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PREFACE 
 

The Ministry of Health (MoH) is dedicated to ensuring that Adolescents and young 

people are given the information and services they need to remain healthy by all 

stakeholders at all levels. 

 

Adolescents have special needs that must be met by the social service sector. These 

include amongst others, education, recreation, shelter, food and adequate income. 

The Health of the young people is affected by both personal and external 

conditions. The Lifestyles acquired during adolescence have direct impact on 

current and future health and it is important to ensure that timely interventions are 

put in place for adolescents to reduce health risks and that government promotes 

sensitive and relevant adolescent friendly health services. 

 

We in health are very well positioned to participate in the growth and development 

of adolescents and give timely information and services in order to reduce their 

vulnerability directly through our service delivery points but also in collaboration with 

other partners. 

Ministry of health together with other stakeholders has developed this Training 

Curriculum which will be used to train health workers on re-organisation of services to 

provide youth friendly health services. 

 

Ministry of Health encourages all stakeholders in adolescent health to use this 

document widely so as to improve programming, quality of care in both clinical and 

community settings including schools, which by virtue of taking care of adolescents, 

should have services addressing adolescents and young people‘s health.  

 

This document will also be beneficial to tertiary institutions of education of all 

categories and I believe that this is yet another landmark in the improvement of 

health and development of the young people in Uganda. 

 

 I Have no doubt that this is a timely undertaking and encourage you all to use it. 
 

 

 

 

 

 

 

Dr. Anthony K. Mbonye 

Commissioner for Health Services, Community Health 

Ministry of Health 
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TRAINING GOAL 
 

The training goal is to equip health workers with knowledge and skills in order 

to promote and provide Adolescent Friendly Health Services.  

General training Objectives: 

By the end of the training trainees will be able to: 

1. Organise services for delivery of adolescent reproductive health 

services at own workplace. 

2. Provide information to individual adolescents, families and communities 

on adolescent health. 

3. Counsel adolescents and parents on sexual and reproductive health 

issues. 

4. Manage adolescents with special sexual and RH needs. 

5. Establish/integrate youth friendly services. 

6. Equip adolescents with life skills and basic gender concepts. 

7. Advocate for Adolescent Reproductive Health Services in the 

community. 

8. Evaluate the training. 

 

CLINICAL OBJECTIVES 
During the training, trainees will acquire skills in the following procedures: 

1. Conduct Client education sessions 3 

2. Identifying and counseling adolescents  5 

3. Initiate adolescents on contraceptives  5 

4. Perform physical assessment  3 

5. Perform pelvic assessment  2 

6. Infection prevention practices  2 

7. Record keeping  5 

8. Develop a workplan to organise/integrate adolescent friendly health 

services.  1 

9. Screen adolescents for referral for further management.  2 
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JOBS AND TASKS OF THE TRAINEE 
 

On completion of the course the trainee will be able to: 

1. Establish/strengthen and integrate services for delivery of Adolescent 

Friendly Health Services (ADFHS) services at own workplace. 

2. Educate adolescents, families and community on sexual and 

reproductive health services; adolescent growth and development; 

consequences of early sex indulgence; substance use and abuse; 

STD/HIV/AIDS and pregnancy prevention, parent and child relationship. 

3. Counsel adolescents on growth and development; sexuality; 

substance abuse; mental health issues; pregnancy prevention.  

4. Manage adolescent with different RH needs/problems including the 

disadvantaged and marginalized within his/her scope of work. 

5. Involve the youth in the provision of ADFHS. 

6. Promote gender equity amongst adolescents. 

7. Empower adolescents with life skills in order to enable them cope with 

challenges in life. 
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SESSION 1.1: CLIMATE SETTING AND 

ORIENTATION TO TRAINING  
 

 

 

 

 

 

Trainees roles: 

 Commitment 

 Individual participation 

 Asking for clarifications 

 Take home assignments and do them 

 

Trainer’s role 

 Prepare assignments 

 Guide learning 

 Giving constructive feedback 

 

Workshop norms: 

 Punctuality

 Respect each other‘s 

contributions 

 Speak one at a time 

 Avoid side talks 

 Cooperate with each other 

 Participate actively 

 Start and end the day with a 

prayer 

 Be flexible 

 Respect workshop norms 

Participatory training Methods 

 Brainstorming 

 Discussions - Small groups 

- Large groups 

 Buzz groups 

 Role play 

 Case study 

 Simulation 

 Drama 

 Demonstration and  

return demonstration 

 Field experience 

 Individual/group 

assignments 

 Actual practice 
 

Evaluation Methods 

 Pre/post test 

 Review sessions -

 Recapitulation 

- Process review 

- Where are we? 

 Performance assessment 

- Questions and answers 

- Observations 

- Using a check list 

 Participants‘ written and verbal 

reactions 

 Back home application plans 
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SESSION 1.2: OVERVIEW OF ADOLESCENT 

HEALTH ISSUES IN UGANDA  
 

TRAINEE HANDOUT I 
 

Meaning of adolescents 

WHO defines adolescents as individuals aged between 10 to 19 years. This 

period is characterized by rapid physiological and psycho-social changes 

and growth 

 

Meaning of youth and young person 

WHO defines young people as individuals aged between10 - 24 years. Youths 

are those aged 15-24. The Uganda‘s youth statute recognizes youths as those 

individuals aged 18 - 30 years. 

 

UGANDA CURRENT DEMOGRAPHIC STATISTICS ON ADOLESCENT HEALTH 

 

Defining the components of adolescent health: 

Adolescent health problems and needs can be grouped under several 

components. Identification of these components is for ease of programming 

and does not necessarily exclude any other emerging issues. Lack of access 

to health-related information and services appears to be a common trend 

across all the components identified below. 

 

Adolescent Sexuality: 

Adolescent sexuality has been a subject of public concern in Uganda. The 

overriding feeling that adolescents are more sexually active now than in 

traditional societies has not been borne out by research. The early age of 

sexual debut in Uganda today has been confirmed by several studies 

confirming to a familiar pattern found in all African countries. Sexual activity 

in adolescence is either voluntary or involuntary. The median age at 

voluntary first intercourse for women aged 20-49 is 16 years. That for men age 

25-50 is 17.6 years. Only two-fifths of teenaged women have never had sexual 

intercourse. 

 

Involuntary sexual activity, especially for girls is not uncommon. Although 

there are no large-scale studies, anecdotal reports indicate common 

occurrence of both rape and incest in both urban and rural areas. The 2006 

UDHS indicated that-------% of women had had their first sexual experience 

forced on them. The implications of unprotected sexual acts among 
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adolescents who have little knowledge on the risks are devastating. 

Unwanted pregnancies, STI and HIV/AIDS are the more obvious and 

unavoidable consequences. The breakdowns of traditional institutions, 

socialisation and media influence have been blamed for the changing 

patterns of sexual activity. 

 

 Age structure  

- Uganda has a large young population; approximately 52.7% of the 

population is under 15 years of age. One in every four Ugandans (23.3%) is an 

adolescent and one in every three (37.4%) is a young person 

 Fertility concerns 

- Fertility among teenagers is increasing yet low contraceptive use 

- By 18 years half of the Ugandan women have become mothers 

- By 20 years 2/3 of women have had a child 

- Adolescent pregnancy rate stands at 24% 

 

 Contraceptive prevalence is low  

Although the UDHS data 2006 indicates that fertility in Uganda may be 

declining, teenage fertility had instead risen in the five year period which 

preceded this survey. This is attributed to the very low contraceptive 

prevalence in this age group. According to the UDHS 2006, use of any 

method in the age group 15-19 was 11.4/8.3% compared to the national 

average of 24% even among married women, the rate was 9.8% in the 15-

19 age group compared to 20.7% in the 30-34 year age group. 

Contraceptive use among adolescents remains low despite universal 

knowledge of contraceptives  

 

 Morbidity and mortality: 

- Adolescents account for a significant proportion(45%)of maternal 

deaths. 

- Abortion complications are common in this age group 

- Females contract HIV/AIDS at younger age than males 

- Within the age group 15-24, the female; male ratio of HIV infection 

remains 4-6:1 

Some of the factors predisposing to HIV/AIDS include: 

- Break down of cultural structures which valued abstinence and virginity 

- Unfriendly Mass media promoting ponography 

- Rampant cross generational sex 

- Transactional sex 

- Lack of fertility awareness 



 Trainee Handbook 

ADH Training Curriculum | 13 

 

- Concerns about  adolescents 
 

 Unwanted/unplanned pregnancy 

By age 15, 30% of women have had sexual intercourse and by 18 years, 

72% have had sexual intercourse whereas 56% are married by this age. 

From the low contraceptive use discussed above, it would appear that 

most of the sexual encounter in this age group is unprotected. This will 

expose young girls to both unwanted pregnancy and STDs including HIV. 

 

Unsafe abortion: 

Unsafe abortion is a major public health problem in Uganda contributing to 

about 25 - 30% of maternal death and many more morbidities. It is mostly 

performed by young unmarried girls who, because of economic and social 

reasons resort to clandestine services. The concept of post abortion care has 

now been established as one practical way through which services provided 

to women with complications from both spontaneous and induced abortions 

can be improved. Improving access to contraceptives information and 

services including emergency contraception will reduce the incidence of 

unwanted pregnancy and induced abortion. 

 

Care of the pregnant adolescent: 

Adolescents contribute a disproportionate number of maternal and prenatal 

deaths. These can be attributed to poor compliance with regard to 

antenatal care and delivery. To date about 58% of births in Uganda are 

delivered at home where facilities for emergency obstetric care are lacking.  

Given that adolescents generally lack antenatal care have higher childbirth 

related complications, and delivery by untrained personnel is bound to fuel 

the already high maternal mortality in Uganda which stands at435/100,000 

live births. 

 

Care of the infant: 

Children born to adolescents generally have a higher morbidity and mortality 

rate, which is due to poor prenatal practices and poor adherence to proper 

childcare practices in the neonatal period. The young adolescent who is still 

a child is often inexperienced and unable to give proper motherly care. 

Breastfeeding, although almost universally practiced in Uganda, is less likely 

to be undertaken by adolescent mothers who often leave their babies in the 

hands of grandmothers because of economic and social reasons. With poor 

weaning practices, malnutrition in babies to these mothers is not uncommon 

the babies of young mothers are less likely to complete immunisation 

schedule further aggravating the risks of infant death. 
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STIs and HIV/AIDS: 

STIs and HIV/AIDS have been identified as serious health and socio-economic 

problems in Uganda. In addition to the morbidity and mortality, STIs have 

various long-term effects on the individual and future fertility. It is estimated 

that the prevalence of HIV is 6.4 in the general population and 0.7 in 

children.There are approximately 1.2 million Ugandans infected with HIV. The 

male: female ratio with regards to HIV infection in Uganda is1:4-6 for young 

people aged 15-24 compared to 1:1 for adults. Social and economic 

conditions give rise to the ―sugar daddy‖ /cross-generational sex 

phenomenon partly which explains the high incidence of STIs and HIV/AIDS 

amongst young girls/women. The frequency of genital ulcer among sentinel 

clinic attendees at some sites is reported to be as high as 45%. Diagnostic 

and treatment services for both STIs and HIV/AIDS are still limited in Uganda 

and where available are often inaccessible to the youth. Sex 

workers(SWs),their clients and partners of clients contribute 10% of new 

infections. 

 

Harmful Traditional practices: 

Like in any other multi-ethnic society, Uganda has many traditional practices 

that impact on adolescent health and development. This includes early 

marriage, female genital mutilation, food taboos and wife 

sharing/inheritance. These practices are deeply rooted in the cultures of 

various ethnic groups. Much as they may be justified on cultural/traditional 

grounds, their overwhelming negative impact on the nation and adolescent 

needs to be addressed. 

