-
erty.10 African parents have responded to the 

Source: Centers for Disease Control and Prevention (1993). 
Note: Deaths per 100,000 population are standardized to the 1970 
age distribution of the U.S. population.
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Figure 5.1  In the United States, mortality from lung 
cancer among men increased dramatically for nearly 
40 years after smoking peaked 
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higher mortality risk from HIV/AIDS by 
having more children and providing each of 
them with less education.11

Impact on health care expenditures
Addictions, exercise patterns, and eating 
habits are hard to change, harder as peo-
ple mature and become set in their ways. 
A longitudinal study from Indonesia fi nds 
that the proportion of men who smoked in 
2000 was almost identical to the proportion 
who had ever smoked since 1993, suggest-
ing that very few smokers quit.12 Modifying 
health behavior during youth, when hab-
its are still being learned, is a much more 
effective means of preventing unsustainable 
increases in health care expenditures. Treat-
ment, especially for such noncommunica-
ble diseases as cancers, diabetes, and heart 
disease, is expensive and often ineffective. 
In adulthood, when adverse health conse-
quences become visible, both the behavior 
and the consequences are irreversible. 

Consider the consequences. Smoking 
increases the risk of general health prob-
lems, the susceptibility to severe respira-
tory illnesses, and the risk of dying from 
lung cancer.13 Excessive alcohol consump-
tion leads to greater alcohol dependence, 
more alcohol-related injuries, and other 
psychological and physical problems later 
in life. Substance abuse can lead to addic-
tions; to circulatory, respiratory, and diges-
tive diseases; to accidental overdose; and to 
the greater risk of acquiring HIV and AIDS. 
Poor nutrition and a lack of exercise can 
lead to obesity, which causes hypertension, 
cardiovascular diseases, type-2 diabetes, 
and many other chronic diseases in youth 
and adulthood.14 Early sex, unprotected sex, 
and having multiple partners can lead to 
HIV/AIDS and other sexually transmitted 
diseases. Almost all HIV infections in 2001 
in Africa and parts of Latin America, and 
about a quarter in Eastern Europe, can be 
attributed to unsafe sex.15

Now consider the costs. Providing health 
care to a drug addict costs about 80 percent 
more than providing it to an average person 
in the same age group,16 and by one estimate, 
tobacco use results in a global net loss of $200 
billion a year.17 Individual country studies 
estimate the net cost of tobacco use at between 

0.03 percent and 0.40 percent of GDP—costs 
expected to rise as young smokers age and 
begin to suffer the consequences.18

Caring for AIDS patients is squeezing the 
resources and care available to HIV-nega-
tive patients. In South Africa, patients are 
turned away from hospitals because of lim-
ited beds,19 and Kenya has seen higher mor-
tality among HIV-negative patients.20 From 
1988 to 1992, the average number of people 
admitted per day to a Nairobi hospital who 
were not infected with HIV fell by 18 percent 
while the number of HIV-infected more than 
doubled.21 Although there is no evidence 
that health workers risk infection more than 
the general population, the fear of infection, 
plus the greater demand for health care and 
the overwhelming tide of dying patients, has 
accelerated their burnout.22

Public intervention is needed 
to promote youth health 
Governments around the world try to 
reduce risky behavior—through tobacco 
control; regulation of alcohol consumption; 
and public messages about diet, nutrition, 
and safe sex. Such public intervention is jus-
tifi ed because of market failures that domi-
nate health behavior and cause individuals 
to make privately and socially inferior health 
decisions, and these market failures are 
magnifi ed for young people. Private markets 
do not facilitate optimal decision making by 
individuals for a number of reasons. One 
problem is that individuals have incomplete 
information about the consequences of 
their behavior over time. They do not know 
whether or when they might face the adverse 
consequences of their behavior. Unprotected 
sex and excess tobacco and alcohol con-
sumption are risky, but the risks are diffi cult 
for young people to quantify (see boxes 2.7 
and 2.9). They might fi nd risky behavior 
attractive or convenient in the short run, or 
believe that experimenting with such behav-
ior is safe, or be coerced into engaging in it. 

Even if the consequences of poor envi-
ronments or decisions are purely private, 
public action can still be justifi ed—on the 
grounds of merit or concern for equality. 
Good health is often accepted as a merit 
good: something socially accepted as benefi -
cial for people, regardless of their feelings in 
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the matter. Equity also matters, because the 
poor are likely to be less healthy than the 
nonpoor. This is most obviously manifest in 
differences in life expectancy. In Brazil, the 
life expectancy for young men between the 
ages of 10 and 19 from the poorest quintile is 
38.0 years, and for young women 35.8 years. 
For young men from the wealthiest quintile, 
it rises to 49.7 and for young women to 53.1. 
Poverty cuts 12 years from the expected life 
of a young man, and more than 17 years 
from the life of a young woman.23 

The rest of the section describes only 
some of the risky health behaviors—unpro-
tected sex, tobacco use, drug use, excessive 
alcohol consumption, physical inactiv-
ity, and unhealthy diet—that arise from 
the market failures described above. While 
governments intervene in these areas in 
many ways, these measures must be bet-
ter designed to address the unique market 
failures young people face when making 
choices about their behavior. 

Health behavior,  imperfect 
information, and inequality
Individuals may not have good information 
about the risks they face today, even if they 
understand the risks over time. Some infor-
mation, such as HIV status, is easily withheld 
from partners, and during the early and more 
virulent stages of many infections, infected 
persons may be unaware of their true status. 
These external risks are also present where 
individuals suffer from the behavior of oth-
ers over which they have no control. The 
most obvious case is second-hand tobacco 
smoke, but other ostensibly private behaviors 
can have consequences for others, especially 
if the costs of later treatment are passed on to 
the wider community.

Imperfect information and risky sex. More 
than half the young in many countries are 
sexually active, and data from surveys con-
ducted between the late 1990s and 2004 
show that the proportion who initiated sex-
ual activity before the age of 15 is increas-
ing.24 A signifi cant proportion of youth in 
developing countries—especially girls—are 
sexually active within marriage or informal 
unions, but many unmarried youth are also 
sexually active. Evidence indicates that the 

age at menarche (fi rst menstruation) has 
declined for girls, and the average age at 
marriage is increasing.25 A study based on 
27 Sub-Saharan African countries shows 
that this rise in age at marriage is linked to 
the increase in the percentage of young peo-
ple who engage in premarital sex.26 

Imperfect knowledge about conse-
quences can lead people to engage in unpro-
tected sex. Fewer than half of sexually active 
young people use condoms, even though 
unprotected sex is the greatest risk factor 
for HIV transmission in most areas of the 
world (fi gure 5.2). Even in countries where 
HIV prevalence is high, a large proportion 
of young people engage in unprotected 
sex. These young people are at greater risk 
of HIV infection. In Mozambique, a coun-
try with moderately high HIV prevalence, 
sexual activity among youth is common, 
but condom use is low. The share of sexu-
ally active boys using condoms ranges from 
20 percent in Mali to about 50 percent in 
Zambia. Condom use is higher among 
unmarried sexually active girls than among 
married girls. In Uganda, slightly more than 
50 percent of all unmarried girls used con-
doms the last time they had sex, compared 
with only 3 percent of married girls.  

Condom use may be lower among 
young married women than unmarried 
women because they are planning to bear 
children. But in Burkina Faso, Kenya, and 

Source: Demographic and Health Surveys for surveys conducted between 1997 and 2004. 
Note: Left axis of fi gure refers to 15- to 24-year-olds who reported using a condom at most recent sexual intercourse.
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Zambia fewer than a third of married girls 
who did not use condoms were planning a 
pregnancy within two years—the rest were 
trying to avoid pregnancy.27 Unprotected 
sex increases the risk that married young 
girls will become infected, and recent data 
from Sub-Saharan Africa show that HIV 
incidence is growing fastest among young 
married women. This is primarily because 
younger women are married to older men, 
who have a higher chance of being infected 
(through risky sex with partners outside 
marriage).28 One study in rural Uganda 
found that the HIV infection rate among 
married women under 20 was nearly three 
times that of unmarried women under 20 
(17 percent compared with 6 percent).29

Unequal power and risky sex. Risky sexual 
behavior is more likely to occur among poor 
youth, who are in a weaker position to negoti-
ate safe sex, and are more likely to experience 
coerced sex and sex for exchange.30 Forced 
sex exposes young women to the risks of 
HIV and other sexually transmitted diseases, 
risks heightened by injuries from physical 
violence.31 More than 20 percent of women 
attending antenatal clinics in Soweto, South 
Africa, reported having had sex with a “non-
primary” male partner in exchange for goods 
or money.32 Data from DHS surveys around 
the world indicate that 13 percent of unmar-
ried women between the ages of 15 and 19 
received money or gifts in exchange for sex in 
the four weeks preceding the survey.33

The “sugar daddy” phenomenon is 
widely observed in Africa and other set-
tings. A survey of 45 studies in Sub-Saharan 
Africa reports that sex with older unmar-
ried partners is widely accepted among 
adolescent girls in many countries.34 There 
is some evidence that the HIV epidemic has 
increased the incidence of sex between older 
men and younger women, as men seek to 
avoid infection.35 Women who report trans-
actional sex, controlling for age and num-
ber of partners, were 50 percent more likely 
to be HIV-positive.

