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I.  Introduction

The epidemiological and social survey data provide compelling evidence of the need to place a very high priority on addressing the problems of HIV and AIDS for youth in the region. The experiences of other regions inform us that the consequences for families, communities and nations of not acting decisively, and immediately, are likely to be severe.

The United Nations Population Fund (UNFPA) has taken the lead in developing a regional strategy for reducing the spread of HIV among youth and mitigate its impact on youth in the region. The strategy document presented here was developed with involvement and participation from a group of youth leaders from 18 countries across the region. Youth planners and leaders from the CARICOM member countries
 included CARICOM Youth Ambassadors, UNFPA Youth Advocates and other youth leaders. 

The strategy emerged from a 3-day Behaviour Change Communication (BCC) workshop for youth organised by the United Nations Population Fund (UNFPA) in partnership with United Nations Children Fund (UNICEF), UNIFEM, CARICOM and other partners. The aim of the workshop was to develop a behaviour change communication strategy and implementation plan that can be used by countries in the region to address and respond to HIV and AIDS for young people. As such, this strategy is comprehensive and must be tailored to meet the needs of the individual countries.
Priority groups: Participants in the workshop identified four priority groups for the strategy. They are: 
· youth generally; 
· young women; 
· adults (significant in the lives of youth); and 
· media.

Given their unique vulnerabilities, UNFPA is suggesting the inclusion of a fifth group: 
· young men. 
These five groups were identified based on research data presented at the workshop by youth presenters from Guyana, Jamaica, St. Lucia, Suriname and Trinidad and Tobago. The data presented represent the latest national and other surveys of youth sexual and reproductive health behaviours in the respective countries and were valuable in providing the context for understanding the factors that influence sexual and other health behaviours of youth in the region and helped to frame the HIV strategy.  

Although this strategy was developed based on the available evidence, individual countries will need to conduct their own situation assessments as they move forward to implement specific components of the strategy.  

In this strategy the terms 'youth', 'young people', and ‘young adult’ are used interchangeably. Youth is defined, here, as a person, male or female, between 15 and 24 years.  The term ‘adolescents’ when used, refers to persons in the 10-19 age group. 

Included in the group defined as ‘youth’ are persons who are sexually active and those who are not. The group includes in-school and out of school youth, employed and unemployed youth, youth who are married as well as those who are unmarried, and youth with and without special needs (persons with disabilities). Individual countries can tailor the strategy to meet the special needs of the respective group identified. The strategy does not seek to segment the youth population by age, sexual activity, pregnancy, marital status or any other variable. Such segmentation is expected to be addressed by the individual country when the specific behaviour adoption programme is being developed.   

II.  
Need for Behaviour Change and Development among Young People in the        
Caribbean

“Some groups think we are too young to know.

They should know we are too young to die.”

— Global Youth Partners Meeting

New York, September 2003

This chapter describes the health situation of young people in the Caribbean and justifies the need for sexual health promotion to achieve the adoption of healthy sexual and related behaviours. The information is based on epidemiological and social science data that illustrate the health trends and characteristics of young people in the region. 

1.  
Health trends and characteristics of young people in the Caribbean: a social 

and epidemiological diagnosis

The Caribbean has a unique face in the world’s health due to the diverse range of countries that make up the region. The differences can be found in the capacity of the health care systems that have an impact on the health of men, women and young people. Like the situation at the global level, the Caribbean has the largest youth generation in history: nearly half of all people are under the age of 25. This generation faces challenges and risks that impact directly on their physical, emotional and mental health and well-being. 

Diversity, notwithstanding, there are, at the same time, some trends in the region that characterize health and associated development problems. For example, apart from girls’ and young women’s physiological susceptibility to HIV infection, the relatively common practice of younger women in the Caribbean of establishing relationships with older men (who, by virtue of their age, are more likely to have acquired an STI including HIV) explains the fact that young women in the region face considerably higher odds of becoming infected with an STI than do young men. In many countries, sexual activity begins in the early teenage years and, in addition, a large group of men aged 15–29 years report multiple sexual partnership behaviours (Caribbean Technical Expert Group, 2004). 
Such trends as these are likely to provide the epidemic with momentum (UNAIDS). With the epidemic second in magnitude only to that in Sub-Saharan Africa (CAREC, UNAIDS, 2004), it is not surprising that HIV and AIDS have become major health and developmental concerns for the Caribbean region
Even as the HIV/AIDS epidemic is growing and becoming more prevalent among the younger age groups in the Caribbean, one must re-examine some of the related sexual and reproductive health issues. These include the very early initiation of sexual activity, unplanned pregnancy in the adolescent, adolescent parenting, incomplete education, gender relations and sexual violence. These are issues that need to be addressed if the effort to promote healthy behaviours, including safer sexual practices, among young people in the region is to be successful. Not to be ignored is the growing number of adolescents and young people who are affected by HIV and AIDS or infected from birth.  
2.   Sexual activity of young people in the Caribbean

A four-country study - A Portrait of Adolescent Health in the Caribbean - conducted by the World Health Organization (WHO) in the Caribbean in 2000 found that 42.8 percent of children in those countries had their first sexual intercourse before their 10th birthday. By age 16-18 years, about one in three sexually active young persons had had more than five sexual partners (PAHO, 2000). Most alarming, however, is the 48 percent of females and 32 percent of males who report that their first intercourse was forced or somewhat coerced (UNIFEM, 2003)
.
The initiation of sexual intercourse in adolescence, the increased probability of having multiple lifetimes sexual partners and the fact that often intercourse is forced or coerced, increases the risk of young people, especially females, of negative reproductive health outcomes. These outcomes may include contracting a sexually transmitted disease, including HIV and HPV, experiencing an unwanted pregnancy, or having complications of childbirth and other poor birth outcomes. In light of this, the promotion of safer sex practices and information sharing about practices which put people at risk and about ways of prevention, are intended to prevent sexual and reproductive health problems. 

3.  HIV/AIDS and youth 

According to CAREC, the Caribbean sub-region has the highest incidence of reported AIDS cases in the Americas. With 330,000 persons living with HIV at the end of 2005 (UNAIDS 2006), the region has an HIV prevalence rate of 1.6%. This is second only to Africa. It is estimated that 22,000 were children under the age of 15 years.

The AIDS epidemic claimed an estimated 24,000
 lives in the Caribbean in 2005, making AIDS the leading cause of death among adults aged 15–44 years. In the Caribbean Community (CARICOM)
 region, an estimated 240,000
 people are living with HIV, including the estimated 25,000
 new cases identified in 2005. It is estimated that more than 20,000
 people died of AIDS-related illnesses in the past year in this region
.
As a whole, the Caribbean is facing a generalised epidemic. HIV is well entrenched, with a national prevalence of at least 1 percent in 12 countries. Within the English- and Dutch- Speaking Caribbean, national prevalence figures range from 1% in Barbados, Jamaica and Suriname to 2% in the Bahamas, Belize, Guyana, and Trinidad and Tobago (CAREC, 2004). 

The most recent national estimates showed HIV prevalence among pregnant women reaching, or exceeding, 2 percent in five countries in the English- and Dutch- Speaking Caribbean, that is, Belize, Guyana, St Lucia, Suriname, and Trinidad and Tobago (CAREC, 2004). 

A CAREC report on the status and trends of the Caribbean HIV/AIDS epidemic between 1998-2002 (2004)
, indicates that the epidemic is becoming more prevalent among the younger age groups in the Caribbean. Seventy-three per cent (73%) of cases diagnosed were persons between 15 and 44 years. Close to 50% of these were between 25 and 34 years.  Adolescents and young adults are the most vulnerable group, with young women aged 15 to 19 at highest risk of becoming infected (CAREC, 2004)
.