 

Substance Abuse: 

Substance abuse is not uncommon in Uganda and is on the increase. The 

few studies conducted so far are focused on street children and urban 

secondary schools. The most commonly abused substances are tobacco 

and alcohol. The use of hard drugs is on the increase and can be expected 

to grow even faster given that the East African region is rapidly becoming a 

transit point of drugs from Asia through West Africa into South Africa and 

Europe. 

 

The use of cannabis sativa (marijuana) has its roots in some traditions, but has 

now obtained commercial proportion. Studies elsewhere have documented 

the close relationship between drug abuse and violence and reckless sexual 

behaviour with consequences of unwanted pregnancies, STDs and HIV/AIDS. 

Habituation and drug addiction is a problem that has multiple devastating 
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impacts on youth, their health and social structure. Rehabilitation of drug 

addicts is an expensive undertaking that even developed countries have 

been unable to fund it adequately. 

 

Mental Health: 

Monitoring the mental health of young people is important especially in a 

world where they are currently exposed to multiple pressures and demands 

from families, society and peers. Traditionally our societies have recognised 

only the extreme manifestation of mental illness (madness). More focus needs 

to be placed on subtle deviant adolescent behaviour that may be a 

manifestation of a troubled environment. 

 

Poor psychosocial development reflects in lack of confidence and self-

esteem which will affect academic and social performance of both boys 

and girls. Self-inflicted mental problems in adolescents can also result from 

the use and/or abuse of psychoactive drugs and medications. Recognition, 

prevention and rehabilitation of afflicted youth should be a priority in 

adolescent health care. 

 

Accidents: 

By virtue of their level of activity and willingness to take risks, young people 

are prone to all kinds of accidents. Many of these will lead to physical infirmity 

and even death. What the adult society sees as risks is perceived by young 

people to be both exciting and challenging. 

 

Accidents and their consequences on adolescent health is an area that has 

often been ignored in developing country programmes. Given the limitation 

of resources and facilities for rehabilitation, attention needs to be focused on 

essential preventive interventions. 

 

Adolescents with disabilities: 

It is estimated that 2.2% of young people have disabilities. According to the 

1991 Population and Housing Census, 190,000 persons in Uganda had 

disabilities. This included persons with different degrees of visual, audio, 

mental and physical impairments. The common causes are malnutrition, birth 

injuries and poliomyelitis and trauma, which are preventable. Most of these 

causes occur in childhood or soon after. 

 

The afflicted face great difficulty in coping with activity related demands of 

adolescence. Chronic childhood diseases such as sickle cell disease, juvenile 
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diabetes, asthma, etc. may limit the activity levels and opportunities during 

adolescence. 

 

Traditionally such people have been marginalized denied the opportunity to 

participate fully in the social and economic development of the country. 

There is increasing recognition of the need for special facilities in education, 

building, transportation and work environment to facilitate their integration in 

society. More details is needed on adolescents and disabilities including 

related health problems. 

 

Occupational Health: 

Young people form a sizeable proportion of the workforce in Uganda. 

Because of limited employment opportunities, many are forced and 

subjected to inhuman conditions of work in both formal and informal sectors. 

 

Young people are sometimes subjected to occupationally hazardous jobs by 

their employers with little regard to their health. Child labour is rampant and 

young girls become vulnerable to men who take advantage of their poor 

socio-economic status and are easily driven into sexual abuse and 

prostitution. Existing labour laws and industrial regulations need to be 

reviewed and implementation strengthened for the benefit of the youth. 

 

Nutrition: 

The typical picture of malnutrition (kwashiorkor or marasmus) is rare amongst 

adolescents but they are prone to disease resulting from micronutrient 

deficiencies (e.g. iodine, iron and vitamin deficiency) and those arising from 

changes in eating habits. 

 

Because adolescence is a period of rapid physical growth, poor nutrition at 

this stage will result into long-term consequences that can affect their health 

in adult life. For the girl-child, adequate nutrition during adolescence is 

particularly important as they prepare for pregnancy and child bearing. 

Deficiencies resulting in physical and physiological problems e.g. short, 

stunted and anaemia are prescription for maternity related complications 

and even death. Poor nutrition and hunger will affect performance in school 

and may be a factor in school drop-out. 

 

Oral health: 

Oral health remains a neglected area of health care in Uganda. As part of 

growing up, young people exhibit great concern over oral health e.g. mouth 
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odour, dental carries, etc. There is need to build a strong oral health 

component as part of the national adolescent health programme. 

 

Socio-economic consequences: 

Social and economic consequences of adolescent health can be felt at 

individual, family , community and national levels. An unhealthy adolescent 

population consumes disproportionate resources from the health sector, 

contributes to major wastage in the education system, limits their 

contributions to national development and threatens the stability of the 

future generation and the country. 

 

For these broad reasons, it is critical that the country invests appropriately in 

the health of its young people. 

 

 Reasons for promoting  adolescent health friendly services (AFHS/ADFHS) 

- To increase availability and utilization of quality health services for 

young people with a focus on: 

- Adolescent pregnancy/abortion 

- HIV/AIDS prevention 

- STD prevention and treatment 

- Reduction of substance abuse 

- Sexuality, growth and development 

 

 Quality of AFHS/ADHFS 

- Geographically accessible  

- Affordable  

- Acceptable 

- Welcoming 

- Provide privacy and confidentiality 

 

Minimum package for AFHS/ ADHFS 

- Education on sexuality, growth and development 

- Counselling services 

- Reproductive health services 

- Life skills education 

- Recreation services 

 

 Where should AFHS/ ADHFS be provided? 

- Home 

- School 

- Health facility 
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- Media  

- Young groups CBOs and NGOs 

- Key Social gathering places 

 

 Principles of delivery of adolescent health services 

- Integrate into existing services  

- Strengthen links through referrals  

- Strengthen demand through participation of adolescents 

- Build socio-cultural values and practices that promote adolescent 

health and development 

- Be sensitive to needs based on gender, age and vulnerability 

- Provide facts and options for adolescents not just don‘ts  

- Mobilize political and financial support at all levels 

- Monitor and provide supervision 

- Remember that the health and development of young 

people/adolescents are important for now and the future 
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SESSION 1.3: ORIENTATION TO NATIONAL 

ADOLESCENT HEALTH POLICY 

AND STRATEGY 
 

TRAINEE HANDOUT 1 
 

GOAL, OBJECTIVES, BENEFICIARIES AND TARGETS: 

 

Goal: 

The overall goal of this policy is to mainstream adolescent health concerns in 

the national development process in order to improve the quality of life and 

participation of young people in issues affecting their own health. 

 

Objectives: 

1. To provide policy makers and other key actors in the social and 

development fields, reference guidelines for addressing adolescent 

health concerns. 

2. To create an enabling legal and social-cultural environment that 

promotes provision of better health information and services for young 

people. 

3. To protect and promote the rights of adolescent to health education, 

information and care. 

4. To promote the involvement of adolescents in conceptualization, 

design, implementation, monitoring and evaluation of adolescent 

health programmes. 

5. To promote adequate development of responsible health related 

behaviour amongst adolescents including relations based on equity 

and mutual respect between genders and to sensitise them to such 

gender issues as they grow into adulthood. 

6. To provide legal and social protections of young people especially the 

girl child against harmful traditional practices and all forms of abuse 

including sexual abuse, exploitation, trafficking and violence. 

7. To train providers and re-orient the health system at all levels to better 

focus and meet the special needs of adolescents. 

8. To advocate for increased resource commitment for the health of 

adolescent in conformity with their numbers, needs and requirements 

at all levels. 

9. To improve the capacity of local institutions in research, monitoring and 

evaluation of adolescent health needs and programmes and to 
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promote dissemination and utilization of relevant information to create 

awareness which influence behaviour amongst individuals, 

communities, providers and leaders concerning adolescent health. 

10. To promote coordination and networking between different sectors 

and among Non-Governmental Organisation/Youth Securing NGOs 

working in the field of adolescent health. 

11. To promote interventions built on capabilities and resources of youth. 

 

Beneficiaries: 

1. Implementation of this policy should benefit all Ugandans. The primary 

beneficiaries however, will be the youth, both rural and urban. 

 

For programmatic purposes and priority setting, adolescents will be 

defined and considered by background circumstance, for example: 

 In-school/out-of-school adolescents 

 Female/male adolescents (focus on girl child) 

 Adolescents living in difficult circumstances – refugees, war 

zones, disaster areas, etc. 

 Adolescents without employment in both urban and rural areas. 

 Adolescents in hazardous employment 

 Adolescents living with HIV/AIDS 

 Adolescents with mental or physical disabilities. 

 Adolescents with violent behaviour 

 Adolescents under conviction of incarceration. 

 Orphaned adolescents 

 Adolescents with substance abuse problems. 

2.  Parents are seen as important beneficiaries of this policy. In traditional 

societies parents had the primary responsibility for proper upbringing of 

children and youth. This must remain so.  However it is realistic to 

recognize the changes societies and families are undergoing, and the 

fact that children and adolescents of school age spend more time 

away from home than with their parents. This policy should assist 

parents to re-claim their place of responsibility in the upbringing of the 

youth despite the prevailing social and economic realities. 

 

3. Service providers are the most important actors in the efforts to improve 

access to adolescent health care. As has been shown elsewhere the 

definition of quality of services and their utilization by clients, depends a 

great deal on both the technical competence an attitude of 

providers. The success of adolescent health programmes in Uganda will 

owe a lot to the extent to which service providers are willing to adopt 
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new skills and attitudes to health care, and put into practice what is 

learnt during in-service re-orientation courses. 

 

4. School teachers remain pivotal in modeling the lives of young people. 

They are important role models and spend much time with the 

adolescents during the school term. With the incorporation of 

adolescent health concerns in school curricula, the teachers will 

become both a major beneficiary and benefactor of the new policy. 

 

5. Sectoral extension workers, e.g. agriculture, community development, 

etc. are often the only linkages between formal government 

programme and out of school rural youth. This policy recognizes the 

value of such linkages and will utilize them positively. 

 

6. NGOs and CBOs have played a pioneering role in adolescent 

programmes in Uganda. This policy not only recognizes their 

importance, but also further clarifies and conceptualizes their 

contribution. The policy will therefore facilitate and enhance the 

contributions of NGOs, traditional institutions and religious groups in the 

promotion of adolescent health. 

 

7.  Leaders at all levels, from national political positions to local 

community opinion leaders will be targeted through both advocacy 

and IEC programmes. Their support for the policy is a prerequisite for 

success. 

 

8. Donor support is necessary for adolescent health facilities in Uganda, 

given the prevailing economic constraints. This policy will make it easier 

for donors to identify specific components for support and evaluate 

the impact of their contribution. Coordination of adolescent health 

activities to limit overlap and duplication will also enhance more 

prudent use of the meagre resources. 
 

Targets: 
Based on available data from the 2006 UDHS and the 1991 Population and 

Housing Census, the following targets have been set to guide the Adolescent 

Health Policy and Programme planning in the next five years. The proposed 

changes are expected to occur in the following targets composed of both 

qualitative and quantitative measures. 
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Reproductive Health: 

 Contraceptive use rate among sexually active adolescents doubled 

from 11.4% to 29% by 2015. 

 First childbirth delayed reduced by half from 59% to 30%) the proportion 

of women who have their first child below 20 years 

 Age at first sexual intercourse raised by one year. 

 The proportion of adolescents abstaining from sex before marriage 

increased 

 Practice of protected/safe sex among sexually active adolescent 

increased 

 Practice of dual protection in sex (against both disease and 

pregnancy) among adolescents increased 

 Post-abortion care integrated in all tertiary and secondary facilities; 

and appropriate primary care facilities with emphasis on post abortion 

family planning. 

 Use of emergency contraception in family planning programmes 

targeting adolescents increased. 