Health behavior, habit formation, 
and irreversibility
Young people lack information partly 
because they lack experience. Youth is a time 

of experimentation; this experimentation 
is partly intended to acquire information 
about behavior, choices, and consequences, 
as well as to form a sense of identity and 
belonging. People, young and old, choose 
behaviors because of the pleasure and ben-
efi ts they yield. The pleasure from some of 
these behaviors is fl eeting, while the costs 
can persist. Experimentation can lead to 
habits and addictions, which can be destruc-
tive and extremely diffi cult to break.

Preferences may be time-inconsistent, 
and behaviors can have irreversible conse-
quences. In the future, today’s youth will 
most likely wish they had made different 
decisions when they were young, especially 
if they begin to suffer the consequences. For 
many of these adverse consequences, it is 
not possible in later life to undo the dam-
age caused by earlier behavior. Treatment, 
especially for such noncommunicable dis-
eases as cancer, diabetes, and heart disease, 
is expensive and often ineffective. 

Alcohol, tobacco, and drugs. Alcohol is 
the most widely consumed drug in the 
world: about half those 15 and older have 
consumed alcohol in the past year.36 Pat-
terns are diffi cult to interpret, because 
moderate drinking—even by youth—is 
accepted in many countries. The propor-
tion of young people who report drinking 
generally exceeds 60 percent, of whom 10 
to 30 percent engage in binge drinking (fi g-
ure 5.3).37 In the United Kingdom, young 
people between 16 and 24 are the heaviest 
drinkers in the population, and the least 
likely to abstain from drinking.38 Limited 
data from developing countries suggest that 
young people are beginning to drink alco-
hol at earlier ages. Boys are more likely than 
girls to drink alcohol, and to drink heavily, 
though consumption among girls in some 
countries (especially in Latin America) has 
begun to approach or even surpass that of 
young men. 

Early initiation of alcohol use is corre-
lated with a greater likelihood of both alco-
hol dependence and alcohol-related injury. 
A study of hospitals in three cities in South 
Africa found that 61 percent of patients 
admitted to trauma units in these cities 
were alcohol-positive, including 74 per-
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cent of violence cases, 54 percent of traffi c 
collisions, and 30 percent of trauma from 
other accidents.39 Young people who abuse 
alcohol and drugs are more likely to com-
mit crimes, and substance abuse is a major 
risk factor in violence.40 Examination of 
960 people arrested in nine police stations 
in three cities in South Africa found that 22 
percent were under the infl uence of alcohol 
when the alleged crime took place.41

Per capita consumption of tobacco is 
declining in developed countries, but ris-
ing in many developing countries, for both 
men and women. Between 1970 and 1990, 
tobacco consumption is estimated to have 
increased by about 3.4 percent a year in low- 
and middle-income countries,42 and people 
are beginning to smoke at younger ages.43 
Reported use of cigarettes, pipes, and chew-
ing tobacco varies widely (fi gure 5.4). Most 
smokers in Indonesia consume clove ciga-
rettes, which contain twice the tar, nicotine, 
and carbon monoxide of American cigarettes, 
and smoking among 15- to 19-year-olds rose 
from 32 percent in 1993 to 43 percent in 
2000.44 Fewer girls than boys report tobacco 
use, though it may be increasing among girls 
in developing countries.45  

Few young people experiment with ille-
gal drugs, and an even smaller number go 
on to develop long-term chronic problems. 
Even so, measures to prevent experimental 
use are worthwhile to avoid addiction and 
the acute and possibly fatal reactions with 
even limited experimental use. Young peo-
ple in developed and developing countries 
experiment with cannabis, amphetamines, 
cocaine, heroin, and inhaling solvents, glue, 
and gasoline. Inhaling volatile chemicals, 
relatively neglected by policy makers, is 
extremely dangerous, and acute intoxica-
tion can be fatal. Young people are more 
likely to abuse solvents because they are eas-
ily available in homes and shops, and street 
children are especially vulnerable (box 5.1).  

Sources: Computed using data from Hibbell and others (2000) and 
Bloomfi eld and others (2003).
Note: “Binge drinking” is defi ned as consuming fi ve or more drinks 
in a row.
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Sources: Indonesia Adolescent and Youth Survey (2002–03) of 15- to 24-year-olds; Mexico current smok-
ing prevalence is based on survey of urban 14- to 22-year olds; Vietnam Ministry of Health and General 
Statistics Offi ce, UNICEF, and WHO (2005) surveys of 14- to 25-year-olds; Russia Longitudinal Monitoring 
Survey (Round 6) (15- to 24-year-olds). Remaining data was obtained from MEASURE Demographic and 
Health Surveys conducted between 2000 and 2004 (15- to 24-year-olds). 
Note: Figure refers to youth who report currently smoking cigarettes or pipes or using other tobacco 
products.
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Figure 5.4  Many young people, especially young men, consume tobacco

The World Health Organization’s Substance 
Abuse Department identifi es inhalation of 
volatile substances as a particular problem 
of street children. It recommends that 
prevention and interventions are urgently 
needed to deal with the almost universal 
use of organic inhalants among street chil-
dren in developing countries. 

Cairo has a large and rapidly growing 
population of street children (150,000 in 
2001). Nearly two-thirds of those surveyed 
regularly abuse drugs or solvents. Of those 
who consumed illicit substances, 97 percent 
reported sniffi ng glue. Other substances 
include cannabis, hashish, solvents, and 
prescription medication. They take drugs 
because of peer pressure, to relieve the 
pressures of the street, to help them sleep, 
and to help them endure pain, violence, and 

hunger. There are no direct comparisons 
among non-street youth; but a recent study 
of Egyptian university students found that 
7 percent had ever tried cannabis, and 18 
percent had ever used solvents.

A study of street children (ages 15–16) 
in Karachi, Lahore, Peshawar, and Quetta in 
Pakistan found that of those who had used 
drugs, 90 percent inhaled glue, gasoline, or 
paint thinner, all easily available from the 
local market. Nearly two-thirds of them 
reported having used these substances for 
more than two years. Roughly three-quar-
ters had never been to school. They beg, 
clean cars, and scavenge through garbage, 
spending half what they earn on drugs. 

Sources: Refaat (2004); United Nations Offi ce on 
Drugs and Crime (2004); UNODCCP (2002); and 
WHO (1999).

B O X  5 . 1  Street children abusing drugs
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The prevalence of illegal drug use is 
highest in developed countries but increas-
ing in developing countries. In many 
regions, especially Central Asia, prevalence 
now approaches developed country levels.46 
(Estimates of drug abuse by young people 
are available only from a few small studies, 
mainly for school students.) There are an 
estimated 13 million injecting drug users 
worldwide, 78 percent of them in develop-
ing and transition countries, the majority 
young.47 Potentially deadly in itself, inject-
ing drug use increases the risk of acquiring 
HIV through the sharing of infected needles 
and the exchange of body fl uids. 

Diet and exercise. More sedentary life-
styles, along with high intakes of salt and 
saturated fats and low intakes of vegetables 
and fruits, can lead to obesity, high blood 
pressure, high blood cholesterol, and such 
noncommunicable diseases as heart disease 
and diabetes. The consequences of poor diets 
can be passed from generation to generation: 
babies born to malnourished mothers are at 
signifi cantly higher risk of being overweight 
or obese in adulthood.48 

The health consequences of poor diets 
and physical inactivity have generally been 
considered diseases of the affl uent. How-
ever, these noncommunicable diseases, far 
from being affl uent-country lifestyle dis-
eases, appear with greater frequency in pop-
ulations undergoing rapid socioeconomic 
improvement with better access to food and 
shifts in diets.49 Data from China, the Arab 
Republic of Egypt, India, Mexico, the Phil-
ippines, and South Africa reveal a marked 
shift over the last 20 years toward diets high 
in saturated fat, sugar, and refi ned foods, 
while the share of cereals, legumes, pulses, 
and nuts remained stable or declined.50

Being overweight is rapidly becoming 
more prevalent in low- and middle-income 
countries, where incidence is increasing 
especially rapidly among poor households.51 
A recent survey from rural Mexico of low-
income households found that 60 percent of 
adult women and more than 50 percent of 
adult men were overweight.52 In many coun-
tries young people are more likely to be over-
weight than underweight, with girls especially 
at risk (fi gure 5.5). This partly refl ects signifi -

cant sex-based differences in patterns of diet 
and exercise. In urban Mexico, only a third of 
young girls report exercising, compared with 
more than half of all boys.53 

The health consequences of poor diets 
and lack of exercise are becoming more 
prevalent in many developing countries. 
In large cities in China, the prevalence of 
hypertension among those 18 years and 
older increased from less than 12 percent in 
1991 to 19 percent in 2002, and the preva-
lence of type-2 diabetes increased from 4.6 
percent to 6.1 percent. In Egypt and Mexico, 
the prevalence of diabetes has been esti-
mated at 10 percent.54

Nutritional habits and outcomes are sta-
ble over time, so there are great benefi ts to 
intervening during youth when habits are 
being formed. Longitudinal data in Guate-
mala show that being overweight or obese 
as a youth signifi cantly raises the chance of 
becoming obese in adulthood (fi gure 5.6). 