While AIDS is the second leading cause of deaths in children aged 1-4 years, paediatric AIDS cases (children under 10) have been on the decline over the last 4 years due to increased access to Prevention of Mother-to-Child Transmission (PMTCT) service in the public sector (UNICEF, 2006). 
	Annual incidence rate of AIDS among 15 to 24 year olds (per 1,000,000)

2001/2002



	2001/2002
	Female
	Male
	F/M ratio

	Anguilla
	Z
	Z
	Z

	Antigua and Barbuda
	Z
	Z
	Z

	Aruba
	- - 
	- - 
	- - 

	Bahamas, the
	246.5
	35.2
	7.0

	Barbados
	- - 
	- -
	- - 

	Belize 
	348.8
	294.1
	1.2

	Bermuda
	- - 
	- - 
	- -

	Cayman islands
	Z
	Z
	Z

	Dominica
	- - 
	- - 
	- - 

	Grenada
	- - 
	- - 
	- - 

	Guyana
	- - 
	- - 
	- - 

	Jamaica
	201.1
	83.5
	2.4

	Netherlands Antilles
	- - 
	- - 
	- - 

	Saint Kitts and Nevis
	Z
	Z
	Z

	Saint Lucia
	Z
	Z
	Z

	St Vincent and the Grenadines
	- - 
	- -
	- -

	Suriname
	180.2
	87.3
	2.1

	Trinidad and Tobago
	- -
	- -
	- - 

	Turks and Caicos Islands
	- - 
	- -
	- - 


Notes: -- Data not available or not applicable. Lay - latest available year. q - One or more visits.

Italics are used when the data year is prior to the period shown. Z - Magnitude zero.

Source: Gender, Health, and Development in the Americas, Basic Indicators 2005, PAHO, UNFPA, UNIFEM

4.  Gender and HIV
Currently, more males than females in the Caribbean are HIV infected. Young women are particularly vulnerable, however, with such vulnerability reflected in the exponential increase in the number of them who are becoming HIV infected. In 2002, for example, the male-to female ratio was 2 to 1, up from 4 to 1 in 1985, reflecting the dramatic rise of HIV infection in women.
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In women 15 to 24 years old, the annual incidence of HIV is three to six times higher than in males in that age group. 

This trend can be differentiated across the region. In Trinidad and Tobago, for example, HIV infection rates are six times higher among 15–19 year-old females than among males of the same age. Earlier studies indicated that women younger than 24 years in the Dominican Republic were almost twice as likely and female adolescents 15-19 years in Jamaica were two-and-a-half times more likely to be HIV-infected, compared with their male

Gender distribution: reported AIDS cases 
in CMSs: 1982-2002
counterparts of the same age (UNAIDS, 2006)
. These statistics reflect social and cultural norms associated with timing of first sexual intercourse and sexual partnership and mating patterns. As indicated earlier, many young people have their sexual debut before their 15th birthday and there are increasing reports from across the region of young girls having sexual relations with HIV infected older men. Added to the factors driving increased HIV infection among young females is the high rates of forced sex and the frequent unsafe practices among adolescents. 
Data from sero-prevalence surveys of pregnant women show that HIV infection rates among women in the 15-24 age group are double the national average. CAREC estimates that during 2002, approximately 600 infants were infected with HIV by way of mother-to child transmission (MTCT). This assumes a median HIV prevalence rate of 1.5 percent among pregnant women
. Trends show a dramatic and constant increase of HIV and AIDS in women, and, concomitantly, their offspring through mother-to-child transmission (MTCT). As a consequence of this high heterosexual transmission of HIV, mother-to-child transmission (MTCT) now accounts for six per cent (6%) of reported AIDS cases in the region. 

5.  The link between HIV and AIDS and sexual and reproductive health 
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The predominant mode of HIV transmission in the Caribbean continues to be sexual (76%), with heterosexual transmission representing 65 percent of cases in 2002. The majority of HIV infections among youth in the region, therefore, are sexually transmitted. As such, the infection is associated with unprotected sexual activity, and has important implications for unplanned pregnancy, childbirth and breastfeeding practices. 
Common sexually transmitted 
infections (STI) considerably increase the likelihood of HIV transmission. They also have other reproductive health consequences such as, chronic 
A Framework for Priority Linkages WHO, UNFPA, UNAIDS, IPPF, 2005
pain, infertility or life threatening ectopic pregnancies. 
Data on STIs in the Caribbean region, especially for young people, are scarce. The WHO estimates that, globally, at least one third of the more than 333 million new cases of curable STIs each year occur among adolescents and young adults. Young people are also substantially more likely than adults to become re-infected after having been treated (UNFPA, 2003)
. 
The interactions between sexual and reproductive health and HIV and AIDS are now widely recognized (see Box). In addition, sexual and reproductive ill-health and HIV and AIDS share root causes. Included among these are poverty, social marginalization, gender inequality and desire for money and material possessions. For these reasons, HIV and AIDS can not be perceived of as an isolated problem. Rather, it should be placed in the broader context of sexual and reproductive health problems and issues that affect the health and well-being of youth in the region. These links assume particular importance when attempting to define policy and programme responses for HIV and AIDS.  
6.  Pregnancy and pregnancy outcomes in adolescence

Across the region, pregnancies among adolescents, that is persons aged 15-19 years, most of which are unplanned, account for a significant proportion of total annual births. Currently, close to 20 percent of annual births in Jamaica are to females younger than 20 years. The fertility rate for adolescents is 79 births per 1,000 women in Jamaica, down from 112 per 1,000 in 1997 (McFarlane, 2005). This figure stands at 57 per 1,000 women for Saint Lucia. 

Although research is scant, abortion rates among teenagers are thought to be very high in many of the English- and Dutch-speaking Caribbean countries. The Alan Guttmacher Institute estimates that the Latin America and the Caribbean (LAC) region taken together accounts for 9 percent of all abortions globally. The LAC region is preceded by Africa (11 percent), Europe (17) and Asia (58 percent). In terms of unsafe abortions, the estimate for the Latin America and Caribbean is 3.8 million, preceded by Africa (4.2 million) and Asia (10.5 million)
. 

These figures, unsettling as they are, may not reflect the real situation as underreporting is one of the key challenges associated with abortion in the region. With the exception of Barbados and Guyana, where a pregnancy can be legally terminated under certain specific circumstances, pregnancy termination in the region is not legal. 

Anecdotal evidence suggests that illegal does not necessarily mean unsafe. However, the chances of unsafe abortions are increased where the practice is not sanctioned. An unsafe abortion can result in injuries, illness or lifelong disability and, globally, it is one of the largest contributors to maternal mortality. 
Lack of access to modern contraception is also implicated in the matter of unplanned pregnancy among adolescents and youth. In most countries in the region, the age of majority for medical services is 18 years. What this means is that youth younger than 18 years of age are required, by law, to obtain parental consent for sexual and reproductive health services. One of the contradictions is that adolescents, in most countries in the region, can give their consent to sexual intercourse at age 16 years. A number of Governments have begun to develop policy guidelines that will address this anomaly
.  

	Percent of women in age groups (15-19) and (35-49)

 who gave birth (2004) 


	2004
	15-19 years
	35-49

	Anguilla
	- - 
	- -

	Antigua and Barbuda
	- -
	- -

	Aruba
	- - 
	- - 

	Bahamas, the
	6
	2

	Barbados
	4
	1

	Belize 
	9
	3

	Bermuda
	- - 
	- - 

	Cayman islands
	- -
	- -

	Dominica
	- - 
	- - 

	Grenada
	- - 
	- - 

	Guyana
	7
	2 

	Jamaica
	8
	2

	Netherlands Antilles
	4
	2 

	Saint Kitts and Nevis
	- -
	- -

	Saint Lucia
	6
	3

	St Vincent and the Grenadines
	6
	2

	Suriname
	4
	2

	Trinidad and Tobago
	4
	1

	Turks and Caicos Islands
	- - 
	- -


-- Data not available or not applicable.

Italics are used when the data year is prior to the period shown. 
lay: latest available year.