 Life-time risk of maternal health in age group 15-24 reduced by 50% 

 Percentage of mothers below 20 years receiving at least two doses of 

Tetanus Toxoid during pregnancy increased from 56% to 80%. 

Proportion of mothers below 20 years delivering in a health facility 

doubled (from 42% to 80%) 

 Disaggregated data on immunisation, and nutrition status and breast 

feeding status obtained for children born to adolescent mothers and 

design appropriate interventions. 

 Proportion of adolescents that are knowledgeable about STIs and AIDS 

increased. 

 STI management and HIV/AIDS counselling integrated in all activities of 

tertiary, secondary and primary facilities. 

 Concept of home based care for HIV/AIDS with special emphasis on 

the care of orphans promoted. 

 Harmful traditional practices through appropriate policies, legislation 

and programmes reduced. 

 Girl-child enrolment and retention in schools increased to match that of 

boys. 

 Incorporate adolescent reproductive health in the curricula of all 

health training institutions. 
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TRAINEE HANDOUT 2 
 

THE RATIONALE, STRATEGY AND ROLE OF KEY STAKEHOLDERS IN ADDRESSING 

ADOLESCENT HEALTH CONCERNS IN UGANDA 

 

1. Huge population size – Adolescents 10-19 years constitute 23.3% of 

Uganda‘s total population. Young persons 10-24 years constitute 33.5% 

of Uganda‘s total population. 

2. Dramatic changes – Physical, Psychological and social often not well 

understood by adults. There is conflict between the desire to adventure 

and experiment vis-à-vis the desire to become socially acceptable 

adults. While adolescents want to be seen as adults, the adult 

population view them as children incapable of handling major 

responsibilities. 

3. The belief that adolescent are quite healthy because they survived 

childhood diseases and are not old enough to suffer disease of old age 

has led to their being neglected by the health system. 

4. Generally the burden of disease may be low among adolescents 

compared to children and older people but there are specific 

conditions which are more common among adolescents. This is 

especially marked in the areas of Reproductive Health e.g. 

early/unwanted pregnancy, unsafe abortion, STI/HIV/AIDS and 

psychosocial problems including delinquency, truancy, sexual abuse, 

drug abuse, etc. 

5. Special needs of adolescent through the social sector have been 

ignored. These include education, recreation, shelter and income. 

Special attention need to be given to adolescents in precarious 

situations e.g. orphans, street children, refugees, internally displaced, 

single parents, war veterans and those with physical and mental 

disabilities. 

6. The life styles and behaviour patterns acquired during adolescence 

have life long consequences. Timely interventions during this period 

may avert catastrophes. It is therefore necessary to provide 

adolescents with a safe and supportive environment presenting 

minimum health risks. Health services sensitive and relevant to their 

needs should be accessible to all. 

7. A lot of adolescent health and social problems are behavioural 

related, hence timely investment and intervention in this area offsets 

higher costs at a later stage. 

8. Since adolescents of today are the future of any country. Their 

potential should be fully harnessed if they are to effectively participate 
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in national development. They need a safe and supportive 

environment, which guarantees meeting of their needs and protection 

of their rights. 

9. There is increasing recognition and support for addressing adolescent 

health concerns globally, regionally and nationally e.g. 

- 1994,  International Conference on Population and 

Development, Cairo 

- 1995, Fourth World Conference on Women, Beijing 

- 1995, World Summit for Social development, Copenhagen 

- 1996, United Nations Conference on Settlements, (HABITAT II), 

Istanbul 

- 1995, United Nations World Programme of Action for Youth to the 

year 2000 and beyond, New York. 

10. Adolescent health highlighted as one of the areas requiring priority 

action on the National Health Policy is in place to provide guidance, 

prioritisation of focused interventions geared towards meeting the 

adolescent health concerns. 

 

STRATEGIES: 

 

Broadly, the strategies shall include: 

 

1. Advocacy for resources and an enabling environment for adolescent health 

programs and interventions. 

 

2. Sensitization and mobilization of communities, policy-makers and other 

stakeholders on adolescent needs and concerns. 

 

3. Involvement and participation of the community with special focus on young 

people in planning, implementing and monitoring of adolescent health programs 

 

4. Coordination, networking and partnerships for management of adolescent 

health with an emphasis on sexual reproductive health programs. 

 

5. Capacity building for delivery of quality adolescent health services at all relevant 

levels. 

 

6. Improvement of access to adolescent-friendly health services with an emphasis 

on sexual and reproductive health. 
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7. Supervision, monitoring and evaluation of adolescent health programmes. 

 

8. Research on Adolescent Health 

 

9. Multi-sectoral approach 
 

Advocacy: 

 Promoting the concept of adolescent health among policy makers, 

elected leaders, cultural leaders, religious leaders, parents, service 

providers, teachers and the youth. 

 Increasing resource commitments to adolescent health programmes 

by families, communities, local authorities, government ministries and 

donors. 

 Creating enabling legal and socio-cultural environment for provision of 

adolescent health services: 

- Reviewing existing legal, medical and social barriers to 

adolescents‘ access to information and health services. 

- Protecting the rights of adolescents to health information and 

services. 

- Reorienting the health care system to cater for the special needs 

of adolescents. 

- Providing legal and social protection for adolescents against all 

forms of abuse and harmful traditional practices. 

- Promoting the understanding of gender and imbalances 

involved in the upbringing of children and adolescents in the 

context of culture, religion and socio-economic opportunities. 

- Promoting networking between government and non-

governmental organisation and among youth-serving 

organisations. 

- Ensuring Universal Primary Education and retention of children in 

school with special emphasis on the girl and those with 

disabilities. 

- Enhancing opportunities for adolescents to access health 

services. 

 

IEC: 

 Increasing awareness on the importance of adolescents and the 

impact of adolescent health problems at individual, family , community 

and national levels. 
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 Sensitising policy makers, leaders, parents, the youth and the 

community on adolescent health, their special needs, rights and 

responsibilities. 

 Reviewing the National IEC Strategy on Population and Development 

to emphasise activities relevant to adolescent health. 

 Promoting integration of information on adolescent health activities of 

the various sectors and institutions both formal and informal. 

 Increasing the scope, content and spatial coverage of adolescent 

health issues using appropriate and available communication 

channels. 

 Promoting the use of traditional communication channels especially 

drama, folk-media and interpersonal communication. 

 Using the available mobile film units within sectors and NGOs to spread 

information on adolescent health. 

 Identifying and utilising existing youth networks to facilitate the sharing 

of accurate information on adolescent health. 

 Sensitising law enforcement organs about the rights of adolescents and 

their responsibility in protecting adolescents from exploitation. 

 Reviewing existing IEC materials on adolescent health and facilitating 

their adaptation and sharing among youth serving organisations and 

programmes. 

 

Training: 

 Training and retraining of service providers to meet the special needs 

of adolescents. 

 Building the capacity of institutions and programmes in the field of 

data collection, analysis, dissemination and utilisation. 

 Promoting in-service training of workers in other relevant sectors such as 

education, community development, agricultural extension, sports, 

religion, etc. on the linkages between their work and adolescent 

health. 

 Improving skills of young people in programmes planning, 

implementation, monitoring and evaluation in order to enhance their 

participation in adolescent health programmes. 

 Training of personnel to take care of the special needs of adolescents 

with disabilities and the rehabilitation of victims of substance abuse, 

violence and sexual exploitation. 

 Identifying the training needs of parents and other relevant 

gatekeepers and designing appropriate interventions. 

 Promoting vocational training and technical education tailored to the 

needs of the labour market. 
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 Integrating life-coping skills into formal education and informal training 

programmes for youth. 

 

Services: 

 Reviewing the scope, content and utilisation of existing health services 

with regard to adolescence in order to identify gaps and their 

determinants. 

 Integrating adolescent health concerns into existing services. 

 Improving access to adolescent friendly services  

 Ensuring equitable distribution of adolescent friendly services in both 

rural and urban areas. 

 Identifying and reviewing laws and policies that hinder establishment 

and utilisation of adolescent health services. 

 

Resource Mobilisation: 

 Ensuring regular and sustained allocation of resources to adolescent 

health activities in the national budget. 

 Ensuring the allocation of funds in the annual budget of sector 

ministries, districts and urban authorities to adolescent health services. 

 Mobilising external resources to initiate and supplement innovative 

adolescent health interventions. 

 Promoting community participation and cost-sharing in adolescent 

health programmes. 

 Promoting adolescents‘ participation in their own health programmes. 

 Linking adolescent health programmes and income generating 

activities at local levels, to enhance suitability. 

 Promoting the addition of adolescent health component to existing 

youth programmes, e.g. YMCA, YWCA, Girl Guides and Scouts, etc. 

 Encouraging charities, service organisations and clubs to invest in 

adolescent health programmes and organisations. 

 Drawing on the expertise of professional groups, e.g. UMA, FIDA, etc. to 

provide support in adolescent health programmes. 

 Encouraging sharing of expertise and experience between sectors, 

programmes and organisations. 

 Identifying and optimally deploying available human resources for the 

benefit of adolescent health programmes. 

 Enhancing the capacity of institutions to undertake adolescent health 

interventions using the available local personnel at lower cost. 

 Establishing minimum facility and equipment standards for the delivery 

of quality adolescent health services. 
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Research: 

 Encouraging the compilation of gender and adolescent desegregated 

data. 

 Promoting relevant policy-oriented and operations research on key 

adolescent health concerns. 

 Mainstreaming, monitoring and evaluation in all adolescent health 

programmes and promoting the utilisation of such data in programme 

design and re-direction. 

 Facilitating sharing and user-friendly dissemination of research and 

programme evaluation data. 

 Encouraging researchers and research institutions to focus on local 

critical issues and concerns of adolescent health in both urban and 

rural areas. 

 Encouraging the compilation of fact sheets on adolescent health 

based on research data to enhance public awareness. 

 

Coordination: 

 Establish a coordination structure for adolescent health at national 

level. 

 Designating coordination functions for adolescent health at district 

level to appropriate existing committees. 

 Ensuring integration of adolescent health in existing 

sectoralprogrammes. 

 Establishing functional network for youth-serving organisations. 

 Promoting the sharing of programme information between youth 

serving organisations thus reducing overlap and duplication. 

 Encouraging linkages with other countries, especially in the same 

region, to share lessons learnt e.g. in the East African Reproductive 

Health network. 

 Promoting coordinated mobilisation, equitable distribution and optimal 

utilisation of resources. 

 

ROLES OF VARIOUS MINISTRIES AND INSTITUTIONS IN POLICY IMPLEMENTATION 
 

Roles of the Ministries of Health: 

 Strengthen and expand the existing Adolescent health programmes 

 Through Primary Care provide adolescent health services at all levels of 

health care delivery. 

 Design and ensure implementation of adolescent health programmes 

that are sensitive to tender age, cultural and region. 
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 In collaboration with relevant ministries and institutions, strengthen and 

expand training of all health care providers in the field of adolescent 

health. 

 Set standards and guidance for provision of adolescent health 

programmes of all agencies in the country. 

 Assist in coordinating and monitoring adolescent health programs of all 

agencies in the country. 

 Liaise with all agencies involved in HIV/AIDS control programmes. 

 Expand network of adolescent health services delivery by increasing 

the numbers of health with, community based distribution and social 

marketing systems offering adolescent health services. 

 Liaise with the Curriculum development Institution/agencies to include 

health issues in the training curricula of health workers. 

 Undertake operational research activities in alternative method of 

service delivery. 

 Integrate adolescent health concerns into health management of 

information system. 

 

Roles of Ministry of Gender and Community development: 

 Formulate a National Youth Policy that is responsive to Adolescent 

Health issues. 

 Promote awareness and integrate Adolescent health concerns among 

the youth and the different departments within the ministry. 

 Advocate for the elimination of customs and practices that hinder the 

development of adolescents and sensitise the public on adolescent 

health concerns. 