In many ways the risks facing young people 
today are greater, and consequences poten-

Source: Demographic and Health Surveys conducted between 
2000 and 2003.
Note: Anthropometric measurements were taken for all married 
and unmarried women interviewed. BMI-for-age cutoffs from a ref-
erence population were used to classify 15- to 24-year-old women 
as overweight (above the 85th percentile cutoff) and underweight 
(below the 5th percentile cutoff). 
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tially more deadly, than for previous gen-
erations. This is most obvious in the spread 
of HIV and AIDS, increasingly prevalent 
among young people (fi gure 5.7), and dra-
matically increasing the risks of unprotected 
sex. Today’s young people also have access to 
more calorie-dense foods, which, combined 
with more sedentary lifestyles, are making 
young people obese and leading to hyper-
tension, heart disease, and diabetes. Adding 
to this is the aggressive marketing of tobacco 
products and the increase in smoking around 
the world. So the broader opportunities open 
to young people make it harder to choose 
appropriately and to avoid risky behavior.

Strengthening young 
people’s capability to 
practice healthy behavior
A central element of health promotion is 
providing health education to change youth 
behavior and encourage adoption of healthy 
behaviors. However, behavior change is one 
of the most diffi cult goals to achieve in 
health promotion. In recent years, experi-
ence with health education, particularly 
in the context of HIV prevention, shows 
changing knowledge alone may not change 
behavior.55 But evidence from Uganda and 
Eastern Zimbabwe suggests that behav-
ior change is possible. Young people there 

are delaying sex, and this has resulted in a 
drop in HIV incidence.56 A few evaluated 
programs suggest that providing culturally 
appropriate teaching about health risks and 
increasing the capability of young people to 
practice healthy behavior (including negoti-
ating safe sex with partners) are more likely 
to change behavior. 

Providing young people with school-
ing can be an effective way to change their 
behavior. Evidence shows that there is a 
strong relationship between education and 
health. Healthy decisions are promoted by 
education and economic growth, which 
raises the prospect of higher lifetime earn-
ings and a better life in the future. A stron-
ger sense of an attainable and prosperous 
future can encourage individuals to make 
good health and survival more likely. Edu-
cation, often called a “social vaccine,” is 
considered by many to protect young peo-
ple from engaging in risky behaviors (box 
5.2).57  Policies that improve young people’s 
access to education can also be effective 
behavior-change policies. Chapters 3 and 4 
discuss ways in which young people’s access 
to education and labor market opportuni-
ties can be improved. In this chapter, we 
focus on investments in improving health 
behavior, of which formal health education 
is only one—albeit important—determin-
ing factor.58 

Information is necessary 
to change behavior 
Many countries have health education pro-
grams, especially for school-going youth. 
However, evidence of the effi cacy of school-
based health education programs is mixed, 
with variations in effectiveness depending 

Source: Personal communication with Alexis Murphy, International 
Food Policy Research Institute, 2005 (using INCAP Longitudinal 
Study, Guatemala, 1987–2004, IFPRI).
Note: Overweight is body mass index (BMI) greater than 25 and 
obese is BMI greater than 30, such that individuals who are obese 
are also considered overweight.
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Figure 5.6  Being overweight as a youth increases 
the chances of being overweight as an adult

Sources: Demographic and Health Surveys and Tanzania HIV/AIDS Indicator Survey.
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“We are aware that we drink alcohol 

and that we consume drugs and we 

have sexual relations with different 

girls. We want to change but we do 

not have a great deal of will to do 

that.” 

Young male gang member, 

Comas, Peru

January 2006
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tion of safe sexual behavior.60 School pro-
grams can reach a large number of young 
people in countries where enrollment 
rates are high; and enrollments—espe-
cially in primary school—have grown sig-
nifi cantly, increasing the potential audience 
for school-based health information cam-
paigns. The structured school environment 
is conducive to teaching young people 
about their bodies and about safe health 
behavior. The programs offer a chance to 
reach large numbers of young people and 
their teachers, as well as an opportunity to 
institutionalize sex education and broaden 
its impact when ministries of education 
make it offi cial policy. No evidence indi-
cates that sex education increases sexual 
activity among youth.61

A randomized evaluation in Namibia 
showed that health education given to chil-
dren promoted safe sex behavior (box 5.3). 
A summary of 21 school-based sex edu-
cation programs in developing countries 
found that nearly all had a positive infl u-
ence on reproductive health knowledge and 
attitudes.62 However, not all of those stud-
ies assessed behavior. Of the few that did, 
one found an increase in condom use in 
the short term among sexually active youth 
ages 11–14 in Jamaica, but the effect disap-
peared in the long term. Programs in Chile, 
Mexico, and Uganda also included younger 
teenagers and found less sexual activity and 
greater use of contraceptives among those 
sexually active. 

Using mass media and social marketing to 
reach all youth. School-based programs 
exclude those youth not in school. And 
these programs are mostly provided in sec-
ondary school, after many young people 
have left school (chapter 3) and after many 
young people have already begun having 
sex. Broadly based information, educa-
tion, and communication programs aim to 
change the health of young people through 
social marketing and community-wide 
public information campaigns. In addition 
to curriculum-based health education and 
sex education programs in schools, such 
efforts include youth development pro-
grams through youth centers, and the use 

Studies from developing and developed 
countries show that more education is 
associated with healthier lifestyle choices, 
be it smoking, drinking, sex, or use of seat-
belts when driving. In Indonesia, poor and 
uneducated youth are more likely to smoke 
cigarettes, and higher education is associated 
with reduced smoking. In urban Mexico, youth 
who expected to complete secondary school 
were less likely to smoke, engage in risky sex, 
or drink alcohol. In rural Kenya, where many 
students do not expect to complete their edu-
cation because of high costs, free uniforms 
(and sex education) signifi cantly reduced 
risky sex, evidenced by a drop in pregnancies 
among schoolgirls. In the United States, those 
who attend and are more engaged in school 
are less likely to engage in risky behavior. 
Better prospects for current and lifetime 
employment, earnings, and wages also reduce 
the chance that they engage in risky behavior. 
In South African communities where youth 
wages and employment are high, young peo-
ple are also more likely to use condoms. HIV 
prevalence in Uganda, thought to be higher 
among the educated in the early stages of the 
epidemic in Sub-Saharan Africa, is negatively 
related to education.

Why does education lead to the adop-
tion of healthy behaviors? The observed 
relationship between schooling and less 
risky behavior is partly explained by the fact 
that education raises the private returns to 
remaining healthy. Education gives young 
people a sense of the future and the ability 
to imagine themselves in the future in a way 
that has some value today. It also improves 
their earning prospects and other life 
opportunities. This gives educated young 
people a stronger incentive to engage in 
safe behavior. Finally, education also gives 
people the ability to better process health 
information. All of these reasons might 
explain why educated people are more 
likely to adopt healthy behaviors. But these 
observed associations could also be partly 
explained by a “selection effect”—those 
youth who value their future also attend 
school.

Sources: Blum and Nelson-Mmari (2004); De 
Walque (2004); Dupas (2006); Gertler and oth-
ers (2006); Gruber (2001); Kaufman and Stavrou 
(2004); Kenkel (2000); Strauss and Thomas 
(1995); Witoelar, Rukumnuaykit, and Strauss 
(2005); and World Bank (1999b). 

B O X  5 . 2  The role of education in behavior change

“I know how to prevent risks. 

However, many times we do not put 

our knowledge into practice because 

[of] our rhythm of life.”

Young male gang member, 

Comas, Peru

January 2006

partly on the outcome evaluated. Health 
education can include information about 
clean water and sanitation, nutrition, 
substance abuse, infectious diseases, vio-
lence, and sexual and reproductive health. 
A school-based program of the Partner-
ship for Child Development in Tanzania’s 
Lushoto district provided education for 
helminth (worm) infection and personal 
hygiene. At the outset of the project, no 
schools provided drinking water or water 
for hand washing after using the latrine. By 
the end of the fi rst year, all schools in the 
intervention area were doing both. Knowl-
edge and practices improved in the inter-
vention schools but not in the comparison 
schools. A follow-up survey 15 months 
later found that many of the healthy behav-
iors were maintained in the intervention 
schools.59

School-based health education programs. 
Most evaluations of school-based programs 
have focused on sex education, which can 
increase knowledge and encourage adop-
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of mass media, to infl uence the knowledge, 
attitudes, and behavior of young people.

Mass media can inform youth and the 
community about health issues and, in prin-
ciple, shape attitudes, beliefs, and behaviors. 
Mass media campaigns raise knowledge 
signifi cantly, but their impact on behavior 
is limited. Social Marketing for Adolescent 
Sexual Health (SMASH) in Botswana, Cam-
eroon, Guinea, and South Africa changed 
knowledge but not behavior.63 The Arte y 
Parte program (Paraguay) and the Promo-
tion of Youth Responsibility project (Zim-
babwe) reached similar conclusions. 