Source: Gender, Health, and Development in the Americas, Basic Indicators 2005, PAHO, UNFPA, UNIFEM

III. Contextual and Personal Factors that Influence Youth Sexual 

Health Behaviours 
Behavioural and Environmental Diagnosis: 
A Selected Review of the Literature
“A pattern of sexual bravado as a means to peer acceptance often continues into manhood” (Gary Barker)
The growing incidence of HIV among youth in the Caribbean is associated with a series of sexual and reproductive health behaviours and lifestyles of the youth themselves. These behaviours in turn are influenced by social and physical factors that are external to the individual (within the individual’s environment) and therefore often beyond the individual’s control. 
One of the steps in the effort to effectively respond to the problem of HIV is to identify the key environmental factors influencing the behaviours of youth in the region. This chapter describes some of these factors and their potential influences. The focus here is on gender and gender roles, definitions of manhood and fatherhood, and economic empowerment. In many cases, because of the absence of data for the Caribbean, we draw on literature from other regions that are culturally similar.
1.  Behaviours of importance
Several of the behaviours that directly affect the problem of HIV among youth were identified in the previous chapter. They include:
· Unprotected sexual intercourse
· Unprotected sexual intercourse with much older partners
· Unprotected sexual activity with more than one sexual partner – this may be serial monogamy or being in more than one sexual relationship at a time. 
· Forced sexual intercourse.
At least two of these behaviours are associated with the early initiation of sexual activity. The other behaviours are associated with sexual activity in relationships there is likely to be a power dynamic that does not favour the young person.  
2.  Environmental factors
(i)
Gender roles
A comprehensive study on “Men’s Issues in Development” with a particular focus on Latin America and the Caribbean, funded by the International Bank for Reconstruction and

Development / The World Bank
 shows that gender role norms are among the strongest social determinants of sexual behaviors (Correia & Bannon, 2006). In the gender and development literature, men appear very little, often as hazy background figures. ‘Good girl/bad boy’ stereotypes present women as resourceful and caring mothers, with men as relatively autonomous individualists, putting their own desires for drink or cigarettes before the family’s needs” (Barker & Richardo, 2005).

For example, the low enrollment of boys compared to girls in secondary and tertiary institutions across the region and the seeming underachievement of males in education have led some researchers to argue that the Caribbean man is being marginalized. Poor performance in education has been attributed to teaching environments which are counter to the educational interests of boys. It has been observed that boys tend to undervalue education and opt for quick financial returns in the labor market due to the social expectation and pressure placed on males to provide for children and spouses. Boys are socialised to operate in the public sphere, and girls in the private sphere, with penalties imposed on those who do not adhere to these norms of behavior (Chevannes, ?yr).

Sexual experience for young men in many cultures is frequently associated with initiation into manhood. This fosters a perception of sex as performance and a means by which to demonstrate masculine prowess. Young men in many cultures, in Africa and other parts of the world, experience peer pressure to be sexually active and have multiple partners in order to be seen as men. These sexual experiences are viewed among peers as displays of sexual competence or achievement rather than acts of intimacy. Moreover, the status that a sexually active young man attains among his peers can be more important than the intimacy that comes from the sexual relationship itself, and this pattern of sexual bravado as a means to peer acceptance often continues into manhood (Barker & Ricardo, 2005).

Consciously or subconsciously, women are complicit in the reproduction of masculinity. As mothers, grandmothers, aunts, sisters, girlfriends, sexual partners, or teachers, women come in contact with boys and men and directly and indirectly pass on messages on gender norms and expectations (Barker and Ricardo 2005). Young women influence men’s sexual behavior, for example, through negotiations about sex and condom use. Mothers influence the behavior of boys and men by relating messages on appropriate masculine activities and discouraging attitudes or behaviors they perceive to be associated with femininity, girls, and women.

Qualitative research from the Caribbean and Brazil has found that domestic violence is often seen as part of the social contract between men and women and their sexual relationship. If the man sustains the household, the woman is expected to take care of the house and be sexually faithful to him. Many men and women see violation of this contract on the part of the woman as grounds or justification for male violence (Barker, 2002).

In recent years, researchers have become speaking of the ‘feminization’ of the epidemic. Whereas in the early years of the epidemic in the region, the male-to-female ratio of persons with HIV was approximately 4 to 1 in 1985, in 2002, that ratio was 2 to 1, up from 4 to 1 in 1985, reflecting the increase in the infection rates among women. 
For reasons of biology, females are more susceptible than males to HIV infection. Biologically, the risk of infection during unprotected sex is two to four times higher for women than men. Young women are even more vulnerable than men because their reproductive tracts are still maturing. Any tear in the tissue will allow easy access to infection (UNFPA, 2003)
.
Socially, young women also face higher risks than young men. As indicated earlier, many adolescents and young adults have sexual relations with men much older than they are. Some female adolescents, for example, are attached to “sugar daddies” – men who are much older, relatively well-off and usually married, who support them in exchange for sex. More commonly, however, sexually active female adolescents may have sexual partners who are 2-10 years their senior who provide them with gifts, such as soap, perfume, meals and jewellery. Another example is girls in situations of poverty who may exchange sex for money, for school fees or to help their families. The older men in these relationships are from across the social and economic spectrum but the ones most often mentioned in the research are teachers, bus and taxi drivers, shopkeepers, and law enforcement officers. In these relationships, girls have little power to negotiate the use of condoms (UNFPA, 2003)
 in situations where their partners, because of age, would have had several sexual partners and therefore an increased likelihood of having an STI, including HIV.
(ii)  Manhood and fatherhood

The resounding affirmation from research on men in the specific area of HIV/AIDS and the broader sexual and reproductive health is that individual attitude and behavior change is difficult to achieve unless concomitant changes in social norms also take place (Barker, yr). Other researchers have suggested that individual men may face barriers to change or be resistant to change if people around them do not also change their expectations of men and manhood. One of the areas in which this is especially evident is the domestic realm that is traditionally perceived as the domain of women. In some settings, men’s participation in domestic chores may therefore imply loss of social status. 

In the matter of fatherhood, Barker suggests that it is important to confirm at the outset that there are varied social imaginations and definitions attached to fatherhood and normative ideas of what it means to be a father. These social constructions and the symbolism attached to them restrict our notions and filter our views of the issue. Many of the policy and programme initiatives that have emerged in the region have been framed around idealized, normative, or moralistic views of what being a father means—notions that may not be conducive to promoting family or child well-being or gender equity in the region. Current research is increasing our awareness of the social roles of men in the family regardless of their biological or legal connections to their children. 

Like participation in domestic chores, men’s decision to use condoms can also be influenced by social norms and perceptions about manhood. Research has further shown that young men may be belittled by peers for using condoms. Research in Tanzania, for example, shows that men compensate for feelings of inadequacy and despair by engaging in extramarital sexual activity, including with casual partners. Silberschmidt writes, “As one man put it, ‘if you cannot be a successful breadwinner, you can be a successful seducer’ (Correia and Bannon, ??). 

The few studies of men and fatherhood available in the Caribbean offer some insights into what children, including adolescents, think about their fathers and their fathers’ participation in their lives. In Jamaica, Ramkisson (2001) found that a majority of children in the study had generally good relationships with their fathers. Many children’s fathers are psychologically present in their lives, whether or not they live with them. Other studies, however, have found that children and youth have negative feelings or assessments of their fathers.

(iii)  Economic disempowerment

For young men and young women, economic disempowerment can have important implications for their sexual behaviour. Their choice of sexual partners and the relationships they establish as a result of financial need may put them at risk for STI, including HIV, infection. Although most research in this area comes from Africa, similar situations can be identified in the Caribbean. Studies from the African continent have shown that in the absence of economic and recreational opportunities, young men seek sexual relationships as a means to gain respect and social status which they may not gain through academic achievement or employment in well-paying jobs. The youth unemployment rates for the region are very high. Many boys, especially, drop out of school before completing their education and are therefore unable to command well-paying jobs. 
HIV/AIDS is a disease highly associated with poverty. A World Bank study of 72 countries showed that both low per capita income and high-income inequality were linked to high national HIV infection rates, and a $2,000 increase in per capita income was associated with a 4 per cent reduction in infections (UNFPA)
. The 2001 United Nations General Assembly Special Session on HIV/AIDS recognized that “poverty, underdevelopment and illiteracy are among the principal contributing factors to the spread of HIV/AIDS”.
(iv)  Human rights/ sexual and reproductive rights. 
Human rights are those rights that every human being possesses and is entitled to enjoy simply by virtue of being human.  They include, for example the right to health, the right to education, the right to food, the right to free speech and association. These rights embody the basic standards without which people can not realize their inherent human dignity. The issue of sexual and reproductive rights is of special importance for HIV and AIDS and youth.
As signatories to several United Nations Conventions
 that guarantee the right of children, adolescents and youth to quality sexual and reproductive health information and services, the Caribbean region has a responsibility to ensure that these conventions are honoured.   
Much has been achieved in the region in moving the rights agenda forward. Several countries have introduced school-based sexuality and HIV education at primary and secondary levels. Information for the out of school population is through mass media channels. Efforts are on-going to improve access to clinic-based services for persons who are 18 years and older. 