 Build capacity of extension workers for effective implementation of 

adolescent health programmes. 

 Ensure that gender concerns are mainstreamed in all programmes on 

adolescent health. 

 Advocate for increased resource allocation for Adolescent/Youth 

programmes at all levels. 

 Compile and submit reports on adolescent health to the technical 

committee on adolescent health. 

 

Roles of Ministry of Education: 

 Integrate adolescent health concerns in the school education system 

and planning process. 

 Advocate for resource mobilisation for especially the in-school 

Adolescent Health programs. 
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 Coordinate and facilitate activities of school to ensure effective and 

efficient resource allocation and use in conformity with Adolescent 

Health Policy and strategies. 

 Together with other stakeholdersmonitor the progress made towards 

achieving the adolescent health policy targets. 

 

Roles of Ministry of Planning and Economic Development: 

 Health in the mobilisation of resource for the implementation of 

adolescent health programs. 

 Promote and disseminate data (especially during census and surveys) 

with special emphasis on adolescent health services. 

 Participate in the evaluation and monitoring of adolescent related 

programs in collaboration with sectoral Ministries, academic and 

research institutions. 

 Determine patterns and trends in adolescent specific activity rates 

through labour force sample surveys in both rural and urban areas in 

collaboration with appropriate academic and research institutes and 

Ministry concerned for labour and occupation health. 

 Assist the analysis and interpretations of census and survey data  

 Disseminate adolescent and district desegregated statistical data. 

 

Roles of Ministry of Justice: 

 Revise all the laws which have a negative impact on   adolescent 

health issues. 

 Amend existing laws and formulate legislative measures designed to 

be instrumental in: 

- Eradicating all harmful customary practices such as those 

relating to female genital mutilation. 

- Removing restrictions of adolescents against enjoyment of civil 

rights such as access to information, education, employment, 

health services, etc. 

 Ratify and incorporate international and regional instruments relevant 

to adolescent health into domestic law. 

 Ensure the protection of the rights of adolescent under the constitution. 

 

Ministry responsible for labour and social affairs: 

 Establish mechanisms within the Ministry that will permit regular 

collection, analysis and reporting of adolescent disaggregated data 

concerning employment. 



 Trainee Handbook 

ADH Training Curriculum | 31 

 

 Monitor the implementation of legislation of recruitment and other 

personnel matters in the various sectors of the economy with particular 

reference to adolescents. 

 Promote understanding of the humanitarian economic, social and 

cultural implications of adolescent (child) labour, including orphans for 

the development process. 

 Promote and assist the integration of adolescent health monitoring 

elements in work setting. 

 Introduce special programs to support the development and 

integration of adolescent persons with disabilities into the mainstream 

of society. 

 

Inter-Government Agencies: 

 Provide technical and logistical support to the line Ministries, institutions 

and NGOs implementing adolescent health programmes and 

activities. 

 Coordinate donor technical and logistical support for implementing 

adolescent health services. 

 Develop indicators and monitoring systems for evaluating efficiency 

and effectiveness of donor support to adolescent health. 

 Monitor and evaluate impact of donor support on adolescent health. 

 

Non-Governmental Organisations: 

 Establish a national network/an association for promoting Adolescent 

Health with the Ngo sector. 

 Introduce Adolescent Health concerns within the framework of their 

ongoing activities. 

 Complement the role of sectoral Ministries in the implementation of 

Adolescent Health programs. 

 Collaborate with the Technical Committee on Adolescent Health. 

 Undertake operation research and share information on Adolescent 

Health with all stakeholders. 

 

Research Institutions: 

 Carry out basic and operational research in adolescent health and 

disseminate findings. 

 Monitoring and evaluation of programs related to adolescent health 

programmes. 

 Assist in capacity building for research among institutions and within 

programs of Adolescent Health. 
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TRAINEE HANDOUT 3: REPRODUCTIVE HEALTH RIGHTS AND 

RESPONSIBILITIES OF ADOLESCENTS‖ 
 

 Definition of Reproductive Health: 

According to the International Conference on Population and Development, 

Reproductive health is a state of complete physical, mental and social well-

being in all matters related to the reproductive health system, its functions and 

processes. It is not only a matter of absence of disease or infirmity. 

 Meaning of Rights: 

A right is a claim or entitlement over something. Rights are  values, principles and 

guarantees pertaining to a particular population, covering such fundamental 

issues such as freedom, equality and respect. 

 Meaning of Reproductive Health Rights: 

These are rights specific to personal decision making and behavior , access to 

information, guidance and services in relation  to reproductive health. 

 Reproductive Health Rights of an Adolescent: 

- The right to be responsible for all aspects of one‘s sexuality. 

- The right to information and education about sexual and reproductive 

health 

- The right to gender equality and equity 

- The right to receive reproductive health services as long as needed 

- The right to feel comfortable when receiving services 

- The right to choose freely one‘s life/sexual partners 

- The right to celibacy 

- The right to refuse marriage 

- The right to say no to sex within marriage. 

 Reproductive health responsibilities of adolescents: 

The above rights are not absolute. All the rights go with responsibilities. Here 

below are the adolescent health responsibilities as outlined by the Ministry of 

Health: 

- Inquire about available reproductive health services. 

- Give your correct reproductive health history 

- Share correct information 

- Make an informed choice 

- Consult your service provider in case of doubt or complaint 

- Follow instructions 

- Use services correctly 

 

 The  service provider is responsible for  promoting adolescent reproductive rights 

and responsibilities of adolescents. 
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MODULE 2: 
 

COMMUNICATION 

AND COUNSELLING 
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SESSION 2.1.1: INTRODUCTION TO 

COMMUNICATION 
 

HANDOUT 1:  COMMUNICATION 
 

Definition of communication 

Communication is a process, which involves sharing ideas, feelings, attitudes 

and benefits. Since it is a process it implies that it occurs over time and what 

was shared in the past has an effect on what may be happening now, and 

what may be happening now, will influence what may be happening in the 

future. Communication involves a series of activities that include listening, 

reflection, expression, testing and adoptive changes in feelings and 

behaviour. 

 

Communication process 

 

                                                     Message                

 

Channel 

 

    Sender        Receiver 

 

 

 

        - Response 

    Feedback  - Behavioural change 

Types of communication 

 Verbal 

- Speech  

 Non-verbal 

- Facial expression 

- Head nodding 

- Hands/touch movements 

- Posture 

- Gesture 

- Silence 

- Styles of dressing 

- Dance  

- Telepathy  

 

Common 
understanding 
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EFFECTIVE COMMUNICATION 

Effective communication means the readiness and willingness to talk and 

give accurate information without reservation and getting feedback. 

 

IMPORTANCE OF COMMUNICATING EFFECTIVELY TO ADOLESCENTS  

To bring a change in adolescents‘ knowledge, attitude and practices 

- Create awareness e.g. on HIV  

- To involve adolescents in decision making 

- Assess their understanding e.g. on condom use 

- To give adolescents a chance to address their problems 

- To save them from HIV/AIDS and the complications of pregnancy 

- To inform adolescents that adolescence is normal and it is part of 

growing up 

- To identify issues like child abuse, abortion, etc. 

- To deliver health services to adolescents e.g. treatment of STIs 

- To improve interpersonal relationship between adolescents and elders 

- To give adolescents correct information in order to dispel myths and 

misconceptions about growing up. 

 

FACTORSTHAT CAN PROMOTE EFFECTIVE COMMUNICATION BETWEEN HEALTH 

WORKERS AND ADOLESCENTS  

 Use of common language 

 Good interpersonal relationship between the health worker and 

adolescent 

 Confidentiality/privacy 

 Understanding 

 Being appreciative 

 Give adolescents respect 

 Good counselling skills 

 Appropriate message for the adolescent 

 Convenient time and venue 

 Complete and accurate information 

 

BARRIERS TO EFFECTIVE COMMUNICATION BETWEEN HEALTH WORKERS AND 

ADOLESCENTS 

When an adolescent is face-to-face with a provider (or an adult staff 

member) s/he may feel: 

 Shy about being in a clinic (especially for RH) and about needing to 

discuss personal matters 

 Embarrassed that s/he is seeking RH care 

 Worried that someone s/he knows might see her/him and tell the parents 



Trainee Handbook 

36|ADH Training Curriculum 

 

 Inadequate to describe what is concerning her/him and ill-informed about 

RH matters in general 

 Anxious that s/he has a serious condition that has significant 

consequences (e.g. STD, pregnancy) 

 Intimidated by the medical facility and/or the many ―authority figures‖ in 

the facility 

 Defensive about being the subject of the discussion or because s/he was 

referred against her/his will. 

 Resistant to receiving help because of overall rebelliousness or other 

reasons fostering discomfort or fear. 

 

STEPS OF THE ADOPTION PROCESS 

                        Maintains        

A person        

continues 

to practice     

new 

behaviour 

                 Adoption  

This is a stage of action 

 

 

                   Decides   

A person makes a decision to     

use reproductive health services 

 

                   Convinced     

A person believes that it is good to use     

reproductive health services 

           Informed       

A person knows and understands reproductive health    

services 

Heard    

A person hears a message about reproductive health services 
 

ADOLESCENTS AT HIGH RISK: 

 Pregnant below 18 years 

 Postpartum and post abortion 

 Adolescents in labour 

 Adolescents with STDs 

 Married adolescents 
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 Adolescents who are sexual workers 

 Adolescent Barmaids. 

 

ADOLESCENTS WITH SPECIAL NEEDS: 

 Sexually abused  

 Drug and substance abusers 

 Mentally and physically challenged 

 Adolescents who need Pregnancy prevention 

 

ADOLESCENTS WITH RH PROBLEM: 

 STDs, HIV/AIDS 

 Abortion 

 Menstruation problems like excessive bleeding 

 Problems related to growth and Development 

 

TIPS FOR GOOD COMMUNICATION: 

Since the adolescent is going through dramatic biological and psychological 

changes seeking health care may be challenging and difficult for her/him. Each 

health worker who may interact with the adolescent must understand these 

circumstances and feelings and must be prepared to assist the adolescents in a 

helpful way. Therefore the health worker must: 

 Be genuinely open to an adolescent‘s question or need for information 

(ranging from ―Where is the toilet?‖ to ―Should I use birth control?‖ 

 Do not be judgmental in words or in body language that suggest 

disapproval of their being at the clinic, of their behaviour, or of their 

questions or needs. 

 Understand that the young person has various feelings of discomfort and 

uncertainty. Be assuring in responding to the adolescent, making him or 

her feel more comfortable and confident. 

 If sensitive issues are being discussed, help ensure that conversations are 

not overheard. 

 

RELEVANT TOPICS TO BE COMMUNICATED TO ADOLESCENTS 

 Anatomy of the human reproductive health system 

 Growth and development – changes that takes place during 

adolescence in boys and girls 

 Sexuality 

 Indulgence in early sexual relationships 

 Family planning/contraception/ Pregnancy prevention 

 Safer sex 

 Sexual abuse 
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 Adolescent pregnancy and its consequences 

 Sexually transmitted infections, HIV and AIDS 

 Unsafe abortions 

 Use of available health services. 

 Life skills 

 Harmful cultural practices 

- Female genital mutilation 

- Boy child preference 

- Widow inheritance 

- Early marriages 

- Prolonged funeral ceremonies 

 Immunization  

 Substance abuse 

- Drugs like marijuana/mairungi, jet-fuel sniffing, opium, etc. 