Broadcast media, with their wide reach, 
can increase awareness, though there is little 
evidence that they change behavior. The 
television drama Sexto Sentido in Nicaragua 
attracts 70 percent of the entire TV-viewing 
audience, and 80 percent of 13- to 17-year-
olds.64 Even more impressive, the wildly 
popular dramas Soul City and Soul Buddyz 
in South Africa are watched by 13 million 
people each week, and the entire cam-
paign (radio, television, and print) reaches 
an estimated 16 million people each week. 
Evaluations of Soul City consistently show 
that viewers and readers are more aware of 
health risks and healthy choices. However, 
the studies have not controlled for preexist-
ing differences between viewers and non-
viewers. Nor have they examined changes in 
behavior or such objectively measured out-
comes as pregnancy and incidence of sexu-
ally transmitted infection (STI).65

Youth development programs and peer 
education programs vary widely in design 
and goals. Youth development programs 
focus on life options and skills, educational 
aspirations, vocational opportunities, and 
psychosocial development needs. They may 
or may not address reproductive health, 
but the many program components can act 
together to promote a healthy lifestyle. One 
group of young people consulted during the 
preparation of this Report suggested both 
cultural and content-specifi c ways in which 
information on HIV/AIDS and reproduc-
tive health could be made more effective and 
attractive to youth. These included making 
the content short and specifi c, keeping the 
message “real, close to daily life,” integrating 

the messages into television programs and 
advertisements, and asking pop stars to per-
form specifi c HIV/AIDS songs.66

Peer programs recruit and train a core 
group of youth to serve as role models and to 
provide information, referrals to services, and 
contraceptives to their peers. They typically 
include several elements important to health 
promotion and development: strong identi-
fi cation with the social and cultural environ-
ment of the target group, promotion of social 
norms and values supportive of positive atti-
tudes and health behavior, and involvement 
of young people in programs designed for 
them. They take advantage of the fact that 
many young people prefer to interact with 
others similar to themselves and commonly 
identify peers as one of their primary sources 
for reproductive health information. 

There are few well-controlled evalua-
tions of peer education programs. One in 
Peru improved knowledge and attitudes, 
reduced the proportion of sexually active 
males, and increased contraceptive use. The 
West African Youth Initiative in Ghana and 
Nigeria reduced risky sexual behaviors in 
the intervention area, and the Entre Nous 
Jeunes Program in Cameroon increased 
condom use.67

“We don’t know how to get 

knowledge about sex. It has always 

been a topic that can’t be talked 

about in public.” 

Male university freshman, 18, 

China

December 2005

The Namibia Ministry of Youth and Sport 
developed My Future is My Choice, a cur-
riculum-based program derived from the 
Focus on Kids curriculum for African-
American youth ages 9–15 in public hous-
ing in the United States. It included basic 
information about reproductive biology, 
HIV/AIDS, substance abuse, and violence, as 
well as communication and decision-mak-
ing skills, over 14 sessions. The intervention 
was randomly assigned to young people 
in grades 9 to 11 (15- to 18-years-old) in 10 
secondary schools.

Participants displayed improved knowl-
edge of HIV/AIDS, reproduction, and the use 
of condoms relative to the control group. 
A few indicators of attitudes toward sexual 
intercourse also improved for participants. 
They were more likely than controls to have 
used a condom in the immediate follow-up 
period and more likely to report that they 
intended to use condoms in the next six 
months.

After 12 months, participants who 
entered the program as virgins were more 
likely to have remained virgins than those 
in the control group (especially among 
girls), though the percentage who reported 
remaining virgins fell dramatically among 
both groups. Condom knowledge and com-
petence remained strong after 12 months: 
participants were more likely to report that 
they knew where to fi nd condoms and how 
to use them, and were more likely to report 
that they could successfully negotiate con-
dom use with their unwilling partners.  

The results were based on self-reported 
behavior, which the authors acknowledge 
is subject to bias. They note that it would be 
useful if future studies could also examine 
the effect on biological outcomes (such as 
pregnancy and HIV and sexually transmit-
ted infections rates).

Sources: Fitzgerald and others (1999) and Stan-
ton and others (1999).

B O X  5 . 3  Reducing HIV risk in Namibia
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Information is not always 
enough—preferences matter too
Interventions to change behavior—such 
as the Abstain, Be faithful, use Condoms 
(ABC) campaign—have been the main-
stays of HIV prevention since the 1990s. 
These programs rely on informing people 
about behaviors that can protect them from 
becoming infected. Uganda’s success in 
halting the rise of HIV infections has been 
attributed to a combination of these inter-
ventions.68 In many other countries, knowl-
edge of these approaches is low despite the 
promotion of ABC messages (fi gure 5.8). 

Even among those who know the ABC 
messages of the HIV/AIDS campaigns, few 
put their knowledge into practice. Among 
youth who report that condoms protect 
against HIV, few actually use them (fi gure 
5.9). Low rates of condom use are found even 
among those who know how to obtain them. 

Young people with more education are 
more aware than those with less educa-
tion that condoms can prevent HIV trans-
mission, and they are more likely to use 
condoms. Among all young people, how-
ever, the wide gap between knowledge and 
behavior is not eliminated by education. In 
fact, knowledge of condoms is more respon-
sive to education than is condom use (fi gure 
5.10), so that the gap between knowledge 
and behavior increases with education. 

People engage in risky behavior because 
it yields benefi ts. Unprotected sex, smok-
ing, and drinking alcohol can be perceived 
as providing short-term goods for the per-
son engaging in these activities. There is also 
a signifi cant time lag between the activity 
(which provides a benefi t) and the mani-
festation of harmful consequences, and the 
risk that the individual faces is uncertain. 
The symptoms of AIDS, for example, are 
apparent only some years after exposure to 
the virus, and the risk of being infected with 
each act of sexual intercourse is on the order 
of 0.1 percent, with the probability varying 
enormously across individuals.69 Low values 
on the future relative to the present, and per-
ceptions of invulnerability can affect the will-
ingness of young people to translate better 
knowledge about safe health practices into 
safer behavior. This is clearly evident in sex, 
but it applies to any other risky behavior. 

The infl uence of peers, as well as cul-
tural and historical norms, may infl uence 
individual behavior, and peers may encour-
age risk-taking or discourage risk aversion. 
For example, it may be unseemly for young 
women to argue about sex with a partner, or 
to insist on condoms, or even to discuss sex at 
all. And even occasional behavior can quickly 
become habitual.70 That is why it is essential 
to intervene when people are young and in 
the process of forming habits and identities.

Changing preferences to narrow 
the knowledge-behavior gap
Even when young people receive informa-
tion on healthy behavior, they may make 
choices that put their health at risk. Inter-

Sources: HIV/AIDS Indicator Database (MEASURE DHS) and sur-
veys conducted 2000–04. 
Note: Knowledge of HIV-prevention methods is the composite of 
two components (prompted). The fi gure represents the percentage 
of respondents who, in response to a prompted question, say that 
people can protect themselves from contracting HIV by using con-
doms or having sex only with one faithful, uninfected partner. 
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ventions to change behavior have tradition-
ally focused on the design and content of 
information campaigns, on the assump-
tion that with the right information young 
people will make better choices. But as this 
chapter has shown, it is also necessary to 
address the formation of preferences and 
decision-making capabilities. 

The design and content of health informa-
tion campaigns. Many issues relating to 
health education, particularly sex educa-
tion, still need to be resolved. Programs 
vary widely in what is taught, at what age, 
in what setting, by whom, and in what man-
ner. Often, funding is low, and teachers are 
not trained to deliver the information effec-
tively. In many cases programs are offered 
only in high school after many youth are 
already sexually active. Despite the fact 
that no evidence suggests that sex educa-
tion increases sexual activity among youth, 
not all countries include sex education as a 
part of their school health program.71 Most 
countries provide information to secondary 
students, fewer to primary students (table 
5.1). Many provide information on nutri-
tion, but in only a very few does this include 
information on obesity.

Providing accurate and specifi c informa-
tion is more effective than providing vague 
or general information. School-based HIV/
STI programs were more likely to have an 
impact on behavior than general reproduc-
tive health programs.72 A school-based sex 
education intervention in Kenya that pro-
vided young girls with information about 
the higher prevalence of HIV infection 
among older men reduced the incidence 
of intergenerational sex and signifi cantly 
reduced pregnancies among girls—in a set-
ting where age-mixing is quite common.73 
Messages must provide a range of options: 
programs providing only one message—say, 
on abstinence—will not reduce STIs. The 
information must be reinforced by repeated 
exposure, too. Those that include multiple 
sessions, over a number of years, are more 
effective than those that merely provide 
information once or a few times.74

Health information campaigns must 
take into account the ability of the target 
audience to absorb the messages. Many 

young people in schools do not learn basic 
literacy and numeracy skills, raising ques-
tions about the effectiveness of the health 
education curriculum (chapter 3). An HIV 
information campaign in Uganda benefi ted 
better-educated participants more than it 
did those with less education.75 If all young 
people are to be reached, the content of the 
program and the way it is delivered must be 
tailored to reach them. 