But more needs to be done. Lack of access to quality sexual and reproductive health services, especially for adolescents younger than 18 years is still concern.  There is also reported stigma and discriminatory behaviour at the institutional and general public levels for youth who are living with HIV, orphans and other children made vulnerable by HIV and AIDS (OVC), young men who have sex with men (MSM), and sex workers (SW).  These factors keep groups on youth who are in need of services from accessing services and have the effect of driving the epidemic underground.  

Educational and Organisational Diagnosis 

Selected Review of the Literature:
“Accurate information delivered at the right age within the appropriate context tends to encourage responsible behavior.” (UNFPA)
The initiation of sexual intercourse in adolescence, the increased probability of having multiple lifetime sexual partners and the fact that often intercourse is forced or coerced, increases the risk of young people, especially females, of negative reproductive health outcomes. These outcomes may include contracting a sexually transmitted disease, including HIV and HPV, experiencing an unwanted pregnancy, or having complications of childbirth and other poor birth outcomes. In light of this, the promotion of safer sex practices and information sharing about practices which put people at risk and about ways of prevention, are intended to prevent sexual and reproductive health problems. 

The health promotion literature as well as statistics on young people’s behaviour from different countries in the Caribbean, demonstrates clearly that, by itself, increased levels of information on how to prevent sexual health problems does not automatically lead to safer sexual behaviour. For example, the WHO study on Adolescent Health in the Caribbean (2000) illustrates that only 30% of females and 24% of males always use birth control although most of them knew about the need to use a condom at every sexual intercourse/ encounter. Young women and men who engage in various forms of transactional sex (exchanging sex for money, goods or other means of support) are at extremely high risk to HIV/AIDS because, although they may know about protecting themselves, they are often not in a position to negotiate condom use (UNIFEM)
. 

UNFPA states that “accurate information delivered at the right age within the appropriate context tends to encourage responsible behavior”. This means that information in itself is not enough for promoting healthy behaviour and safer sex. An appropriate context implies, first of all, an environment free of stigma associated with being sexually active. Further, leading a healthy and productive life, given the challenges that many young people face, requires access to appropriate information, counseling and services, as well negotiation/decision-making and interpersonal skills. Different social and cultural realities create both challenges and opportunities for achieving this: sexual behaviour and the norms associated with it vary from one society to another (Pauline Russell Brown). The norms are determined by culture –religious mores and beliefs, the legal and ethical norms- and may be in constant conflict with individual needs and desires (ibid.) 
1.   Knowledge and sexual behaviour: the current situation  

What do the surveys tell us about youth sexual behaviours? Youth attending the workshop on Behaviour Change Communication, organized for young people and experts from  countries in the English & Dutch Speaking Caribbean presented data from recent Behaviour Surveillance Surveys (BSS) and sexual and reproductive health Knowledge, Attitudes, Behaviour and Practices (KABP) surveys of young people. Data presented from Jamaica and Guyana, derived from focus group discussions which included out of school youth. This group appears to particularly vulnerable as they engage more easily in commercial sex work, they often lack family and social support as well as proper education and understanding of the risks they encounter.

These data show that, in general, the knowledge about HIV/AIDS and related sexual health problems among young people across the region is high. A majority of young people knows how to reduce the risk of getting infected or infecting others. They also know how to prevent unwanted pregnancies (by using condoms and contraceptives or, a less used option, by abstaining
 from sex). Even though it can be improved, there is common knowledge on how to disrupt the action of HIV by taking antiretroviral (ARV) medication. 
In some Caribbean countries, a large group of young people still identifies HIV as a “homosexual” disease. This can be dangerous bearing in mind that the majority of HIV infections are through heterosexual contact. In some countries, the willingness to live with a person infected with HIV/AIDS is low, suggesting a prevailing climate of stigma and discrimination of persons with HIV. A summary of some of the trends observed in the survey data is presented in Box 1.

	 Box 1:  Summary of Trends Observed in National BSS and KABP Surveys 

Knowledge of HIV/ Safer Sex

· High level
 of knowledge that unsafe sex is the main way by which HIV is transmitted (St. Lucia, Guyana, Suriname, Barbados)

· High level of knowledge of the link between HIV and sexually transmitted infections and the possible ways HIV is transmitted (St. Lucia, Barbados)

· Quite high level of comprehensive knowledge about AIDS. The exception - that taking medicines (ARVs) can reduce risk of transmission from mother to unborn child (Guyana)

Perception of Risk

· Large group of youth (male, female) perceive no personal risk of HIV infection (Suriname)

· Doubt being at risk for contracting the virus (St. Lucia)

· Youth engage in risky behaviour; they have an unclear understanding of substance use (mainly alcohol) and their increased vulnerability to SRH problems (Belize)

· Much of the health behaviour is based on myths (Belize, Guyana)

· Multiple sexual partners, mainly among males (Belize, Guyana, Suriname, Barbados)

Condom/Contraceptive Use

· Use of contraceptives is low (Belize) and generally higher at the most recent sex than at first sex (Suriname)

· The use of contraception is seen as a decision that is made by both partners (Belize, Barbados)

· Condom use is common among both males and females, yet not consistent (large disparities between ‘sometimes’ and always’ use a condom) (Barbados)

· High knowledge of condom use, abstaining and having one sexual partners as way of prevention, yet low use of condoms (St. Lucia, Guyana, Barbados (49% said would have sex without using a condom))

· Rather use a condom than abstain (St. Lucia)

· Males less likely to use a condom with a non-commercial sex partner than with a commercial sex partner (Guyana)

· Males more likely than females to initiate condom use (Guyana)

Testing

· Quite high number of respondents reported that VCT sites were available, but quite low number had ever had a HIV test (Guyana, St. Lucia)

Stigma/ Discrimination

· Quite high level of stigma and discrimination (St. Lucia), yet youth respondents quite willing to take care of HIV infected relatives (Guyana, St. Lucia)

· HIV still seen as a homosexual disease (St. Lucia)

Sources of Information

· Hotline not commonly used (St Lucia)




These data indicate that several young people across the region continue to engage in behaviours that put them at risk for HIV, unplanned pregnancy and other negative reproductive health outcomes. Condom use, while common, is not consistent.  Young people are engaged in substance use, the use of contraceptives and the practice of going for an HIV test is not common, even though they think that VCT needs expansion. In one of the surveys, while several young people said that everyone in society should address the problem of HIV/AIDS, as individuals, they did not intend to change their lifestyles.  
The above information provides some evidence of a large gap between what individuals know and how they behave sexually. It shows that HIV infection, and the common end point, AIDS, as well as other, related, sexual health problems such as unplanned pregnancies, are not only biological events; they are outcomes associated with structural, environmental, biopsychological, personal, economic and political factors (CAREC)
.

2.  Barriers to accessing services – important risk factors
While young people face greater reproductive health (RH) risks than adults, they are less willing and able to access RH services. Lack of awareness, inadequate information, and significant barriers posed by providers' negative attitudes fuel the perception that they are not welcoming to young clients. The UNIFEM study on Gender and Health in the Caribbean (2003), shows that access to adolescent reproductive health services remains a challenge in several countries in the Caribbean. 
Treatment of HIV is seen as a major challenge in particular in the Caribbean. While several countries and territories provide treatment for all people living with HIV/AIDS (including Barbados and Cuba), countries like Belize, Trinidad and Tobago, Dominica and Jamaica report that PLWHA have difficulty accessing anti-retroviral therapy. In addition, stigma and discrimination still act as deterrents to all people infected and affected by HIV and AIDS in the Caribbean. Stigma and discrimination not only impacts an individuals’ day-to-day life but also impacts an individuals’ ability to seek treatment in a health care system which does not respond appropriately to individuals living with HIV/AIDS. 