- Alcoholism 

 Hygiene 

 Nutrition 

 Mental health 

 Reproductive health cancers 

 Reproductive health rights and responsibilities of adolescents 
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HANDOUT 2: INTERPERSONAL COMMUNICATION 
 

Meaning of interpersonal communication 

 Is a verbal or non-verbal exchange of information between two or more 

people 

Meaning of interpersonal communication process 

 A two-way interactive cycle in which the communicators exchange 

messages.  All parties involved are either senders or receivers 

Channels of exchanging ideas between one person or more: 

- Written message 

- Telephone 

- Music/drumming 

- Visual/picture/television 

 

The steps of interpersonal communication 

Evaluate 

Determining the 

effectiveness 

of the information 

 

Communicate 

      The plan is put into action 

 

 

Analyse 

Interpreting the information gathered about the client to 

identify information needs and identifying what 

information the client needs to make a decision 

Assess  

Collecting information about the client such as present problem, culture, past 

experience, knowledge 

 

Verbal communication skills (acronym “clearrs”) 

 Clarifying using open ended or probing questions 

 Listening actively/allowing the client to finish talking 

 Encouragement/praise 

 Accurate reflections and focusing the discussion on clients‘ 

concerns/needs  

 Repetition/using paraphrasing 

 Responding to clients non-verbal communication 

 Summarizing and ensuring a common understanding of the discussion 
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Non-verbal communication skills (Acronym “Soler”) 

 Smile/nod at the client 

 Open and non-judgmental facial expression 

 Lean towards client 

 Eye contact in a culturally acceptable manner 

 Relaxed and friendly manner  
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HANDOUT 3: STEPS OF GIVING A HEALTH EDUCATION TALK 
 

Step one: Planning group counselling 

- Identify needs of the group (problem) 

- Find out target group 

- Select priority message related to the problem (topic) 

- Set objectives 

- Outline content and select participatory method for delivering the 

message 

- Decide and prepare things such as: 

 Leaders to contact the target group and confirm venue 

 Influential supporter of adolescent health 

 

Step two: Delivering the session 

- Explain objectives and purposes of giving the talk. Give content in 

simple language 

- Use visual aids appropriately 

- Allow for participation by allowing the group to comment or give 

examples 

 

Step three: Evaluate the session 

- Ask the group in what way the talk was good 

- Ask them what they have learnt 

- Repeat some important points they have omitted 

- Ask group how they will use information gained  

 

Step four: Summary and closure 

- Summarize the major learnings 

- Review objectives 

- Thank the audience and inform them of the date and time for the 

next session 
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HANDOUT 4:  NUTRITION FOR ADOLESCENTS 

 
Introduction 
Adolescents need plenty of good food to have energy to play, work, study, 

fight infection and to grow into strong adults.  Girls need to eat well in order 

to produce healthy babies in future. 

The common nutritional disorders among adolescents are poor growth, 

anaemia, and micronutrient deficiencies especially vitamin A, iodine and 

iron. 

Important Nutrients: 

All foods are made up of nutrients and nearly all foods are a mixture of 

nutrients.  If adolescents are to stay healthy, they must have enough nutrients. 

 

Food groups 

1. Body building foods (protein) 

- important for growth and repairing of tissues 

Types of foods 

Beans  goat meat  eggs 

Peas  chicken  

Milk  ground nuts  pork 

Fish  fish powder 

2. Energy foods (Carbohydrates and Fats 

- Provide energy to work and play 

- And warmth 

Types of food 

Yams  Maize   Potatoes 

Millet  Matooke  Oils 
Cassava  Avacado  Sorghum 

3. Protective foods (Vitamins and Minerals) 

- Increase blood supply and enable body to work (function) properly 

Types of food 

Vegetables: Cabbage  Greens (all types) 

       Tomatoes  Onions 

       Cassava leaves 

Fruits:       Pawpaw   Mango 

        Pineapple  Passion fruits, Orange, etc. 

 

Common nutritional problems among adolescents 
 Growth retardation 

 Thinness 

 Iron deficiency – Anaemia 



 Trainee Handbook 

ADH Training Curriculum | 43 

 

 Iodine deficiency disorders e.g. goitre 

 Vitamin A deficiency 

 Skin problems 

 Repeated mouth sores 

 Dental caries 

 Over weight (obesity) 

Why do adolescents develop nutritional problems? 
 Poverty 

 Lack of awareness of the importance of a balanced diet. 

 Lack of parental supervision 

 Peer pressure e.g. dieting 

 Cultural beliefs and practices e.g. females should not eat eggs and 

chicken and boys are given more food than girls. 

Why do adolescents need proper nutrition? 
 Increased requirements 

- growth spurt  

- maturation 

 Increased energy expenditure (physical and mental) 

 Loss of blood during menstruation 

 Pregnancy/lactation 

NOTE 

Different categories of adolescents have different nutritional needs e.g. 

 Pregnant adolescents need more proteins and carbohydrates 

 Lactating adolescents need more fluids 

 Post abortal/partum adolescents need more proteins and protective 

foods (vegetables and fruits) 

 Sick with HIV/AIDS adolescents need more proteins and more vitamins 

Role of a health worker in promoting proper nutrition among adolescents 
 Raise awareness about the dangers of unbalanced diet of parents, 

teachers and adolescents 

 Emphasize equal distribution of food among boys and girls 

 Proper food hygiene 

 Encourage adolescents to participate in food production e.g. at school, 

clubs, etc 

 Poverty eradication 

 More education on food security 

 

Use the Step by Step guide for Health Workers for further clarification on this 

subject( Page 111)  
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HANDOUT 4:  HYGIENE IN ADOLESCENTS 
 

Definition of Hygiene: 

Hygiene is a practice of keeping the body clean, in order to prevent 

infections, bacteria and diseases from spreading. 

Practices promoting good hygiene: 

 Hand-washing 

 Bathing 

 Brushing teeth 

 Combing hair 

 Trimming/keeping nails short and clean  

 Washing clothes 

 Wearing clean clothes 

 Proper disposal of waste products 

 Keeping the environment clean by sweeping, slashing 

Factors Leading To Unhygienic Practices In Adolescents  

Health worker 

- Not raising public awareness on importance of hygiene 

- Health worker not being a role model (Some health workers portray 

unhygienic practices) 

 Teacher 

- Not raising awareness of hygiene to adolescents 

- Failure to identify and advise students with poor hygiene 

- Teachers not being role models 

 Parents 

- Poverty 

- Lack of information 

- Poor parental guidance 

- Over crowding 

- Poor disposal of excrete 

- Bad disposal of rubbish 

- Not enough water 

- Giving adolescents too much work 

- Child abuse and neglect 

 Adolescent 

- Self neglect 

- Lack of water and sanitation facilities 

- Poverty 

- Too much stress 

- Depression 

- Carelessness 
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- Drug/substance abuse 

- Living environment e.g. living on the streets 

- Lack of information on good hygienic practices 

- Lack of guidance from teachers, parents, etc. 

 

Common Hygienic Problems Among Adolescents: 

 

Infections and infestations 
- Skin infections like scabies and ringworm 

- Lice, dandruff 

- Jiggers 

- Athletes foot 

- Intestinal worms 

- Urinary tract infections 

- Fungal infections on the skin 

- Halitosis  

- Monilliasis 

- Sanitary towel dermatitis  

- Bacterial infections 

- Eye infections 

- Balanitis/vaginitis 

- Dysentery 

- Allergy 

- Body odour 

Unhygienic Practices Among Adolescents: 

Boys 

- Inadequate personal cleanliness  

- Not bathing daily 

- Using unclean facilities e.g. basins, towels, clothes, stockings 

- Not brushing teeth daily 

- Poor methods of brushing teeth 

- Not shaving the armpits and genital areas 

- Not trimming the nails 

- Not keeping hair short 

- Wearing dirty clothes 

- Not washing hands after using the toilet 

Girls 

- Not bathing enough 

- Sharing towels, basins, sponges 

- Using unclean water 

- Lack of sanitary towels 
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- Poor disposal of sanitary towels 

- Using sanitary towels for too long 

- Wearing dirty under wear 

- Sharing clothes and under wear 

- Not brushing the teeth daily 

- Not washing the hair enough 

- Not keeping nails short and clean 

- Not shaving armpits and genital area. 

 

Signs of Poor Hygiene: 

Bad smell 
- Feet 

- Armpits 

- Breathe 

- Private parts 

Skin rash 
- Armpits 

- Groin 

- Around the anus 

- Vulva 

- Penis 

Discharge 
- Vagina 

- Penis 

- Eyes 

Pain/sores 

- Vulva sores 

- Sores on the penis 

- Pain on passing urine 

- Sores in the mouth 

- Sores on the feet  
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HANDOUT 5:  PARENT – CHILD RELATIONSHIP 

 
Causes of communication barriers between parents and children 

- Time: busy, away from home and have no time for adolescents 

- Some parents are rude to adolescents 

- Some parents are violent to adolescents 

- Lack of language to use 

- Failure to appreciate children‘s performance 

- Lack of listening skills 

- Rejection from parents 

- Marital problems 

- Role of culture: children are supposed to be submissive at all times 

without questioning their parents about anything (―the parent knows 

best and is always right‖)  

 

How parents can improve communication with their children 
- Talk to children as individuals 

- Communication should start early in childhood 

- Listen to what children say and feel about different issues in life  

- Try to see the world through the eyes of the children 

- Use positive reinforcements – words and materials 

- Avoid physical punishments 

- Do not compare children socially and intellectually 

- Understand and appreciate changes in children and in the 

environment 

- To be aware of their own weaknesses, values, beliefs and how they are 

likely to affect the children. 

 

How children can improve communication with their parents? 
- Improve on their listening skills especially towards parents 

- Identify the cause of poor/lack of communication and their 

contribution if any 

- Identify and change their weakness especially things they do and 

seem to annoy their parents 

- Saying sorry when they realize they are wrong 

 

Problems of adolescents 

- Not in school 

- Misunderstood by parents 

- No respect for parents 

- Homeless 
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- No sex education 

- Have disabilities 

- Street guys 

- Come late 

- No clothes 

- Unwanted children 

- Un/under employed 

- No food 

- Under paid 

- Defiled 

- Indecent assault 

- HIV/AIDS/STIs 

- Not cared for when sick 

- Not listened to by parents 

- Thieves 

- Drug abuse 

- Too much alcohol 

 

How do parents contribute to problems of adolescents? 
- Do not provide adolescent needs such as school fees and uniforms 

- Poor communication 

- Divided homes – neglect 

- Parents do not listen to the problems of adolescents 

- Parents are not role models 

- Parents force girls into early marriages 

- Adolescents are removed from parents‘ homes  

- Parents deny children their rights 

- Parents lack knowledge of  children‘s rights 

- Inability of parents to discuss issues related to sex with their children 

- Failure of parents to talk with their children due to: 

 Tiredness 

 No time 

 Drinking alcohol 

- Lack of knowledge 

- Generation gap 

 

Reactions of adolescents towards their parents’ behaviour: 
 Anxiety 

 Running away from home 

 Feeling of being over protected 

 Nicknaming their parents 
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 Some accept the behaviour of their parents 

 Prostitution 

 Feeling neglected 

 Seeking income generating activities 

 Stealing 

 

Influential persons in society and their roles 
 Teachers  

- Impart formal education on different reproductive issues 

- Can be role models and adolescents can emulate them 

- Can help adolescents change their behaviour if the teachers pay 

attention to the adolescents 

- Help parents improve communication with adolescents 

- Can help adolescents set long term goals 

 Religious leaders 

- Impart moral values 

- Instill hope when it seems to waive 

- Can be role models and exemplary 

- Can counsel parents and adolescents for the benefit of the latter 

- Can directly change adolescent attitudes and behaviour 

 Elders/ opinion leaders 

- Role models 

- Can have a direct impact on parents‘ behaviour and attitudes and 

consequently change adolescents 

 Other formal leaders (LCs, leaders in organizations 

- Can use their office to intervene in issues that directly affect 

adolescents 

- Can mobilize and sensitize adolescents 

- Can be role models and exemplary 
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HANDOUT 6: COUNSELLING  
 

What is counselling? 