Changing attitudes and preferences directly.  
In recent years, evidence that information is 

Source: Demographic and Health Surveys conducted between 1997 and 2003. 
Note: The total length of each bar represents the percentage of sexually active young people who know that condoms 
can prevent HIV transmission.
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necessary but not suffi cient to change health 
behavior has led to interventions designed 
to change preferences, either by fi at or by 
persuasion. The experience to date suggests 
that dictating behavior change, that is, forc-
ing people to make certain choices, is not 
likely to be successful. Virginity pledges and 
abstinence-until-marriage programs have 
garnered much popular attention, compli-
cating evaluation and interpretation. A sur-
vey of published research from developed 
countries in 2001 found no evidence that 
they had any lasting impact on sexual activ-
ity or risks.76 Other research has found that 
virginity pledges may delay fi rst sex, but have 
no impact on STI incidence or pregnancy, 
because those who pledged were much less 
likely to use contraception than nonpledg-
ing youth once they engaged in sex.77

Mental health services can change the 
incentives for youth to make healthy deci-
sions, because depression and low self-
esteem can lead to excessive risk-taking. 
Similarly, many studies, primarily from 
developed countries, suggest that regular 
physical activity and sports can lower the 
risk of many chronic diseases of adulthood, 
reduce stress and depression, and improve 
self-esteem.78 Sports programs also dis-
seminate information, empower the young, 
and keep idle youths occupied and away 
from crime.79 The Mathare Youth Sports 
Association in Kenya, in addition to orga-
nizing sports, engages thousands of young 
slum residents in community-development 
activities and provides them with informa-
tion on HIV and other issues (chapter 7).80

As box 5.2 shows, education has at least 
two benefi cial consequences for health 
behavior, in addition to simply provid-
ing a conduit for information. First, it can 
enhance the ability of individuals to absorb 
the information, and second, it can change 
expectations and attitudes about the future. 
For example, people with more education 
are more likely to value the future more 
highly and discount the future more slowly 
(see box 2.7); and those with higher dis-
count rates—or a higher relative value of 
the present—are more likely to be obese.81 

Enhancing a young person’s sense of 
the future is one of the prime objectives 
of health interventions that focus on “life 
skills.” These include the ability to think 
critically, to be assertive, and to understand 
the infl uence of community, family, and 
gender in decision making. One life-skills 
program among youth in Kenya found that 
male participants were more likely to report 
condom use, and female participants were 
more likely to report fewer sexual partners, 
than among the control group.82 Many life-
skills programs involve young people as 
peer educators to provide information (box 
5.4). Preliminary anecdotal results from the 
ongoing Regai Dzive Shiri project in Zim-
babwe include the observation that “girls 
walk with their heads high” and that boys 
complain that “they are more diffi cult to 
seduce these days”!83

The need for well-designed evaluations. 
Behavior that is private, hard to verify, and that 
is the subject of strong cultural norms is diffi -

Table 5.1  Proportion of countries that include specifi c health topics in the school curriculum (percent)

Region

HIV/AIDS 
in primary 

school

HIV/AIDS in 
secondary 

school
Substance abuse 

(including alcohol) Tobacco Nutrition
Specifi cally 

obesity
Number of 
countries

Sub-Saharan Africa 93 86 46 54 79 7 28

South Asia (except India) 0 100 75 75 75 25 4

Indian states 13 100 13 13 100 13 8

East Asia and Pacifi c 83 100 100 83 100 50 6

Latin America and  the Caribbean 0 100 85 62 85 46 13

Middle East and North Africa 33 67 0 0 67 33 3
Source: Partnership for Child Development (2006). 
Note: Sub-Saharan Africa includes Benin, Burkina Faso, Cameroon, Côte d’Ivoire, Chad, the Democratic Republic of Congo, Eritrea, Ethiopia, Gabon, The Gambia, Ghana, Guinea, Kenya, Liberia, 
Madagascar, Malawi, Mali, Mauritania, Mozambique, Niger, Nigeria, Rwanda, Senegal, Sierra Leone, Tanzania, Togo, Uganda, and Zambia. South Asia includes Bangladesh, Bhutan, Nepal, 
and Sri Lanka. Indian states include Andhra Pradesh, Gujarat, Karnataka, Maharashtra, Manipur, Nagaland, Tamil Nadu, and Uttar Pradesh. East Asia and Pacifi c includes Cambodia, Indo-
nesia, the Lao People’s Democratic Republic, the Philippines, Thailand, and Vietnam. Latin America and Caribbean includes Argentina, The Bahamas, Barbados, Belize, Brazil, Chile, Guyana, 
Jamaica, Mexico, Panama, St. Vincent and the Grenadines, Trinidad and Tobago, and Uruguay. Middle East and North Africa includes Egypt, Islamic Republic of Iran, and Israel.

“Many in Vietnam think that sex 

education is giving youth the ‘key’ to 

certain behaviors/activities, but it is 

better to give [them] the key rather 

than let [them] get lost in diffi cult 

situations.”

Young notetaker at the 

youth consultation in 

Ho Chi Minh City, Vietnam

April 2006
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cult to change. For these reasons, the impact of 
health education programs designed to affect 
this behavior has proven extremely diffi cult 
to evaluate. For example, sex education may 
affect both knowledge and some self-reported 
behavior,84 but there is little evidence that 
these programs have a benefi cial impact on 
objectively measured outcomes. Most studies 
tend to evaluate changes in knowledge, rather 
than changes in behavior. 

Alford, Cheetham, and Hauser (2005) 
reviewed nearly 200 studies of youth-
oriented health interventions, of which 10 
met their criteria for success in both inter-
vention and evaluation. Of those 10, only two 
showed any positive impact on objectively 
measured health status. A series of reviews 
conducted by Kirby, Lepore, and Ryan 
(2005) and Kirby, Laris, and Rolleri (2005) 
found strong evidence of program impact 
on knowledge, values, and self-reported 
behavior. Of the 83 studies reviewed in Kirby, 
Laris, and Rolleri (2005), two-thirds found a 
signifi cant positive impact on self-reported 
sexual behaviors or outcomes. However, 
only 9 of those 83 include biomarkers, and 
of those 9, only 3 report a positive impact on 
health outcomes. 

Studies that do look at behavior tend to 
rely on self-reported behavior, which can be 
subject to reporting bias. A three-year eval-
uation of a school-based, family-life educa-
tion program in Jamaica found that young 
people in the schools that received the 
intervention were more likely than those in 
a comparison group to report their sexual 
activity inconsistently.85 For the effects of 
health education programs to be reliably 
estimated, objective outcomes, such as preg-
nancies or prevalence of STIs, must be used. 
Those outcomes will be evident only with a 
lag, and studies must be prepared to assess 
behavior over a suitable length of time.

Enhancing opportunities 
to make healthy choices
Having better access to health services can 
encourage young people to practice safe 
behavior. Conversely, restricting opportuni-
ties to make poor choices may also be benefi -
cial. The set of available opportunities can be 
altered by changing their availability directly, 
or by changing prices. For tobacco use and 

alcohol consumption, taxes, advertising bans, 
and sales restrictions can reduce demand. 

Improving access to health services
Informing youth about practicing safe sex 
can increase condom use, if they have access 
to pharmacies or clinics that distribute con-
doms.86 Social marketing of condoms can 
improve young people’s uptake of condoms 
through pharmacies and retail outlets. The 
Horizon Jeunes program in Cameroon com-
bines health education efforts with condom 
distribution by peer educators. As part of a 
countrywide social marketing campaign, the 
program increased condom use by young 
women (box 5.4).87 Condoms can also be 
distributed to young people where they get 
together, such as at youth centers. The goal 
of this approach is to reach young people in 
a comfortable environment where they also 
have access to recreational activities. How-
ever, experience from interventions in Latin 
America and Africa have shown that such 
centers are not effective at changing the 
behavior of sexually active youth.88 

The coordination of multiple condom 
promotion strategies is needed to reach all 
youth—married and unmarried, in and 
out of school. Often, however, reproduc-
tive health programs are separate from 
programs to prevent STIs. Funding as well 
as interventions are often separate for con-
doms intended for contraceptive use (dis-
tributed by family planning services) and 
those to prevent STIs and HIV transmission 
(distributed through STI services, HIV test-
ing and counseling services, and condom 
social marketing campaigns). 

Horizon Jeunes, a reproductive health pro-
gram targeted to urban youth ages 12 to 22 
both in and out of school, was framed within 
the national social marketing campaign.  It 
sent out two main messages to youth through 
various channels: to delay the initiation of sex, 
and if they chose to have sex to use condoms 
to prevent HIV and STIs. Youth-friendly, the pro-
gram had peer educators distribute the Pru-
dence Plus condoms promoted in the national 
campaign. It also encouraged providers to 

serve unmarried young women, often denied 
services by reproductive health providers.

Horizon Jeunes added to young 
people’s knowledge of reproductive health 
and changed behavior. The proportion of 
females who ever used condoms rose from 
58 percent to 76 percent in the treatment 
group, compared with a decline from 53 
percent to 50 percent in the control group.

Source: Alford, Cheetham, and Hauser (2005).

B O X  5 . 4   Social marketing can change behavior—
Horizon Jeunes in Cameroon
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This separation is a problem because 
young married women are less likely to use 
condoms, which are widely regarded as less 
effective at preventing unwanted pregnan-
cies than other contraceptives. This leaves 
young married couples vulnerable to STIs. 
However, young people who perceive the 
risk of acquiring STIs to be low may not 
use condoms and therefore leave them-
selves vulnerable to unwanted pregnancies. 
Promoting condoms as “dual protection” 
rather than only as “safe sex” may increase 
the uptake of condoms and protect both 
married and unmarried young people from 
STIs and unintended pregnancies.89  

Changing prices and incentives
Young people’s choices respond to changes 
in prices and incomes, as well as to the 
existence of health services. In rural Kenya, 
a randomized controlled experiment pro-
viding free uniforms (along with sex edu-
cation) signifi cantly reduced risky sex, as 
evinced by a drop in pregnancy incidence 
among schoolgirls.90 General poverty 
alleviation programs targeted at youth 
or families with youth can increase the 
opportunities available to young people, 
and conditional cash transfers can provide 
additional incentives for healthy choices. 
The Oportunidades program in Mexico 
provided incentives for young people to 
remain in school, where they received 
health information and periodic health 
services (see chapter 3). In addition to the 
benefi cial effects on schooling, the pro-
gram led to reduced smoking and alcohol 
consumption for all youth, and an increase 
in the age of sexual debut among girls.91