Cost: One of the most basic requirements for individuals to protect themselves and those around them from becoming HIV infected is to know their own HIV status. In recent studies, Dominica cited the cost of HIV testing as a barrier to individuals knowing their HIV status. In addition to cost, confidentiality is also a factor in individuals’ decisions to seek HIV testing services, especially in small Caribbean countries, such as Guyana and Suriname (UNIFEM). 

Policies and laws: Existing legislation on access to contraceptives in some countries is often in contradiction, or not fully in line with the agreements in the International Conference on Population and Development (ICPD). In Suriname, for example, according to the Legislation it is a crime to expose any material or give any information about sex and sexual activity to young people under 16 years
. Overall, legislation on protection and acknowledgement of sexual and reproductive health and rights of adolescents is absent. In practice however, adolescents are sexually educated through mass media, schools and special programmes. In all primary and secondary schools sex education is included in the curricula, as part of the courses ‘nature education’ and ‘biology’. 
IV.  
Factors that Influence Sexual Health Behaviour: A Theoretical Framework
Sexual health promotion aims to enable people to increase control over, and to improve their sexual and reproductive health. By so doing they can achieve a state of positive well-being by improving personal skills and their ability to make choices. Numerous individual, social, cultural and economic factors can constrain or promote the individual’s abilities to control health (Russell-Brown, 2003).
The physical reproductive health outcomes of young people identified earlier as well as the emotional and social health outcomes are determined by a composite of factors. Included among these are personal (individual) factors and behaviours, social relationships, physical environment (incl. home, community and school), economic development, and access to appropriate quality care/services. 
A given reproductive health outcome for the individual, whether physical, emotional or social, is determined by a set of behaviours that in turn are a function of the collective influence of three sets of factors on that individual – predisposing, enabling and reinforcing. In the case of STI/HIV infection for youth, predisposing factors may include knowledge, beliefs, values, attitudes, physiological development, confidence, self-efficacy, age, sex, socio-economic status or cognition. Enabling factors include availability and accessibility of appropriate prevention programmes, care and support and health resources, and quality of IEC and clinical services. Reinforcing factors may include attitudes, values and behaviours demonstrated by peers, parents and other family members, partners, school, community leaders, employers, health care providers, decision-makers and the media.
The multi-faceted context of sexual and reproductive health problems for young people in the Caribbean demands, therefore, a comprehensive approach. The factors mentioned earlier are only a few of the broad range of determinants of sexual health behaviours. A combination of these individual, social and economic determinants help fuel risky sexual behaviour or, used carefully, can be used to influence more positive behaviours and practices in youth.  The following section provides examples of how these can be organised into an intervention approach to achieve stated goals.   
V. Towards an Intervention Strategy for Behaviour Adoption 
1. Long term goal of the strategy

This long term health goal is based on the input from the BCC workshop. It reflects, in the main, goals of the national strategic plans of several countries. Achievement of this goal is considered as very crucial for enhancing the quality of life of young people in the English- and Dutch- Speaking Caribbean. 

With a current HIV prevalence rate of 1.6% in the Caribbean, 73% of cases diagnosed in the period 1998-2002 occurring in persons between 15 and 44 years, with close to 50% of these cases being persons between 25 and 34 years, reducing the incidence of HIV is considered the most urgent health problem. 

	
National Long Term Goal

Rate of HIV infections among young people aged 15-24 years in the English- and Dutch Speaking Caribbean decreased by xx percent in the next five years.  

Interim Goals may be written to reflect: Increased condom use, or, Improved access to confidential services, or, Reduced levels of stigma and discrimination for MSM or youth living with HIV, or Reduce rates of serial monogamy.



Persons aged 15-24 years are among the most sexually active. They are in their prime reproductive years. This goal, if achieved, will impact HIV rates as well as STI, and unplanned pregnancy rates regionally. In the long term, one should see a reduction in the MTCT of HIV and a decrease in the number of orphans and children made vulnerable by HIV. This goal seems consistent with the mandate of the governments (and National AIDS Programmes) to improve the health status of young people in this area. 
Subgoals 

Sub-goals have not been developed in this strategy document. The recommendation is that these are best developed at national level based on national data and circumstances.

2.  Health behaviours

The Behavioural diagnosis identified four behaviours that are directly linked to the health goal:

1) Increasing the correct and consistent use of condoms

2) Delaying sexual initiation

3) Reducing the number of sexual partners

4) Reducing the practice of unprotected sexual intercourse
The causal impact of these behaviours on the health goal is considerable. Studies from family planning organisations in the Caribbean illustrate that condom use, sexual delay (abstinence), the reduction of the number of sexual partners and the frequency of sexual initiation are behaviours that, within the appropriate context, are realistic and effective. 
All four behaviours are important to address. However, taking into consideration the economic and socio-cultural context of poverty, unequal gender relations and the perception of manhood in the Caribbean, discussed earlier, condom use and the delay of sexual initiation might be most effective in achieving the goal. There is evidence, for example, that young people who delay their sexual debut until late adolescence or early adulthood have fewer lifetime sexual partners, are more likely to use protection at their first sexual encounter and have fewer STI infections and unplanned pregnancies.

 2.2. Environmental diagnosis
· Condom use in society, and by gender

· Early initiation

· Rate of partner change

· Concurrent partners

· Sexual practices and beliefs

Behavioural objectives

The behavioural objectives listed below are based on the inputs from the workshop. The objectives aim at specific groups (target groups). 

Priority Groups:

Since individual behaviour is influenced by factors unique to the individual as well as factors in the individuals' environment, we also need to address the non-personal factors that influence the behaviour of the young of age 15-24 in the region. Five priority (target) groups were identified based on analysis of the data. 

· Young people (youth)

· Female youth (sub-groups may include: females youth with disabilities, female youth sex workers, out of school female youth, female youth employed in the tourism sector, etc.)
· Male youth (sub-groups may include: males with disabilities, youth MSM, out of school unemployed male youth, etc.)  
· Adults (sub-groups may include: parents, health care providers, religious leaders, grandparents, teachers, etc.)

· Media (radio, television, DJs, print media, etc.)
The last two groups are considered important in influencing, positively or negatively, the environment of the individual youth (male and female) and so must be the target of efforts if the goal is to be achieved. Note that each group is only broadly defined in this strategy. More specific definition is required for the individual country, for example young women might be defined in Country A as 'young women with physical disabilities' and the appropriate interventions developed. 

Suggested Behavioural Objectives for each priority group

	Priority Group: Young people (youth)

Behavioural objective: 

Increase correct and consistent use of condoms among youth age 15-24 by xx percent within 5 years.  




	Priority Group: Young women (<24 years)

Behavioural objective: 

Increase number/ proportion of young women who know how to negotiate to use condoms each time they engage in sexual activities.



	Priority Group: Young men (<24 years)

Behavioural objective: 

Increase number/ proportion of young men who use condoms each time they engage in sexual activities.

Increase the number/ proportion of young men who only have one sexual partner.




	Priority Group: Adults (parents, health care workers, teachers)

Behavioural objective: 

· Improve confidentiality among health care personnel 
· Increase number of parents that initiate and facilitate discussions with their children on sexuality related topics



	Priority Group: Media

Behavioural objective: 

· Increase airing of positive health promotion, and in particular safer sex messages, by xx percent
· Reduce number of messages that contradict safer sex health promotion messages



3.  Identifying Determinants
The factors that influence the behaviours, also referred to as determinants, can be distinguished as Risk and Protective factors (otherwise referred to as Predisposing, Enabling and Reinforcing factors).  

· Predisposing factors are experiences or circumstances that are in place before the behaviour takes place that provide rationale or motivation for the individual to perform the behaviour.

· Enabling factors are experiences or circumstances that are in place that facilitate the performance of an action. 

· Reinforcing factors are factors or circumstances that occur after the behaviour is performed and that provides continuing reward or incentive for the behaviour; these factors contribute to the persistence or repetition of the behaviour. 

The determinants identified below are based on the literature as well as the inputs from the BCC workshop. Determinants are identified in different domains - policy, community, family, peer group, individual, etc. As well, the exercise allows one to identify factors (determinants) that operate in the particular context as risk and well as protective factors.