Counselling is a process in which a counselor helps an individual, group of 

individuals, or family members gain self-understanding and understanding of 

others in order to solve problems more effectively and resolve conflicts in 

everyday living. The process of counseling involves a personal relationship 

with the adolescent and counselor jointly participating in problem resolution 

for the adolescent. 

 

The process of counseling is collaborative where the counselor acts as a 

facilitator in the problem resolution process and the client, the active 

participant. The counseling relationship between the adolescent and the 

counselor determines the quality of counseling.  

 

Counselling involves a great deal of communication skills which are used to 

help individuals alone or in groups to make changes in their lives or their 

environments. 

Counselling is not: 

 Method to provide solutions to the adolescents‘ problems 

 A method of giving instructions or advice 

 A promotion of a life plan that has been successful for the counsellor. 

 

Qualities of a good counselor for adolescents: 

There are basic qualities and behaviours which are desirable in every 

adolescent -counselor relationship. If the person doing counseling thinks that 

they will act as a parent, teacher, aunt or uncle or even a peer to the 

adolescent, they are not ready to be the adolescent counselor. Worse still, if 

a person thinks that the child is a ‗blank sheet‘ that needs to be written on by 

another person then, they too are in for a disappointment. For an 

adolescent-counselor relationship to be successful, the counselor must have 

the following qualities: 

 Being congruent 

 Able to be in touch with own inner adolescents 

 Accepting and respectful  

 Emotionally detached 

 Join adolescents‘ feelings and perceptions  

 Provide opportunity for adolescent to express their feeling and 

perceptions. 
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Conditions for effective counselling: 

 Counselors‘ positive attitudes and good communication skills: 

Attitudes include empathy, unconditional acceptance of the client, non 

judgmental and caring attitudes. 

Communication skills include effective attending and listening skills, 

empathy, asking questions that are relevant to the problem presented. 

Ask open-ended questions for clarity and detailed expression of 

experiences and feelings. 

 Readiness of the client (adolescent) to be counseled: 

Counselling is supposed to be voluntary although there may be forced 

referrals. Adolescents who seek counseling freely, easily facilitate the 

process of effective counseling. 

 Counselors‘ sincere and genuine interest in the welfare of others 

particularly counselor‘s willingness to help and his/her concern for others in 

hardship. 

 The setting in which counseling may occur: This refers to the physical 

surroundings such as privacy, comfort, aesthetic characteristics of the 

room and timing. 

 Personal qualities of the counselor (accurate empathy, unconditional 

acceptance) 

 Characteristics of the adolescent and the counselor. For example the 

adolescent characteristics like history of coping skills, problem-solving 

abilities, self concept issues, and interpersonal experiences. A deficiency in 

any of the above characteristics can produce obstacles to the counseling 

process. 

 

Principle of counseling adolescents: 

Adolescent counseling is quite different from adult counseling bearing in 

mind the development age, experience and ability of judgment regarding 

issues. Anybody interested in providing psychosocial support to adolescents 

should be prepared to put in a lot more effort and continuously consult other 

books and child professionals to ensure the child is getting the care and the 

benefits. Two things are important to note: 

 The nature and purpose for counseling the adolescent 

 The goals of the adolescent in relation to those of the counselor and other 

people who matter in the adolescents‘ life. 

There are three major principles of successful counseling: 

 Congruence – ―touching base‖ with the adolescents‘ world 

 Empathy – Feeling for the client as though you were in their situation 

 Unconditional positive regard – total acceptance without reservation 

Therefore the adolescent counselor relationship must be: 
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 A meaningful link between the adolescent world and that of the 

counselor 

 Exclusive 

 Safe 

 Genuine 

 Confidential 

 Non-interfering 

 Purposeful/focused 

 Not condemning 

This will lead to a meaningful link which enables the counselor to observe and 

gain clarity into the adolescents‘ world and experience. 

 

APPROACHES TO COUNSELLING 

Group counseling: 

Group counseling is an interaction between a collection of individuals for 

prevention of difficulties or for enhancement of personal growth through the 

interaction of those who meet together for a commonly agreed on purpose. 

In group counseling, a number of individuals work together with a counselor 

to learn to resolve personal and interpersonal issues. 

 

Group counseling is an interpersonal process through which a counselor helps 

individuals to cope with typical developmental problem. Group counseling is 

useful to people who are shy or aggressive in their interpersonal interactions 

and people who are resistant or over conforming to social expectations. 

The following can appropriately be handled in group counseling: 

 People finding difficulty in keeping friends. 

 Adolescents experiencing friction with peers, parents, etc. 

 Special groups like the abused and battered women. 

 Adolescents needing to learn anger control. 

 Youths of alcoholic parents 

 Problems related to interpersonal awkwardness, feelings of insecurity or 

conflict can be handled in group counseling. 

 

Advantages of group counseling: 

 Members of the group are given an opportunity to work out the 

problem in a social setting where they can experience with and 

practice new behaviors‘, and receive support for their efforts and 

feedback from other group members as well as from the counselor for 

example, adolescents who would like to stop drug abuse. 

 Each member of the group has a chance to help others in the group 

improve social interactions. 
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 Each member of the group becomes aware of the feelings and 

experiences of other persons in the group. 

 Group counseling aims at personality reconstruction. 

 

Disadvantages of Group Counselling: 

 It is not appropriate for individuals experiencing highly private personal 

problems. 

 Some clients may find it difficult to develop the trust in other group 

members which is vital for constructive self-disclosure. 

 People prefer to be treated as individuals rather than members of a 

category. For example, it may be a group of alcoholics but their 

reasons for becoming alcoholics are unique, they are not the same. 

This means that for better change of behavior, each individual needs 

to be treated as a unique person, with unique problems. Usually such 

behaviors are just symptoms of the problem and not the problem itself. 

 There may be direct or indirect pressures for the members to conform 

to group norms. 

Individual counseling is more beneficial than group counseling. 

 

WHAT AFFECTS GROUP COUNSELLING? 

 

Physical environment 
 Size of the group 

 Shape of room and size 

 Lighting, temperature 

 Furniture 

 Space between individuals 

 

Social environment 
 Sex 

 Members‘ social characteristics 

 Personality type 

 

Joint counselling 
Joint counselling refers to counselling by two or more counselors at the same 

time. Useful in family or couple counselling and when counselors are of 

different gender. 

1) Before session 

- Clarify objectives 

- Discuss client needs 

- The role each counselor will play 
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- Identify any differences regarding: 

 Objectives 

 Methods/style 

 Expectations from client 

- Agree on overall approach 

- Achieve amicable relationship 

2) During session 

- Support co-counselor if helpful to client 

- Help co-counselor with difficult moments 

- Reflect client‘s view if co-counselor seems to be misreading it 

- If disagreements of detail arise, deal with them openly and 

amicably 

3) After session 

- Review session immediately afterwards 

- Discuss and resolve any differences 

- Seek help from third party if necessary 

- Plan next step 

 

Issues in counselling adolescent with family 
1. Determine who should come for help – adolescent or others 

2. Ask them to explain how and why they made the decision 

3. Observe how they see the problem themselves 

4. Explain that counselor‘s role is to help 

- Clarify the situation 

-Help them take action to improve the situation 

5. If you feel it is necessary to see the adolescent and adults separately at 

first: 

- Explain that it is sometimes difficult to talk together at first 

- Ask their permission   

6. Learn from each whether they think there is a problem and what they 

believe it to be 

7. Bring them together and do not separate them again.  

8. Describe briefly and neutrally the points of view they have expressed to 

you 

9. Enable them to listen to each other 

10. Observe what  

- Is hurtful 

- Arouses anger 

- Is comforting 
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11. Comment on what you observe by reflecting facts and feelings so that 

each will: 

- See that you understand 

- Correct you if you do not understand 

- Listen to what the others have said 

- See the impact of what they have said about others 

12. Do not take sides but ensure that each person is able to express his/her 

feelings. 

13. Remember that the roles of parents and adolescents are different 

- Parent has more responsibility and authority but 

- The relationship is changing 

14. Help them to negotiate a new arrangement 

15. Adolescents are very sensitive to ―justice‖ – if an agreement is reached 

that seen to be fair, they are likely to abide by it. 

16. If the father is present, he may feel that the counselor is usurping his 

authority – be sure not to do that. 

17. Remember that you are helping them to make their own decisions 

18. Thank father for coming – compliment him for his willingness to help family 

by talking things over with an outsider 

19. Reassure him that your main job is to help clarify the situation so that they 

may decide what to do. 

20. If arguments within the family occur during the session, allow them to 

continue for a little while and reflect what has occurred 

21. To end the initial session, summarize key points in a balanced way and 

highlight the positive aspects of: 

- Family relationships 

- Achievements in the session 

 

Issues in counselling couples 
 Thank both for coming 

 Learn who initiated the decision 

 Learn who made them come now 

 Explain counselor‘s role is to help 

- Clarify the situation 

- Encourage them to take action 

 Separating them is not desirable but if essential should be done only at the 

beginning and not repeated 

 One of them may not feel there is a problem 

 Ensure that each describes it 

 If they express differences reflect them neutrally 

 Observe how they react to each other 
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 Help each to listen to the other during the session 

 Help them to express their emotions 

 Allow argument or crying for a time 

 Reflect how they react to each other 

 Summarize ―neutrally‖ at the end 

 Praise them for the courage to come 

 Emphasize positive aspects and achievements 

 Discuss follow up 

 

WHY ADOLESCENT COUNSELLING: 

 To facilitate behaviour change  

 To promote decision-making. Sometimes emotional disturbances result 

from adolescents‘ failure to make crucial decisions in life. 

 To enable the adolescent deal with emotional issues like anxiety, 

depression, frustrations and disappointments. 

 To enable the child feel good about himself/herself; accept his or her 

limitations and build self-confidence. 

 To maximize the opportunity for the adolescent to pursue relevant 

developmental tasks. The adolescents‘ unused or unidentified 

potentials/skills will be identified in the counseling process, and the 

adolescent will be helped to develop or improve on those skills for 

personal growth and development. 

 To improve interpersonal relationships so that the adolescent can function 

comfortably and adaptively with others at home, school and the 

community in which the adolescent lives. 

 To provide social and psychological support to those who feel insecure, 

lonely, depressed, etc.  

Use the Step by step guide for health workers to clarify further (Part1) 
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HANDOUT 7: COUNSELLING SKILLS 
 

 Listening attentively without interrupting the client 

- Allow the client to express herself/himself 

- Showing your undivided attention 

- Avoiding interruptions from other health workers 

 Use of encouragers means giving of courage, confidence and hope e.g. 

non-verbal – nodding one‘s head, verbal – ―yes, I see, go on, please, mm, 

hm,‖ etc. 

 Praise means expression of approval or admiration 

- To reinforce good behavior 

- Compliments the client 

- Shows that you respect and are concerned for their wellbeing  

 Reflections on facts and feelings 

 Art of questioning 

- Using open or closed questions 

- Probing questions 

 Summarizing 

 Integration of skills – applying verbal and non-verbal together 

 

Attending skills/body language 
 Eye contact 

 Body language 

- Distance 

- Trunk lean 

- Gestures 

- Facial expression 

- Movement and synchrony 

 Vocal qualities 

- Speed 

- Volume 

- Pitch 

- Variety 

 Appearance 

- Style of dressing 

- Tidiness/cleanliness 

 

Reflections/summarizing 
- Reflection of fact/paraphrasing 

- Restatement of factual 

- Information provided by the client 
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- Reflection of feeling 

- Restatement of emotional content expressed by the client 

- Summarizing 

- Re-stating of key points made by the client over longer period of 

time. 