Most governments levy taxes on tobacco 
and alcohol, which increases prices. In gen-
eral, young people are more price-sensitive 
than adults.92 If the price of cigarettes rises, 
they are less likely to take up smoking, and 
those who have begun smoking are more 
likely to quit. In Indonesia, where the preva-
lence of smoking among men is high, 15- to 
24-year-old males were more responsive to 
cigarette prices than older males.93 Alcohol 
consumption also declines with increases in 
price. Among high school students in the 
United States, a 10 percent increase in the 
price of alcohol will reduce alcohol con-

sumption by 4–5 percent, and binge drink-
ing by 20 percent. There is similar evidence 
on the consumption of illicit drugs: a 10 
percent increase in the price of marijuana 
will reduce marijuana use by 5 percent; and 
price increases in marijuana, cocaine, and 
heroin reduce both arrests and hospital 
admissions associated with drug consump-
tion. Changes in prices can explain most 
of the observed changes in binge drinking 
and marijuana use by high school seniors 
between 1975 and 2003.94 

Cigarette smoking tends to be more sen-
sitive to price in low-income countries than 
in high-income countries. For example, it is 
estimated that a price rise of 10 percent for 
a pack of cigarettes reduces demand for cig-
arettes by 6–10 percent in China, and only 4 
percent in the United States.95 One reason 
for the difference could be that low-income 
countries have a larger share of young peo-
ple than high-income countries, and young 
people are more price-sensitive than adults. 
Poorer people are also more price-sensitive 
than wealthier.96

In addition to raising prices through 
taxation, comprehensive bans on advertising 
and product promotions, age restrictions on 
sales, and prominent health warning labels 
can reduce the consumption of tobacco and 
alcohol. Comprehensive bans on cigarette 
advertising and promotion reduced smoking 
in some high-income countries, although 
partial bans had little or no effect.97 Studies 
based on cross-country analysis fi nd no link 
between advertising and sales restrictions 
and reduced smoking.98 However, a study 
of 100 countries comparing consumption 
trends over time found that consumption 
fell much more steeply in countries that had 
nearly complete bans on advertising, com-
pared with countries with no such bans. 
Health warning labels on cigarette packs, 
though effective in reducing tobacco con-
sumption among adults, may not discourage 
youth from smoking, because they are more 
likely to buy single cigarettes than packs.99 

Young people are exposed to a wide vari-
ety of tobacco control policies, including 
advertising restrictions, health warnings, and 
prohibitions on the sale of tobacco to minors. 
There is little consistency in policies: some 
countries ban advertising without restricting 
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sales to minors; others ban sales to minors 
but do not restrict advertising. The inde-
pendent effect of each policy is diffi cult to 
identify. Interventions to reduce the con-
sumption of these potentially harmful sub-
stances are more effective if implemented 
jointly: for example, tobacco control is more 
effective if it includes both advertising bans 
and higher taxes.100

Policies to reduce consumption of harm-
ful substances can have unintended conse-
quences. In 1985, Russia restricted alcohol 
sales and raised the legal age for alcohol 
consumption. This dramatically improved 
life expectancy among men, but it also 
increased the use of harmful alcohol substi-
tutes (box 5.5). 

What if prevention fails? 
Helping young people 
deal with the adverse 
consequences of poor 
health behavior or misfortune
Despite good information and the freedom 
to make independent decisions, we are all 
susceptible to poor health outcomes. Occa-
sionally we make poor choices: in spite of 
the overwhelming evidence of the harm-
ful effects of tobacco, more than a billion 
people smoke worldwide.101 Occasionally 
we fall victim to the external effects of the 
private decisions of others, or to the failure 
of government to provide services, or we are 
coerced into making risky choices. A vital 
function of youth health services is to help 
young people overcome the adverse conse-
quences of risky health behavior. They may 
be addicted to tobacco or drugs, or infected 
with sexually transmitted diseases, or have 
an unintended pregnancy. They need sup-
port to recover to a healthy life: abortion 
services, sexual health services, maternal 
and child health services, drug rehabilita-
tion services. They also need cessation and 
rehabilitation programs to help them stop 
the behavior that is causing the harm. 

Programs to help youth 
overcome addiction
A supportive environment is needed to 
encourage tobacco consumers in their 
attempts to quit. Treating tobacco depen-

dence should be part of a comprehensive 
tobacco-control policy. Many people are 
able to quit smoking successfully on their 
own and with some guidance (box 5.6).102 
However, some young smokers might have 
developed a strong dependence on nicotine 
and could benefi t from nicotine replace-
ment interventions to address the physio-
logical aspects, such as tobacco dependence 
and tobacco withdrawal.103 

Strong evidence from controlled trials 
indicate the benefi ts of treatment for drug 
abuse, including signifi cantly fewer drug-
related health and social problems. Those 
improvements translate into substantial 
reductions in social problems and societal 
costs, including reduced crime, violence, and 
incarceration.104 Many countries—primar-
ily in Asia and the former Soviet Union—
are introducing methadone maintenance 
therapy and needle and syringe exchange 

In 1985, President Gorbachev implemented 
anti-alcohol legislation to limit alcohol 
sales and raise the legal purchasing age to 
21. Alcohol consumption fell, but only by 
26 percent, despite a 63 percent decrease 
in sales. The consumption of unregistered 
alcohol, including moonshine, nearly 
doubled, and increases were also seen in 
substance abuse and related poisoning, 
especially among youth. 

Overall, life expectancy among males 
improved. Even so, the law was repealed 
after three years. With the liberalization of 
alcohol sales and relaxation of administra-
tive controls, alcohol psychosis increased. 
Surveys show a substantial increase in alco-
hol consumption between 1992 and 1994, 
consistent with a sharp price reduction. 

Source: World Bank (2005d).

B O X  5 . 5   Russia limited the sale of alcohol, and deaths 
and illnesses fell

In New Zealand, as in many countries around 
the world, mobile phone ownership is 
high and text messaging very popular. An 
intervention in New Zealand used text mes-
saging to help youth quit smoking. Informa-
tion on individual participants was used to 
create personalized text messages providing 
advice, support, and distraction. Participants 
could also communicate with others with 
similar characteristics (“quit buddies”). 

Participants randomly assigned to a 
treatment group received fi ve personalized 
messages per day, those in a control group 

received general information only once in 
two weeks. All participants were between 
19 and 30, half of them female.

After six weeks, 28 percent in the treat-
ment group had quit smoking, more than 
twice the percentage in the control group. 
Given the widespread use of mobile tele-
phone technology, this type of interven-
tion might be easily replicated in different 
regions. 

Sources: Rodgers and others (2005) and Inter-
net Safety Group (2005).

B O X  5 . 6   Technology can help change young people’s 
behavior: Using text messages in 
New Zealand to reduce smoking 
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programs. There is similarly strong evi-
dence that these programs reduce the risk 
of HIV infection.105 Two international 
studies found that average seroprevalence 
decreased in cities with exchange programs, 
and increased in cities without them.106

Improving access to health 
services for treatment of 
sexually transmitted infections
More than 100 million STIs other than HIV 
occur every year around the world among 
people under 25 (fi gure 5.11).107 Most are 
easily treated, without severe or lasting con-
sequences, if diagnosed and treated early. 
Treating STIs prevents HIV/AIDS trans-
mission, because STIs facilitate the sexual 
transmission of HIV, particularly syphilis, 
chancroid, and genital herpes, which pro-
duce genital ulcers.108 Many infections, how-
ever, go unnoticed, especially among women 
and girls, who may show no symptoms or 
signs so mild that they are unrecognizable. 
In Nigeria, providing school students with 
STI health education and training providers 
(pharmacists and private doctors) to treat 

STI in adolescents increased the uptake of 
STI services among sexually experienced 
students and signifi cantly reduced the inci-
dence of STIs.109

Unmarried adolescents are often denied 
services in countries where premarital sex 
is frowned upon. In Ghana, services were 
denied to young or unmarried clients, and 
to married women who could not demon-
strate the consent of their spouses.110 Even 
where young people are legally protected, 
reproductive health services may be out 
of reach. In South Africa, many reproduc-
tive health services are not easily accessible 
by youth, and young people feel that facil-
ity staff are judgmental and hostile.111 In 
Nigeria, adolescents who contracted an STI 
would go to a traditional healer rather than 
use formal reproductive health services 
because of the high cost and low quality.112 

For these reasons, making clinics youth-
friendly—training doctors and nurses to 
deal with young clients, having clinic hours 
that are convenient for youth, and offer-
ing space where young people can consult 
with providers in privacy—may encour-
age young people to use health services for 
treatment. Evaluations of youth-friendly 
health services have so far not shown any 
evidence that they increase the use of health 
services by young people.113 The interven-
tions that do seem to increase their use of 
treatment services are health information 
that teaches them to recognize symptoms of 
STIs and referrals to trained providers, as in 
the Nigeria program.