	Target: Young people

“Increase correct and consistent use of condoms among youth age 15-24 by xx percent within 5 years” 

Predisposing factors –Individual and Intrapersonal 
Young people:

· Take greater risks in general, including unprotected sex, due to their low perception of risk, sense of invulnerability 
· Young women, for biological and cultural reasons, are more susceptible to becoming HIV infected 
· Knowledge is often insufficient or based on misinformation (mainly among disadvantaged groups) 

· Little knowledge of the available services 
· An unclear understanding of substance use (mainly alcohol) and their vulnerability to SRH problems, 

· In disadvantaged socio-economic circumstances, they are vulnerable to sexual exploitation for favors and financial support 
· Lack the skills to negotiate condoms; they have a low level of confidence and self-efficacy
· Poor understanding of their changing bodies and needs
· Insufficient awareness of the risks associated with early pregnancy and STIs/HIV 

· Belief that RH services do not provide condoms or condoms are not intended for them

· Fear that parents may disapprove being sexually active when they discover youth condom use

· Shame when buying condoms

· HIV still seen as a homosexual disease 
· Young men think they have to prove their masculinity by being sexually active at an early age and, in some countries, with several partners

· Association of condom use with reduced sexual pleasure
Enabling Factors - Institutional, public policy 

· Availability of resources and services that enable condom use
· Policies and laws that enable young people from 15 years of age to access condoms and information on condom use and safer sex behaviour
· Youth friendliness (appropriate, accessible and affordable) of condoms outlets
· Availability and accessibility of appropriate youth friendly prevention programmes
· Skill development programmes for in and out-of-school youth
· Cultural relevant programmes that improve condom use and negotiation skills
Reinforcing Factors –Interpersonal, community, public policy
· Young men are supposed [by the community] to engage in sexual behaviour at an early age and, in some countries, to have multiple sex partners
· Parents say that girls are not supposed to use a condom 
· Typical gender roles in sexuality defined by the community
· Poor family circumstances force children to engage in commercial or transactional sexual activities
· Traditional, often cultural barriers: taboos and myths 
· The role of traditional leaders in behaviour of individuals in the community
· Religious traditions that say that sex is only for reproduction within marriage
· Peer influence and pressure
· Role and attitude of the partner in decision-making: trust and respect 
· Attitude and values of the school (teacher and guidance counsellor) in sexuality education
· Confidentiality and youth-friendliness of health care providers
· Decision-makers’ attitude and role in safer sex policy development
· Stigma and discrimination.


	Priority Group: Young women (<24)

Behavioural objective: 

Increase number/proportion of young women who know how to negotiate to use condoms each time they engage in sexual activities by xx percent

Predisposing: Inter-personal, home, family 

· Young women are less able to resist sexual pressure and coercion 

· Lack of knowledge and awareness of consequence of not using a condom
· Women’s perception of role in relationship
· Perception to have children in attempt to keep the man
· Financial dependency 
· Low self-esteem
· Feeling of embarrassment when purchasing condom
· Feeling of shame when seeking counseling on safer sex or ways of delaying initiation

· Situation at home: absenteeism of parents and support structures

Enabling factors – public policy
· Accessibility of services that provide condoms to women
· Availability and accessibility of appropriate prevention programmes
· Skill development programmes for women 
· Cultural and gender relevant programmes that improve condom use and negotiation skills
· Women’s reproductive rights ensured in laws and policies

Reinforcing Factors –Interpersonal, community, public policy
· Parents say that girls are not supposed to use a condom 
· Typical gender roles that place women in a subordinate position defined by the community
· Challenges of using condom in commercial/ transactional sexual activities
· Traditional, often cultural barriers: taboos and myths in condom use 
· The role of traditional leaders in behaviour of women in the community
· Religious traditions that say that sex is only for reproduction within marriage
· Role and attitude of the male partner in decision-making: trust and respect 
· Confidentiality and youth-friendliness of health care providers
· Decision-makers’ attitude and role safer sex policy development
· Stigma and discrimination



	Priority Group: Young men (<24)

Behavioural objective: 

Increase number/proportion of young men who use condoms each time they engage in sexual activities by xx percent

Increase the number/ proportion of young men who only have one sexual partner.
Predisposing: Inter-personal, home, family 

· Young women are less able to resist sexual pressure and coercion 

· Young men expected to ‘play the field’

· Lack of knowledge and awareness of consequence of not using a condom
· Perception to have children in attempt to keep the man
· Financial dependency 
· Low self-esteem
· Feeling of shame when seeking counseling on safer sex or ways of delaying initiation

· Situation at home: absenteeism of parents and support structures

· Primary breadwinner in the family

Enabling factors – public policy, community
· Accessibility of services that provide condoms and education to women
· Availability and accessibility of appropriate prevention programmes
· Skill development programmes for men and women 
· Cultural and gender relevant programmes that influence attitudes regarding multiple partnerships 
· Men’s reproductive rights ensured in laws and policies

Reinforcing Factors –Interpersonal, community, public policy
· Peers say that men should have more than one partner
· Typical gender roles that indicate manhood is defined by the number of partners a man has
· Challenges of using condom in commercial/ transactional sexual activities
· Traditional, often cultural barriers: taboos and myths in condom use 
· The role of traditional leaders in influencing behaviours of men in the community
· Religious traditions that say that sex is only for reproduction within marriage
· Role and attitude of the male partner in decision-making: trust and respect 
· Healthy sexual communication between partners 
· Confidentiality and male-friendliness of health care providers
· Decision-makers’ attitude and role safer sex policy development
· Stigma and discrimination
· Media portrayal of manhood 



	Priority Group: Adults (Parents and health care workers)

Behavioural objectives: 

· Improve confidentiality among health care personnel 

· Increase number of parents who initiate and facilitate discussions with their children on sexuality related topics

Predisposing factors

· Parents are not well informed about sexuality issues

· Parents deny their children’s sexuality

· Love of the child

· Values and beliefs of parents

· Socio-economic status of parents

· Parents’ own sexual life situation

Enabling factors;

· Policies and laws that enforce confidentiality

· Protocols and guidelines on youth friendliness for health care workers

· Youth friendliness (appropriate, accessible and affordable) of condoms outlets
· Availability and accessibility of appropriate education programmes for parents
· Skill development in parenting  
· Culturally relevant programmes that promote condom use

Enforcing factors

· Young men are supposed [by the community] to engage in sexual behaviour at an early age and, in some countries, to have multiple sex partners
· Typical gender roles in sexuality defined by the community
· Traditional, often cultural barriers: taboos and myths 
· The role of traditional leaders in behaviour of individuals in the community
· Religious traditions that say that sex is only for reproduction within marriage
· Attitude and values of the community about parenting and fatherhood
· Confidentiality and youth-friendliness of health care providers
· Decision-makers’ attitude and role in safer sex policy development and youth friendliness of health services
· Stigma and discrimination



	Priority Group: Media

Behavioural objective: 

Increase airing of positive health promotion, and in particular safer sex messages, by xx percent

Predisposing factors

· Presentation of sexual images 

· Play an educating role

· Own values and beliefs according to identity

Enabling factors

· Freedom of speech 

· Policy development on sexuality as news item

· Creation of messages in safer sex promotion

Enforcing factors

· Attitudes about sexuality in the community

· Competition in creating messages

· Cultural taboos and myths

· Stereotyping gender roles

· Rewards by the public




4. Choosing Interventions

The most successful HIV/AIDS prevention programmes for young people are those that are built on the synergy of multiple interventions combined to provide a comprehensive prevention programme. Examples of this are observed in Uganda, Thailand, Brazil, and urban Zambia (UNAIDS)
. A combination of interventions needs to be implemented in order to meet the diverse needs of each group targeted. In this case - interventions that take account and address the determinants of the specific behaviours for the specific target group. The interventions should be culturally appropriate and age-specific. This needs to be elaborated in a follow-up workshop with experts and youth from the region.
Identifying possible approaches

Special action needs to be taken for young people who are most vulnerable and at-risk, and are often the least able to access the information, skills and services to decrease their vulnerability. There is evidence from several interventions around the world that interpersonal communication is critical for enabling behaviour adoption or change in young people. This may take the form of mentoring, peer-to-peer support or counselling. These interpersonal approaches are especially effective if supported by media/ mass media that provide consistent and accurate reinforcement of communication messages.  
Market segmentation

Young people are a diverse group, and their diversity must be considered when planning

intervention programmes. Intervention strategies should be tailored to the distinctive needs of young people’s based on their:

–   Age

–   Gender

–   Marital status

–   Schooling status

–   Sexual activity status
· Residence

–   Living arrangements (with one, two, or no parents)

–   Migration status

A number of suggestions for specific interventions to achieve the behavioural objectives for youth, young women and young men are presented below. These interventions have been formulated on the basis of survey data and other information presented at the BCC workshop held in St Lucia.