 

Reasons for reflecting back to client 
- It obliges you to listen carefully 

- It shows that you have been listening very carefully 

- It enables the client to correct you if you have made a mistake 

- It encourages client to continue because it shows you accept the 

client‘s statement 

- It leaves the choice of topic to the client encouraging self-

exploration 

 

THE COUNSELLING PROCESS 
- Preparation for counselling – environment, self, materials 

- Establishing and maintaining rapport 

- Exploring client needs 

- Providing correct and accurate information based on the client‘s 

needs 

- Help client explore possible solutions to the problem 

- Help client to make appropriate decisions/solutions 

- Explain steps to implement solution/decisions 

- Plan for return visit and follow up 

- Close the counselling session 

 

STEPS/STAGES OF COUNSELLING: 
There are three stages/steps to effective counseling. Each stage is identified 

from the point of view of its purpose and goal, and the skills the counselor will 

require. As the table below: 

Stage/Step Rationale and Goals Counseling Skills 

Stage/Step 1 

Clarification: 

Exploring and 

clarifying the 

problem. 

Clients cannot manage 

problem situations unless they 

first understand them. The first 

stage of problem-solving must 

therefore involve exploration 

and clarification of the 

problem. 

 Introduction 

(establishing a 

relationship) 

 Attending  

 Active listening 

 Promoting 

 Responding 
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Stage/Step 2 

Understanding: 

Realising the 

causes of the 

problem – and its 

possible 

consequences. 

In order to tackle problem 

situations, clients must 

develop a new perspective 

on their causes and 

consequences - and the kind 

of dynamic understanding 

that calls for action. 

 Summarizing  

 Sharing information 

 Confronting  

 Sharing experiences 

 Focusing on the 

immediate 

Stage 3 

Action: 

Setting goals and 

devising ways of 

accomplishing 

them. 

To facilitate action, client 

needs to set goals based on 

their new perspective. 

Because goals can often be 

achieved in a variety of ways, 

clients need to decide on the 

best ‗programme‘ of action 

for achieving their particular 

goals. Then they need to 

implement the programme 

they have chosen – on their 

own terms. 

 Setting goals 

 Planning for Action 

 Supporting the 

Action. 

 

Factors that facilitate effective counseling 

Environment – privacy and confidentiality, room or area where the client and 

provider are alone out of hearing range of others.  Away from unnecessary 

distractions. 

Provider: 

- Showing concern 

- Respect and understanding 

- Counselor being empathetic 

- Knowledge on the subject 

- Being prepared 

- Being flexible and non-judgmental 

 

DIFFICULT MOMENTS IN COUNSELLING 
Silence – the client is unwilling or unable to speak for some time.  This is a 

common phenomenon among adolescents who are very anxious or angry, 

usually because they have been sent against their will.  If it happens at the 

very beginning of a session, it is best for the counselor after a little while, 

gently to call attention to it saying perhaps: 

― I can see that it is a bit difficult to talk.  It is often that way when someone 

first comes to see me.  I wonder if you are not feeling a bit anxious. Or, 

alternatively, if the silence seems an angry one – (e.g. the adolescent is 
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looking away from you) you might say, ―you know when someone comes 

to see me who does not really want to be here, they decide not to say 

anything.  I wonder if that is how you are feeling.‖  These statements 

should be followed by another period of silence, with the counselor 

looking at the adolescent and maintaining body language that indicates 

a sympathetic interest. 

 

Sometimes silence will occur in the middle of a session.  In those 

circumstances, the context is very important, and the counselor will have 

to judge why it occurred.  It may be because the adolescent is finding it 

very hard to make an admission of a secret, or that he/she is unhappy 

with how the counselor has reacted to something.  Generally, it is best to 

wait, as it is crucial that the young person makes the effort to express his or 

her feelings or thoughts, even though the counselor may initially find it 

uncomfortable.  There are times when silence is the result simply of 

thoughtfulness on the part of the adolescent.  There is a need neither to 

break the silence nor to indicate in anyway that it is not acceptable. 

 

 The client cries – A client who starts to cry or sob may make the counselor 

uncomfortable.  A natural response is to try to stop it perhaps by 

comforting the client, but that is usually not best in the counselling session.  

Crying may occur for different reasons.  For some, it is a very helpful 

release of emotion and an appropriate response is to wait for a while, and 

if it continues say that it is alright to cry, it is a natural reason when you feel 

a little while. 

Crying, however, sometimes occurs for another reason.  It can be used to 

elicit sympathy or to stop any further exploration.  It may be a way in 

which the client is trying to manipulate the counselor much in the way she 

or he will do it at home, or with other adults.  Again it is best to let the 

client cry indicating that although you are sorry they feel sad, it is 

nevertheless a good thing to express their feelings.  If the client is being 

manipulative, it will soon come to an end and the lesson learned that the 

counselorcannot be manipulated in the same way that other adults have 

been. 

 

Some counselors in some cultures will want to comfort the client by 

touching him or her.  While it may be appropriate, touching a client, 

especially of the opposite sex, should be treated with extreme caution.  

There are several reasons for this.  Often the difficulties an adolescent is 

experiencing are sexual in nature and touching a client, even in a 

relatively unsexual way, such as on the hand, or on the shoulder, it may be 
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misinterpreted and frighten the adolescent.  The decision will be 

appropriate to the culture as well as to the gender and age of the 

counselor and client, but it is important that a professional relationship is 

established, and not a social one. 

 

The counselor believes there is no solution to the “problem” - This is an 

anxiety often expressed by trainees and results in their becoming “stuck”, i.e. 

not knowing how to proceed.  It is important to remember that the primary 

focus of counselling is on the person not the problem.  Even the most 

intractable of difficulties including the recognition of an adolescent that he is 

homosexually oriented when he does not wish to be a young girl wanting to 

have an abortion when it is impossible to obtain one; or even a person facing 

untimely death in the knowledge that she/he has become infected with the HIV, 

do not mean that the counselorcannot help the client.  One of the most 

appropriate ways to deal with a client, who insists on a solution to a problem 

as he/she defines it, is to say that while you may not be able to change some 

things, in your experience getting to know the person better is helpful, and 

sometimes perspective on things changes.  In practice sessions it is not 

uncommon for a trainee role playing a counselorto quickly make some 

mistaken assumptions.   A girl is anxious about what has happened with her 

boyfriend.  The counselor quickly jumps to the conclusion that she is 

pregnant. 

An adolescent hints at incestuous feelings; a counselor assumes sexual 

intercourse has taken place; etc.  The more the client is able to explore 

himself or herself, the more possibilities will exist for dealing with the 

difficulties including the underlying causes of it. 

 The client threatens suicide – This is perhaps the most anxiety provoking 

situation for a counselor.  Most young people who threaten suicide do not 

commit suicide but are never the less desperate enough to cry out for 

attention in this way.  There are some things one needs to remember.  It is 

virtually impossible to stop any one from committing suicide who wishes to do 

so.  A panic reaction on the part of the counselor may be more frightening to 

the adolescent than a more measured one.  It is appropriate to say that while 

no one can stop a person from taking their own life, you would feel terribly sad 

if that were to happen.  You are just getting to know each other and you see 

much that you will admire in the adolescent.  Those who commit suicide are 

hopeless.  They feel they have no relationship with anyone who cares.  The 

lifeline the counselor throws to the adolescent is that he or she does care and 

that may give them sufficient hope to continue. 

 

 Some young people threaten suicide in a manipulative way to get their 

own way.  They are equally in need of help but they must be shown that 

there are others to get the attention too.  An adolescent who has little self 
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esteem will not believe that anything but a threat of suicide will matter to 

others – perhaps it worked in the past, but it should not work in the same 

way with the counselor.  A comment indicating positive feelings about the 

client, not about the threat, is the most valuable approach. 

It is not uncommon for such a threat or hint of suicide to occur just at the 

end of a session.  The reason for this is that the client feels ―safe‖ enough 

to raise it because she/he knows the session is about to end and will not 

have to talk about it that time.  It is best for the counselor to indicate that 

what the young person has said is very important, that you are glad 

she/he has been willing to share his/her feeling with you on such an 

important issue.  Now that it has been raised, it should be looked at 

together when the adolescent comes to the next session.  It is then 

important to confirm the next session with the adolescent.  An appropriate 

reaction is to panic and say – well if you feel that way, don‘t go, we had 

better do something about it right away.  Even if you prolong the session 

at that point, it may communicate panic and not be as helpful as the 

measured reaction that expresses concern and faith that the adolescent 

will return. 

 

Because suicide is so tragic in the young, each counselor will have to 

make his or her own judgment as to the best way to deal with the 

problem.  The better the rapport with the client, the less likely it is to occur, 

so that much emphasis needs to be placed from the very onset of the first 

session on the establishment of that rapport.  It is the best protection 

against suicide in the client. 

 

 The counselor makes a mistake – There are many ways in which the 

counselor can make a mistake.  He or she may make a factual error 

about something the client has said earlier.  The counselor may provide 

some incorrect information.  The counselor may become inappropriately 

embarrassed or angry at something the client has said.  The single most 

important rule in establishing a good relationship with the client, the kind 

of relationship that you want him or her to have with other people is to be 

honest.  Basic respect for the client is one of the key principles of 

counselling.  That respect and confidence in the client can be best 

demonstrated by admitting that you have made a mistake.  An apology is 

appropriate if you are wrong.  Factual errors are easier to deal with.  You 

might say, ”I am sorry, I had forgotten that you told me that you had a 

younger brother.”  If you do something which you regret – perhaps getting 

angry at a client who is being provocative, it is also appropriate to 

acknowledge that.  You might say, “you know, a moment ago when you 
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said that you did not see how I could help anyone your age because I 

was too old to know how a young person would feel, I was angry for a 

moment.  Perhaps you noticed it.  I have a different idea about that since 

I think that people have the same kind of feelings at any age, although 

the things they care about are different.  Would you like to talk about 

that?  You can be sure that any emotional reaction you express 

unwittingly or otherwise will be perceived by the client in some manner 

even without being fully aware.  The more openly you can deal with your 

feelings when it is appropriate (without making personal revelations about 

your life outside the session) the better example you will be providing to 

the client to do the same thing.  The counselor‘s mistake can be turned to 

the good of the client. 

 

The counselor does not know the answer to a factual question – This is a 

common anxiety expressed by counselorsbut, as with the above 

circumstance, it is perfectly appropriate to say that you do not know the 

answer but will try to get the information.  Evading the question or answering 

without adequate knowledge will do far more harm to all important relationship 

you are establishing with your client than simply admitting your lack of 

knowledge. 

 

The client refuses help – Gently probe as to the reason.  Many adolescents are 

sent to help when they do not want to help.  Helping young people say why 

they are there will help open up the subject.  Often the client will say things 

like “my father thinks I have a problem with this boy at school but I really do 

not.”  “he just won’t listen when I tell him”.  The adolescent could be right and 

could be experiencing difficulties with her father.  The counselor has to find a 

way of helping her.  If the adolescent is unwilling to talk, stress the positive, 

that at least she did come and maybe she would like to reconsider.  Suggest 

another appointment and try, if possible to leave it open.  The adolescent then 

has a “lifeline” and may indeed. 

 

The client is uncomfortable with the counselor’s gender – This difficult may be 

made explicit if the client says” I do not think I can talk to a woman/man, I was 

expecting a woman/man.  If this is the case, the counselor can say “I wonder if 

you were expecting to see a man or woman?”  Once the issue is out in the 

open, the counselor can then say, “ some young people are, at first, more 

comfortable with someone of the same sex or opposite sex, but in my 

experience that usually becomes less of a problem once they get to know each 

other.  Why don’t we try to continue and see how far we can go?  The client 

will usually accept that and the problem is likely to vanish if the counselor is 

attentive, respects the client and is non-judgmental.  The use of encouragers 

and reflections are helpful since they give the client a sense that what he or 
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she is saying is acceptable.  If the client is adamant from the onset, it is better 

if the client probably learnt to work with a person of the sex that makes 

him/her uncomfortable.  The counsellor has to see first if the client can be 

given enough confidence to try. 