Antiretroviral therapy (ART) can turn 
AIDS from a certain death sentence to a 
manageable (though severely unpleasant) 
chronic condition. Treatment remains pro-
hibitively expensive, and current interna-
tional efforts to provide ART are already 
overwhelming the capacity of many hard-
hit developing countries, even though only 
a small percentage of those clinically eligible 
for treatment actually receive it. Public pro-
vision of ART may be feasible and affordable 
in cases where the epidemic is limited.114 
There have been no well-controlled stud-
ies of the impact of treatment on preven-
tion, but some simulation models show that 
treatment can enhance the effectiveness of Source: Bankole and others (2004). 
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prevention.115 Other simulations caution 
that an exclusive focus on treatment will 
increase incidence, partly due to the neglect 
of other, more conventional interventions, 
and partly due to the incentive effects of 
treatment.116

Simulations in South Africa show that full 
coverage of ART could avert up to 1.7 mil-
lion deaths and 860,000 orphans by 2010.117 
Some empirical evidence suggests that ART 
will reduce the costs associated with hospital 
care and treatment of opportunistic infec-
tions due to AIDS. One study from Brazil 
estimated that ART averted 358,000 hospi-
tal admissions between 1996 and 2002, sav-
ing US$2.2 billion.118 HIV-positive injecting 
drug users, predominantly young, also ben-
efi t from ART treatment,119 but little atten-
tion goes to treatment and care for injecting 
drug users living with HIV/AIDS.120 Among 
those who do receive treatment, allocations 
do not favor youth.121

Providing access to emergency 
contraception and safe 
abortion services 
One potential outcome of unprotected sex 
is unplanned pregnancy. For unmarried 
young women, such pregnancies can bring 
immense social costs, especially in countries 
where family networks do not support out-
of-wedlock births. It is not surprising, then, 
that each year millions of young women 
undergo unsafe and illegal abortions. 
Women opting to terminate pregnancies 
using unsafe methods are predominantly 
young and unmarried, particularly in Sub-
Saharan Africa and Latin America and the 
Caribbean. In Sub-Saharan Africa, about 60 
percent of women who have unsafe abor-
tions are 15–24 years old. In Latin America 
and the Caribbean, young women make 
up about 43 percent of those who undergo 
unsafe abortions.122 In Kenya, Nigeria, and 
Tanzania, adolescent girls make up more 
than half of the women admitted to the 
hospital for complications following illicit 
abortions, adding to the costs of already 
under-resourced health systems.123 Access 
to safe abortion services is thus critical for 
young women to avoid further damage to 
their health. 

Not all unprotected sex has to result 
in an unwanted pregnancy (where young 
women are forced to consider abortion as 
an option). Access to emergency contra-
ception can effectively prevent unwanted 
pregnancy in such cases, but it is typically 
not provided as part of reproductive health 
services in developing countries.124 Even 
when young people know about emergency 
contraception, few are well informed about 
its use.125

Safe abortion services and emergency 
contraception are, however, highly contro-
versial in many countries. Where abortions 
are illegal or restricted, the percentage of 
unsafe abortions and maternal deaths aris-
ing from them tends to be very high. This 
is evident in Romania, where maternal 
death dropped dramatically when abortion 
was legalized.126 Where legalizing abortion 
is not feasible, the access for young people 
to modern contraceptive methods must be 
strengthened. 

Ensuring that girls have access to safe 
abortion services and postabortion care 
will greatly reduce the associated health 
risks of unplanned pregnancy. One pos-
sible approach is to link contraceptive ser-
vices (including emergency contraception), 
abortion, and postabortion care, making 
them part of maternal health service deliv-
ery.127 Access to postabortion care can be 
strengthened through outreach by trained 
midwives. Where the public sector cannot 
provide abortion or postabortion care, pri-
vate clinics are viable alternatives, if they are 
regulated to ensure safe procedures. 

Feedback effects of 
treatment programs
Do programs to cope with or mitigate the 
consequences of bad choices affect the deci-
sion to engage in risky behavior in the fi rst 
place? Can treatment programs have posi-
tive feedback for prevention? Or might there 
be negative feedback, or moral hazards? If 
so, can we design “incentive-compatible” 
interventions to minimize poor choices and 
still protect those with poor outcomes? 

There is some legitimate concern that 
providing second chances will encourage 
moral hazard—that is, if the costs of some 
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risky actions are not borne by individuals, 
they will behave more carelessly, or in a way 
that increases risks to themselves or others. 
For instance, health insurance may cause 
people to take greater risks with their health, 
or consume more health services than they 
would in the absence of insurance.128

No evidence suggests that the availability 
of emergency contraception will increase 
the incidence of unprotected sex. Of the 
women attending a family planning clinic 
in Pune, India, those who received pills and 
information were not signifi cantly more 
likely to have unprotected sex—and not one 
of these woman used emergency contracep-
tion more than once over the course of the 
year.129 In the United Kingdom, only 4 per-
cent of those using emergency contracep-
tion reported using it more than twice in a 
year, so they presumably were not using it as 
a substitute for regular contraception.130

It has been suggested that ART will dis-
courage risk aversion and increase risky sex-
ual behavior.131 Studies of men who have sex 
with men in Europe and the United States 
have shown that potent ART may induce 
both HIV-positive and HIV-negative men to 
engage in riskier behavior than they would 
in the absence of such therapies.132 A long-
term study of condom use in Kenya—dur-
ing a period when two reported “cures” for 
AIDS were announced and widely touted 
by government leaders—found that after 
each announcement, sex workers reported a 
substantial drop in condom use. Eventually 
the ineffectiveness of these drugs against 
AIDS became apparent, and condom use 
increased.133

The interventions affecting the health of 
young people can be loosely distinguished 
as those that affect the opportunities and 
capabilities for healthy choices and those 
that offer second-chance services for those 
who require assistance to cope or recover. 
Table 5.2 summarizes the evidence of inter-
ventions known to work in promoting 
youth health and those that are promising, 
but for which claims of effectiveness have 
yet to be verifi ed. 

Evidence indicates that young people do 
respond to policies that alter the set of avail-
able opportunities. This is most clearly seen 
in the impact on young people of changes 
in prices and incomes, such as the imposi-
tion of cigarette taxes and the distribution 
of conditional cash transfers. This chapter 
has argued, however, that the most sig-
nifi cant determinant of healthy behavior 
in youth—and of health in adulthood—is 
the capability of young people to make the 
right decisions.

Some health promotion interventions 
have changed behavior, such as sanitation 
and hand-washing—as has information 
provided to parents to improve the health 
of young children, such as breastfeeding. 
Behavioral interventions have empha-
sized health education, on the assumption 
that individuals lack information and that 
more information will allow them to make 
healthier choices. A key policy recommen-
dation in countries where information is 
missing, or misinformation rife, is to estab-
lish standards and provide information 
about behavior and consequences. As table 
5.2 shows, school health education varies 
greatly around the world. In some regions, 
information on HIV is provided only in 
secondary schools, after many young people 
have become sexually active.

As this chapter has shown, information 
is essential to healthy decision making; but 
it may not be suffi cient, especially for deci-
sions about such private issues as food and 
sex. Behavior in these areas is extremely 
diffi cult to infl uence. More evidence will 
improve understanding and the design of 
policies. In these diffi cult areas, experi-
ence provides three clear directions about 
health information campaigns. First, target 
younger people rather than older youths: 
information about safe sex has a stronger 
and more lasting impact if delivered prior 
to the initiation of sexual activity. Second, 
repeated exposure to health messages is 
more effective than one single exposure. 
Third, provide specifi c information that 
addresses the real problems facing young 
people. This is best seen in the program in 
Kenya that provided specifi c information 
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to young women on the higher HIV preva-
lence in older partners.134 

Second-chance health services—espe-
cially legalized abortion, harm reduction 
for injecting drug users, and STI treat-
ment—are essential to minimize the adverse 
consequences of poor decisions and poor 

environments. The benefi ts of these second-
chance services accrue both to the young 
people served and to the broader society, in 
terms of reduced expenditure on curative 
care, lower infectious disease prevalence, 
and spillover effects on welfare, security, 
and economic growth. 

Table 5.2  Summary of policies to improve young people’s health and health behavior

Proven successful Promising but unproven Unlikely to be successful

Opportunities

Opportunities to make healthy choices

Providing services to 
change behavior

Treatment for depression and mental health

Sports programs and programs promoting physical 
fi tness

Youth centers (more likely to 
attract boys, older youth)

Using taxes, advertising 
bans, and sales 
restrictions

Price controls and taxes (for tobacco 
and alcohol)

Total advertising bans, restrictions on sales to 
minors (tobacco and alcohol)

Partial advertising bans on 
tobacco and alcohol

Capabilities

Strengthening ability to practice healthy behavior

School-based health 
education

Curriculum-based sex education combining 
basic reproductive health information with 
communication and decision-making skills 
(Namibia’s My Future is My Choice)

Curriculum-based programs providing 
culturally relevant information about risky sex 
and specifi c information about health risks 
(rural Kenya, randomized evaluation) 

Health education on tobacco, alcohol, and drug abuse

Health education promoting healthy diet, physical 
activity

Abstinence-only programs (to delay initiation of sexual 
activity)

Abstinence-only programs 
(to delay transmission of 
STIs, HIV, and pregnancy)

Mass media and social 
marketing 

Mass media campaigns combined with peer 
education and trained providers in Cameroon 
(Horizon Jeunes)

Social Marketing for Adolescent Sexual Health 
(SMASH) program in four African countries—program 
effective in increasing condom use only in Cameroon 
(no evidence of behavior change in Botswana, Guinea, 
and South Africa)

Radio, television plus telephone hotline and peer 
education— Sexto Sentido (Nicaragua), LoveLife (South 
Africa)

Program promoting only 
abstinence (to delay 
transmission of STIs, HIV, 
and pregnancy)

Second chances 

Minimizing consequences of risky behavior

HIV/AIDS and sexual 
and reproductive health 
services

STI treatment and counseling—increased 
use of private physicians to treat STIs in two 
cities in Nigeria (Benin City and Ekpoma)

Providing emergency contraception and 
abortion services

ART (to minimize consequences of HIV 
infection)

Providing postabortion care

ART (to prevent HIV transmission)

“Youth-friendly” sexual health and family planning 
health services

Treatment of addictions 
and cessation programs

“Harm reduction”—needle exchange, 
methadone substitution



Targeting disadvantaged youth
Brazil has a rich portfolio of public and 
private programs to expand opportuni-
ties, enhance capabilities, and provide sec-
ond chances to its youth. It is guaranteeing 
universal access to antiretroviral medica-
tion, part of an HIV/AIDS strategy that is 
considered to be an international model. 
In education, it is providing more funds to 
local municipalities to address high repeti-
tion rates and the poor quality of second-
ary school services. It has also begun to look 
for responses that cut across transitions and 
sectors, with the Bolsa Familia, ProJovem, 
Abrindo Espaços, and health education 
programs for males and females.