Adopting an ecological approach

Based on the assumption that success is more likely where the intervention is comprehensive, the suggested interventions focus simultaneously on (i) the individual to enable behaviour change/ adoption, on (ii) the factors in the environment that influence the behaviour and need to be changed, revised or further developed and (iii) the factors in the environment that are needed to sustain the newly developed behaviour.

The ranges of activities are options that can be chosen as potential interventions for the specific situation. 

More specific intervention approaches and elements can be identified at the country level. When discussed in a follow-up workshop, the feasibility of the intervention approach should be analysed to see what are the policies, regulations, resources, personnel attitudes and other barriers, and organizational and other political factors in the respective countries that could facilitate or hinder development and implementation of the programme. 

A. Behaviour Adoption - Young People

	Interventions to enable behaviour adoption among young people

	Behavioural Objective: 

· Increase correct and consistent condom use

· Delay of sexual initiation




	Health Goal:

To decrease the rate of HIV infections among young people in the English- and Dutch Speaking Caribbean within the age range of 15-24 with # percent in the next five years




	Determinants

	Intervention


	Lack of Quality information
	Poor Negotiation skills
	Economic situation

	Community outreach
	Community outreach
	Advocacy

	Activities: Provide quality information using culturally appropriate media or art form.

· Sport events

· Music events, rap, r&B, etc.

· Church socials

· Poster competition

· Edutainment
	Activities:

· Interpersonal communication by a trusted person
	Activities:

· Development of economic empowerment programmes; creation of jobs for youth

	Peer education
	Peer education
	Community outreach

	Activities:

· Drama

· Discussions at youth events (in and out of school)

· Discussion at school
	Activities:

· Drama

· Role plays in and out of school
	Activities:

· Development of social network for job creation for young people

	Sexuality education
	
	

	Activities:

· Role play

· Quiz

· Fish bowl
	
	

	Mass Media
	Mass Media
	

	Activities:

· Sending out the right messages on radio and tv

· Demystifying taboos and myths on radio and tv


	Activities:

· Development of messages by youth themselves that provide tools for improving negotiation skills
	


	Interventions in the environment to enable behaviour change and adoption - young people


	Determinants


	Policies and laws
	Youth Friendly Services
	Multi-sector response

	Advocacy
	Advocacy
	Community mobilization

	Activities:

· Amend the law that prevents young people accessing information and services on sexual and reproductive health

· Implement the law that enables condom provision in schools and in the community

· Implementation of HFLE/BLS programmes in and out of school

· Adopt and ensure that national HIV and AIDS policies and programmes prioritize a scaled-up prevention, treatment and care program for, and by, young people
· Integrate HIV prevention efforts for, and by, young people into national development plans and programmes so that the social, economic, as well as health needs of young people are met

· Subsidies to parents to encourage them to send their children to school and to keep them in school
· Strengthen human, institutional and technical resources and capabilities for implementing effective and sustainable scaled up prevention efforts

	Activities:

· Development of protocols for health care workers

· Development of guidelines on confidentiality

· Change opening hours of clinics; or introduce special opening hours for young people
· Employ youth (peer) health care workers
· Make VCT sites accessible for young people

	Activities:

· Mobilize all sectors of society (public and private) to ensure a multi-sectoral response. Work with all partners through carefully coordinated efforts.



	Mass media
	Training
	Training

	Activities:

· Condom marketing
	Activities:

· Training of health care workers in youth friendly service delivery to enable provision of quality care

	· Gender training for teachers


	Interventions in the environment to sustain behaviour change - young people


	Determinants


	Gender stereotyping
	Myths, taboos
	Stigma and discrimination
	Peer influence

	Advocacy
	Community mobilization
	Advocacy
	Peer education

	Activities:

· Eliminate gender discrimination
· Include gender in HIV/AIDS programmes and social sector plans

	Activities:

· Educate and mobilize community and religious leaders to break taboos
· Organise drama and sport events to discuss sexuality
	Activities:

· Amend laws that provoke stigma and discrimination
· Implement laws that guarantee confidentiality
	Activities:

· Educate peer trainers

· Drama

· Discussions at youth events (in and out of school)

· Discussion at school

	Training and Community outreach
	Mass Media
	Community mobilization
	Mass media

	Activities:

· Gender training for teachers, policy makers and parents

· Empowerment of young women

· Involvement of young men to know their needs, change their norms and support safe and positive SRH

· Promotion of fatherhood
	Activities:

· Radio and tv spots to open the discussion on sexuality and safer sex
· Bill boards
· Posters
	Activities

· Sport events

· Music events

· Church socials

· Edutainment
	Activities

· Messages developed by peers

	Mass Media
	
	Mass Media
	

	· Create positive messages on women’s role and contribution in society

· Introducing non-traditional male and female role models
	
	· Radio and tv spots to reduce stigma & discrimination
· Bill boards
· Posters
	· 


B. Behaviour Change and Development/ Adoption - Young Women
	Interventions to change behaviour 

of young women

	Behavioural Objective: 

· Increase in number of young women who know 

how to and will negotiate condom use each time 
they engage in sexual activities 




 ----------- >

                                                                 ----------- >
	Intermediate Goal:

To increase the by xx number/ proportion of sexually active women who use condom at every sexual intercourse. 


	National Health Goal:

To decrease the rate of HIV infections among young people in the English- and Dutch Speaking Caribbean within the age range of 15-24 with # percent in the next five years


	Determinants

	Intervention


	Self esteem and women’s perception of their role in the relationship
	Financial dependency
	Support structures

	Peer education
	Community outreach and referral/ linkages
	Community outreach

	Activities:

· Camps, use of existing camps to incorporate female skills

· Female development camps

· Music events

· Female role models


	Activities:

· Empowerment of young women by giving them skills to become self-sustaining, by e.g. micro credit projects

· Linking with organistation that provides youth employment opportunities
	Activities:

· Creation of supportive peer network
· Adult female mentors, apart from teachers and mothers, who can provide them with a sense of connectedness and serve as positive role models

· Train community members as educators, such as hairdressers, women in beauty saloon

	Community outreach
	Advocacy
	

	Activities:

· Promote women in the community, e.g. queens, sportswomen

· Discussions at youth events (in and out of school) with the involvement of young males

· Discussion with males and females at school
	Activities:

· Policy development to increase women’s participation in the labour market
· Laws that guarantee women’s rights to land, inheritance and property
	

	Mass Media
	Training
	

	Activities:

· Promote positive role models through the radio and tv and posters

· Use printed data in: magazines, female bathrooms, hairdressing saloons, gynaecologist office
	Activities:

· Training to increase women’s rudimentary economic knowledge


	


	Interventions in the environment to enable behaviour change/ adoption – young women


	Determinants

	Intervention


	Policies and laws
	Female Friendly Services

	Advocacy
	Advocacy

	Activities:

· Availability and accessibility of appropriate prevention programmes for women
· Gender relevant programmes that improve condom use and negotiation skills
· Women’s reproductive rights ensured in laws and policies
· Skill development programmes for women
· Subsidies to parents to encourage them to send their girls to school and to keep them in school
	Activities:

· Accessibility of services that provide condoms to women, which are female friendly, non-gender biased
· Women can freely discuss sensitive subjects such as harmful traditional practices, male/female relationships, and sexual and reproductive health.



	
	Community outreach

	
	Activities:

· Raise awareness on women’s reproductive health and rights

	
	Mass Media

	
	Activities

· Campaigns to encourage women to visit health clinics and use condoms


	Interventions in the environment to sustain behaviour change/ adoption -  young women


	Determinants

	Intervention


	Gender stereotyping
	Human rights
	Peer influence

	Advocacy
	Advocacy
	Peer education

	Activities:

· Eliminate gender discrimination
· Include gender in HIV/AIDS and SRH programmes and social sector plans

	Activities:

· Ensure that women’s rights and reproductive rights are acknowledged as human rights
	Activities:

· Educate peer trainers

· Drama

· Discussions by using female role models

	Training and community outreach
	Community Outreach
	Mass media

	Activities:

· Gender training for teachers, policy makers and parents

· Empowerment of women of all ages

· Discuss gender roles in church and schools
	· Promotion of women’s rights in the community: school and church

· Discussions on women’s rights as human rights in social for a
	Activities

· Messages to empower women developed by peers

	Mass Media
	Mass Media
	

	· Create positive messages on women’s role and contribution in society

· Messages that break traditional gender roles

· Introducing non-traditional role models
	· Promote women’s rights and reproductive rights on tv and the radio, and in written media
	


C. Behaviour Change and Development/ Adoption – Young Men

	Interventions to change selected behaviours of young men

	Behavioural Objective: 

· Increase in number of men 15-24 who reduce the number of sexual partners (only have one sexual partner).  




 ----------- >

                                                                 ----------- >

	Intermediate Goal:

To increase the number/ proportion of sexually active men who use condom at every sexual intercourse. 


	National Health Goal:

To decrease the rate of HIV infections among young people in the English- and Dutch Speaking Caribbean within the age range of 15-24 with # percent in the next five years


	Determinants

	Intervention


	Self esteem and men’s perception of their role in relationships
	Financial dependency
	Support structures

	Peer education
	Community outreach and referral/ linkages
	Community outreach

	Activities:

· Camps, use of existing camps to incorporate communication and other skills/ emotional intelligence/ life skills
· Music events

· Male role models

· Mentorship (male)


	Activities:

· Empowerment of young men by giving them skills to become self-sustaining, by e.g. micro credit projects

· Linking with organisations that provides youth employment opportunities
	Activities:

· Creation of supportive peer network (sports groups/ youth groups/ etc.)
· Adult male mentors, apart from teachers and fathers, who can provide a sense of connectedness and serve as positive role models

· Train community members as educators, such as barbers, tailors, construction workers, etc. 

	Community outreach
	Advocacy
	

	Activities:

· Promote men in the community, e.g. sportswomen, etc.
· Discussions at youth events (in and out of school) with the involvement of young males

· Discussion with males and females at school
	Activities:

· Policy development to increase women’s participation in the labour market
· Laws that guarantee women’s rights to land, inheritance and property
	

	Mass Media
	Training
	

	Activities:

· Promote positive role models through the radio and tv and posters

· Use printed data in: magazines, female bathrooms, hairdressing saloons, gynaecologist office
	Activities:

· Training to increase rudimentary economic/ business knowledge


	


	Interventions in the environment to enable behaviour change/ adoption - young men


	Determinants

	Intervention


	Policies and laws
	Male Friendly Services

	Advocacy
	Advocacy

	Activities:

· Availability and accessibility of appropriate prevention programmes for men
· Gender relevant programmes that improve condom use and negotiation skills
· Men’s reproductive rights ensured in laws and policies
· Skill (communication) development programmes for men
· Subsidies to parents to encourage them to keep boys in school/ enhance boy’s performance at school.
	Activities:

· Accessibility of services that provide condoms which are male friendly, non-gender biased
· Men can freely discuss sensitive subjects such as manhood issues, sexuality norms, male/female relationships, and sexual and reproductive health.



	
	Community outreach

	
	Activities:

· Raise awareness on men’s reproductive health and rights

	
	Mass Media

	
	Activities

· Campaigns to encourage men to assume responsibility for safe behaviours 

· Campaigns to encourage partner communication on sex and sexuality matters. 


	Interventions in the environment to sustain behaviour change/ adoption -  young men


	Determinants

	Intervention


	Gender stereotyping
	Human rights
	Peer influence

	Advocacy
	Advocacy
	Peer education

	Activities:

· Eliminate gender discrimination
· Include gender in HIV/AIDS and SRH programmes and social sector plans

	Activities:

· Ensure that men’s rights and reproductive rights are acknowledged as human rights
	Activities:

· Educate peer trainers

· Drama

· Discussions by using male role models

	Training and community outreach
	Community Outreach
	Mass media

	Activities:

· Gender training for teachers, policy makers and parents

· Empowerment of women of all ages

· Discuss gender roles in church and schools
	· Promotion of men’s rights in the community: school and church

· Discussions on men’s rights as human rights in social 
· 
	Activities

· Messages to empower women developed by peers

	Mass Media
	Mass Media
	Employment

	· Create positive messages on women’s/ men’s roles and contribution in society

· Messages that break traditional gender roles

· Introducing non-traditional role models
	· Promote men’s rights and reproductive rights on tv and the radio, and in written media

· Programming and advertisements reinforce positive gender roles.
	· Linkage with skills training programmes and institutions
· Skills training 

· Identify support for boys to resume education


VI. 
Implementing the Strategy
Implementation of the BCC strategy is the responsibility of UNFPA in partnership with government and civil society groups that serve youth in the selected countries. The most critical factor in implementing the strategy is to ensure collaboration from multiple partners drawn from multiple sectors. This approach is recommended so as to achieve the goals of the comprehensive/ ecological approach to behaviour change/ behaviour adoption strategy. The idea is that no one agency has all the resources to respond to the issues identified. Multi-sectoral collaboration and cooperation are key to success.
VII.
Evaluating the Impact of the Strategy
It is important that UNFPA monitors the adoption, implementation and impact of the strategy over the next five years. The monitoring and evaluation plan below provides a sample of key process, outcome and impact indicators that can be sued to evaluate the strategy, and related training, and its contribution to changing the HIV prevention landscape for youth in the region. 
The plan does not address outcomes and impacts of the individual interventions and programmes. It is expected that each country, as it selects / elects to adopt the strategy and implements the relevant and appropriate elements, will develop its own plan to monitor and evaluate the intervention activities.  In that regard, for cost efficiency, countries are encouraged, where appropriate, to apply existing programme evaluation indicators – for example the Caribbean Indicators and Measurement Tools (CIMT) approved by the National HIV/AIDS programmes in consultation with Caribbean Health Research Council.   
	Indicator
	Indicator
	Data Source 
	Frequency
	Responsibility


	Process

(Approval, introduction and implementation of the strategy)

	
	Strategy approved by UNFPA
	Communication from HQ
	Once
	Liaison Officer - Barbados/OECS

	
	# of OECS countries adopting the strategy 
	Country visit report
	Quarterly
	LO: B/OECS

	Outcome
	
	
	
	

	
	# of countries using strategy as framework to plan HIV prevention interventions for youth
	Country visit report
	Quarterly
	LO: B/OECS

	Impact 

(of strategy on BCC efforts for youth in country)

	 
	# of youth HIV prevention interventions/ programmes that reflect elements of the strategy (an ecological approach)
	Survey of partners in youth organizations

Project document or proposal or intervention logic model
	Annual

Quarterly/ annual
	LO: B/OECS

	
	# or % of countries achieving their stated youth prevention goals
	National HIV surveillance systems of KABP surveys
	5 years
	LO: B/OECS
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� Ranging from 150,000-450,000


� Ranging from 12,000-65,000


� Ranging from 13,000-36,000
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� Moral code on contraceptives and protections of minors Art. 533:Displaying openly any form of contraceptives or services for prevention of pregnancy or disseminates any written material or makes it available is punishable with a term of 2 months imprisonment or a fine. Art. 534:Providing an abortifacient while one knows that it can lead to an abortion; is considered an infringement and penalised with a term of 3 months imprisonment or a fine.


Art. 291: Imprisonment of maximum of 6 months or a fine of persons who provides an abortificiant, temporarily or permanently, who puts it in someone's hand or shows it to a person, while being aware of this, minors under the age of sixteen. 


Art. 292: Maximum imprisonment of 3 months or a fine penalty to Persons who displays or hands over to minors as described in the previous section, any image or object, which is morally offensive, or else, any means for prevention or interruption of pregnancy, temporarily or permanently. 





Source: Fundamentele Surinaamse Wetgeving, Ministerie van Justitie en Politie, 1995, art. 291 en 292, pag. 177-178, 228/ St. Lobi, afdeling Voorlichting, september 2001
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