Bolsa Familia 

For so many overage students, the oppor-
tunity cost of staying in school is high. 
The perceived benefi t of staying in school 
beyond a few grades of primary is low and 
the forgone earnings can be signifi cant.5 To 
alleviate the opportunity and direct costs 
to attending school, Brazil was one of the 
fi rst countries to experiment with condi-
tional cash transfers for school attendance. 
Bolsa Escola (School Scholarship), emerged 
fi rst at the state level, and paid families a 
monthly stipend if all of their children ages 
7–14 attended school.6 School attendance 
increased more for benefi ciaries than for 
a control group. In 2001, the program was 
expanded to the national level and in 2004 
the federal government launched the Bolsa 
Família (Family Grants) program merging 
the Bolsa Escola with other conditional cash 
transfer programs.7 While an impact evalu-
ation of the Bolsa Família program is just 
starting, a 2005 study concludes that among 
the lower-income deciles, the stipend can 
make a difference of 11.5 percent in school 
enrollment. To expand the program to youth, 
the government has been discussing the pos-
sibility of adapting Bolsa Família’s education 
incentives by (a) providing bonuses for sec-
ondary school graduation, (b) increasing the 

value of the transfer for older youth to stay 
in school (recognizing the higher opportu-
nity cost), or (c) extending attendance con-
ditions to youth ages 16–18, which would 
capture secondary school enrollment (or a 
combination of the three).

ProJovem

The Brazilian government recognizes that 
young people who have left school may 
wish to further their education. In fact, 
approximately 20 percent of working youth 
return to school.8 The Educação de Jovens e 
Adultos program is an adult education class 
that focuses on literacy for adults and youth 
who have left school. In addition, a new pro-
gram—ProJovem—is being piloted. Going 
beyond literacy for youth (ages 18–24) 
who have left school, it instead offers a full 
curriculum that covers mathematics, lan-
guages, job preparedness, and citizenship, 
among other topics; a two-week volunteer 
project; and career and general support ser-
vices to youth while they are participating 
in, and shortly after leaving, the program. 

Abrindo Espaços

Social exclusion is hypothesized to be a driv-
ing factor behind youth violence. The Open 
School Program in Pernambuco, started in 
2000 as a partnership between local govern-
ment and UNESCO, keeps schools in the 
poorest and most violent neighborhoods 
open during weekends, offering children 
and youth an array of cultural and athletic 
activities to keep them off the streets and 
to allow them to express themselves in a 
peaceful manner. A UNESCO study shows 
that participating schools have experienced 
a 60 percent reduction in violence.9 The 
program, now known as Abrindo Espaços 
(opening spaces), has since been expanded 
to Rio de Janeiro, Bahia, São Paulo, and 
Rio Grande do Sul, and is showing positive 
results.10  Also, schools that entered the pro-
gram earlier had greater success, suggesting 
increased impact over time.11 

Brazil, an industrial power with the largest 
population in Latin America and the Carib-
bean, has made big strides in reducing the 
poverty that continues to affl ict millions 
of its people. Brazil’s literacy and tertiary 
enrollment rates are on par with other Latin 
American countries such as Colombia and 
Mexico, but averages mask the disparities 
that affect millions of poor young people.1 

• Youth (15–24 years old) from the poor-
est decile (10 percent) of families have 
a formal sector employment rate of 4 
percent, one-eighth the national average 
for the age group—and barely a tenth of 
the national average employment rate of 
adults. In contrast, those from the richest 
decile have a formal sector employment 
rate of 50 percent, one-third higher than 
the national average for the age group.2

• Youth from the poorest decile of families 
have a 14 percent illiteracy rate, three times 
the national average (by age 12, half the 
youth from the poorest families have left 
school). The corresponding rate for those 
from the wealthiest decile is 0.3 percent. 

• By age 14, young women from poor 
neighborhoods have begun their tran-
sition to motherhood—compared with 
age 17 among girls from the wealthiest 
households.3 

Because inequalities of opportunity 
are easily transmitted across generations, 
investing in its young people is key to Bra-
zil’s long-run poverty reduction strategy. 
A recent analysis of the main household 
survey indicates that more than a fi fth of 
the total earnings inequality in Brazil can 
be explained by four variables: parental 
schooling, father’s occupation, race, and 
region of birth,4 with the human capital of 
the parents most important. 

Brazil is trying to address these inequali-
ties by targeting disadvantaged youth directly 
and by coordinating the actions of diverse 
providers.

Persistent inequality is one of the most important concerns in an economy that is otherwise growing and making progress in 
reducing poverty. Inequality in human development outcomes among Brazil’s youth endangers future progress. In particu-
lar, a shortage of labor market and educational opportunities for vulnerable groups reinforces the intergenerational trans-
mission of poverty and leads to continuing inequality. Brazil is developing a cross-sectoral approach to break this cycle.

spotl ight Addressing disparities among Brazil’s youth
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Health education

Given early sexual initiation among youth 
combined with risky sexual behavior (as 
defi ned by the lack of use of contracep-
tives), programs addressing youth are of 
particular importance in preventing teen-
age pregnancies and the spread of sexually 
transmitted diseases. In 2003 the Ministries 
of Health and Education launched a con-
troversial pilot program of condom dis-
tribution to schools in fi ve municipalities. 
In 2004 the program was extended to 205 
municipalities responsible for almost half of 
all HIV/AIDS cases in Brazil. The program 
has the additional benefi t of preventing 
teenage pregnancies, now accounting for 25 
percent of all births in Brazil. The program 
was expected to reach 900 public schools 
attended by about a half million students. 
While this particular initiative has not been 
evaluated, similar programs for the general 
population have been part of Brazil’s suc-
cessful strategy of curbing the fast spread of 
HIV/AIDS. 

Gender: Bring the boys in

Unsafe and early sexual behavior is often 
attributed to gender-related roles: boys 
attempting to prove their masculinity and 
girls without the bargaining power to nego-
tiate the situation. Rather than leaving the 
responsibility to girls, as in so many pro-
grams, Program H in Brazil has instead 
worked to give greater agency to boys by 
altering the way they think about gender 
roles and behaviors, with the hope of chang-
ing their sexual choices and expectations.12 

The program was evaluated in three of Rio’s 
favelas, two of which had the program and 
the third of which did not. The evaluation 
found that six months after the program 
ended, there was greater condom use among 
program participants, less incidence of new 
sexually transmitted infections, and a sig-
nifi cant improvement on the Gender Equi-
table Men scale,13 relative to the control site. 
While there were some shortcomings in the 
evaluation methodology, Program H’s expe-
rience shows that its approach is promising 
for healthy sexual behavior.14 

Coordinating policies 
to target poor youth in 
a highly decentralized state
Recently, Brazil has taken steps to enhance 
coordination among the various players in 
youth policy: 

• The recent creation of the Secretaria da 
Juventude (Youth Secretariat) allows 
for a central guiding body strategically 
positioned within the Secretaria Geral to 
facilitate collaboration across ministries 
and develop a national strategy. By focus-
ing on developing national priorities and 
guidelines to enable actions at the local 
level through technical and fi nancial 
support, it aims to leverage public and 
private budgets for maximum impact. 
Other ministries are also doing this with 
their own youth strategies. 

• The youth themselves are mobilizing at 
both the community and national lev-

els. The recently organized Vozes Jovens 
have developed a proposal for a national 
youth policy. This group of leaders from 
youth nongovernmental organizations 
(NGOs) both strengthens the NGO 
movement and gives youth voice on the 
national stage. 

• State and local governments have devel-
oped youth strategies and are channel-
ing federal and their own resources to 
local civil society organizations and 
private sector fi rms to implement pro-
grams. Better coordination between the 
state and local levels in terms of defi n-
ing target groups, priorities, and the 
division of labor at each level of govern-
ment would allow for greater effi ciency 
in the delivery of services. For example, 
the federal government of Brazil is 
using tax and expenditure incentives 
to municipalities and states to increase 
secondary school enrollment via a 
fi nancing mechanism known as the 
FUNDEB (Fundo de Desenvolvimento 
e Manutenção do Ensino Básico e Valo-
rização do Magisterio).

• NGOs are already very active in imple-
menting programs and giving feedback 
to government at all levels. Helping to 
align local priorities, further encour-
aging the work of the NGOs through 
incentives and support from govern-
ment (fi nancial and technical), and 
improving program design through the 
development of monitoring and evalu-
ation systems will further enhance civil 
society’s role.