 

 The counselor is short of time – it is of benefit to the client to know how 

much time he/she will spend with the counselor.  On some occasion it 

may occur that the counselor has limited time with the client.  It is 

therefore important to mention from the start the reason and apologize for 

the limited time and suggest an appropriate time to meet the client.  A 

great deal can be accomplished even in a few minutes as will have been 

demonstrated to the trainees by now in the role plays.  It is best to make 

use of that time than send the client away.   

 

 The counselorcan not establish good rapport - Sometimes it may be very 

difficult to establish satisfactory rapport with the client.  This is not 

necessarily a reason for ending counseling or referring to someone else.  

Rather the counselor should ask for help from others in reviewing the 

sessions to understand better where the difficulty may lie.   If there is 

something about the client which the counselor finds himself/herself 

rejecting it is essential that it be dealt with, if at all possible.  One of the 

important aspects of training is for the counselor to learn what they make 

him or her uncomfortable and try to deal with those issues before 

beginning counselling or at least, seek help while working with someone 

with whom it is difficult to establish rapport. 

 

If, after discussing it with an experienced counselor, the difficulty appears 

to be that the client has never been able to have a close relationship with 

anyone, sending the client away or to someone else will not help, but is 

likely to damage the client.  It is far better to try to continue especially by 

helping the client to feel better about himself or herself. 

 

 The Counselor and The Client Know Each Other Socially - It is quite 

common in small communities that an adolescent client will know who the 

counselor is and may know him or her quite well. If the relationship is a 

casual one, it may be possible to serve as a counselor, but it must be 

made clear earlier on that confidentiality will be totally respected, and 

that the way you would relate to a friend or acquaintance.  If, however, 

you are well known to each other, it is not possible to serve as a counselor.  

It will be necessary to explain that to the client and arrange for someone 

else to help.  The counselor must indicate that in his/her experience, it is 
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not helpful to work with someone he or she knows socially because it is a 

different kind of relationship.  While a friend may want to be comforting or 

one might get angry or be embarrassed by something he/she might not 

like, the role of the counselor is a different one.  It isn‘t possible to change 

roles when meeting outside the counselling session and this will inevitably 

give rise to confusion and hurt feelings. 

 

 The client talks continuously and inappropriately - This is the opposite of a 

client being unduly silent or refusing to talk, but it may arise from the same 

kind of anxiety which makes talking difficult.  If a client persists in talking 

continuously and saying things that are essentially trivial (to the client) and 

repetitive, it is appropriate to interrupt after sometime and say e.g. 

“Excuse me Mary, but I wonder if you realize that for some time now you 

have been repeating the same thing?” This may help to alter the focus of 

the conversation from something outside the session to the client 

herself/himself which may be sufficient to halt the flow of inappropriate 

talk. 

 

The client asks a personal question of the counselor – A counselor/client 

relationship is a professional one, not a social one.  That is valuable because it 

enables the counselor to react in different ways from the people in the young 

person’s life and can help them learn ways of relating with other people.  This 

may be difficult for the client to understand at the beginning especially if the 

counsellor is being warm and caring at the same time.  One hazard to this 

relationship is responding to personal questions from the client about oneself.  

This is not advisable because it shifts attention from the client.  It may lead to 

a series of questions that may be hard for the counselor to answer and sends 

an impression as to why the counsellorcannot provide answers to the 

questions asked.  Sometimes the client would want to know if the counselor 

has the same problem and would feel the counselorcannot help.  It is better to 

let the client know that it would not be helpful to respond to personal 

questions and let the client know from the beginning.   

 

The counselor is embarrassed by the subject matter – it may happen that 

something the client says may embarrass the counselor.  The more training he 

or she has had in sensitive subjects the better because it will not leave him or 

her vulnerable but prepared for anything.  It is always best for the counselor to 

be honest with the client especially if the response given is emotional because 

the client can find out for himself or herself.  The counselor can say,” you may 

have noticed that when you mentioned the fact that you are masturbating, for a 

moment I was taken aback.  That sometimes happens to people when they are 

not expecting something but in fact, I am glad you brought it up and may be it 
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would be useful to talk about it.” After the session, it might be helpful to talk 

with whoever is providing supervision about what happened, and see if such 

uncomfortable feelings can be overcome. 

 

Counselling Situations – Case studies 

 

 Miss E is 17.  She has had sex with boys several times, but now she is being 

courted by a married man, a local business owner.  She very much likes 

the special attention from him, and her mother has said nothing to her 

about it – she actually seems relieved that she has this mysterious new 

source of money to buy clothes and pay her own school fees!  However, 

lately she has had lots of fluid coming from her private parts and the 

business man has complained that she smells bad ―down there‖ when 

they have sex.  He has driven her to a town some distance from where 

they live so that she can see a health worker to see if something is wrong 

with her. 

 

 Miss F is 16 and suspects that she is pregnant.  She is not married and she is 

nearly hysterical from thinking about what her parents would do if they 

find out she is pregnant.  She is considering aborting the pregnancy, but 

she is terrified by the stories she has heard about local ‗cures‘ for 

pregnancy. In her desperation she goes to the neighbouring village to visit 

the health centre – may be someone there can help her figure out what 

to do! 

 Miss G is 17 and started having sex with a boy from school four months 

ago.  She thought it would only happen once, but she has found it 

impossible to say no to this boy – he enjoys it so much and he treats her 

better than anyone else in her life she has ever had.  Now she is starting to 

worry about the risk of getting pregnant.  She has only half a year left in 

secondary school and she definitely wants to go on to university.  She 

summons her courage to go to the health centre and ask about family 

planning. 

 Miss B has come to a busy, crowded health centre.  She has belly cramps, 

a fever and bleeding from her private parts.  She is 19 years old, not 

married, and has two children, 3 and 2 years old.  She seems confused 

and is reluctant to answer questions.  She has had pain and bleeding for 

―a couple of days‖.  She cannot remember the date of her last menses, 

but she vaguely says it was ―sometime ago‖. 

 Master D is an 18-year old boy who has been having a lot of pressure from 

his peers to have sex.  He thinks being a virgin boy is not healthy for him.  

All his friends have had sex and say he will fail in his future sexual 



 Trainee Handbook 

ADH Training Curriculum | 67 

 

relationship.  He wants to remain a virgin and only have sex when he feels 

he is mature. 

 Master A is 19 years old and has been having sex for the last two years.  

Recently he got an infection and when he went to the health unit, he was 

told he had an STD.  It was treated and he was given information on 

prevention of STDs.  He has decided to start using condoms but does not 

have adequate information about it.  He decides to go to a health unit to 

get more information on the subject. 

 Master C is 18 years and he is considering marrying.  He is at school and 

has been told that marriage will save him from the deadly disease (AIDS).  

He is in love with a 15-year old girl and they have never had sex.  They 

have discussed the issue of sex and they decided to wait.  But there is 

pressure from his parents to marry and have the girl be at his family‘s 

house.  He is in dilemma and he decides to go to the health unit for help. 
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HANDOUT 8: COUNSELLING PROCESS – CHECKLIST 
 

TASK DONE  NOT DONE 

PREPARING THE COUNSELLING SETTING 

 Arranges an area out hearing range of others 

(privacy) 

 Positions chairs/bench to ensure both the client 

and counsellor are seated facing each other 

 Assembles appropriate client education 

materials 

 

  

ESTABLISHING AND MAINTAINING RAPPORT 

THROUGHOUT THE COUNSELLING SESSION 

 Welcomes and greets clients in a culturally 

accepted way 

 Introduces self to the client 

 Counsellor is relaxed 

 

  

EXPLORING CLIENTS NEEDS 

 Asks client how she can be of help 

 Establishes the purpose of the visit 

 Assures client of how and what she will do to 

help 

 Asks open ended questions 

 

  

PROVIDING CORRECT AND ACCURATE 

INFORMATION 

 Finds out what client knows about the problem 

 Builds on what client knows 

 Corrects any misconceptions 

 Provides factual information based on client‘s 

needs 

 Applies counselling skills 

 Counsellor listens attentively without interrupting 

 Keeps eye contact and non-verbal 

communication 

 Uses encouragers 

 Paraphrases after client to ensure common 

understanding 

 Uses clear, understandable language  
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TASK DONE NOT DONE 

HELPING CLIENT EXPLORE POSSIBLE SOLUTIONS TO 

THE PROBLEM 

 Explains different options to solving the problem 

 Allows client to ask questions/clarifications 

 Makes necessary clarifications 

 

  

HELPING CLIENT MAKE APPROPRIATE DECISION 

 Assists client make informed decision 

 Asks client to state why she/he has chosen that 

decision 

 Encourages client to select a more appropriate 

solution if necessary 

  

EXPLAINING STEPS TO IMPLEMENT THE 

SOLUTION/DECISION MADE 

 Explains what the client needs to do to 

implement the decision 

 Helps client identify her/his role in implementing 

the solution effectively 

  

PLANNING FOR FOLLOW UP AND RETURN VISIT WITH 

THE CLIENT 

 Finds out if it is possible for client to come back 

and when  

 Makes appointment that fits the client‘s 

schedule and severity of the problem 

  

CLOSING SESSION 

 Thanks the client for his/her cooperation, 

patience and time 

 Bid client farewell 

 Records on client‘s card 

  

Records on Client Cards   
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MODULE 3: 
 

 

ADOLESCENT 

SEXUALITY 
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SESSION 3.1: SEXUALITY 
 

HANDOUT 1:  SEXUALITY 
 

Defining Sexuality:  

Sexuality is an expression of who we are as human beings – a total sensory 

experience involving the mind and body. Sexuality includes all the feelings, 

thoughts and behaviours of being male or female, being attractive and 

being in love, as well as being in relationships that include intimacy and 

physical sexual activity. 

 

Sexuality begins before birth and lasts throughout the course of the life span. 

A person‘s sexuality is shaped by his or her values, attitudes, behaviours, 

physical appearance, beliefs, emotions, personality, likes and dislikes, spiritual 

selves, and all the ways in which he or she has been socialized. 

Consequently, the ways in which individuals express their sexuality are 

influenced by ethical, spiritual, cultural and moral factors. 

 

Sexuality is More than Sex: 

Often, people confuse the terms sex and sexuality. While sex is part of 

sexuality, sex and sexuality are not the same. Sex refers to one‘s biological 

characteristics – anatomical (breasts, vagina, penis, testes), physiological 

(menstrual cycle, spermatogenesis) and genetic (XX, XY) – as a male or 

female. Sex is also a synonym for sexual intercourse, which includes penile-

vaginal sex, and anal sex. 

 

Different Aspects of Sexuality: 

Sexuality involves many aspects of being human, including: 

 Gender Roles: 

Gender roles are norms established by society that tell individuals how to 

behave based on their biological sex. Society has clear expectations 

about how males and females should behave. From the moment we are 

born, we are treated and expected to behave differently based on our 

biological sex. (Gender roles are covered in more detail later in this 

chapter.) 
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 Sensuality: 

Sensuality is how our bodies derive pleasure. It is the part of sexuality that 

deals with the five senses (touch, sight, sound, smell and taste) Any of 

these senses, when enjoyed, can be sensual. 

 Body image: 

The way we feel about our bodies – our body image – is part of sexuality. It 

is important to remember that we are all unique, individual, and special in 

the way we look, which is something that we should be proud of and feel 

good about. 

 Relationships: 

Forming a loving, trusting and caring relationship with a partner is part of 

sexuality. While our relationships with family members, friends and 

colleagues generally are not sexual in nature, we learn about relationships 

from our family members and others around us. 

 Love/affection: 

Love is an intense feeling of affection for another person. Individuals feel 

different types of love for different people. For example, the love one feels 

for a grandparent is different from that felt for a romantic partner. Love 

can also be felt at various levels of intensity. While one person may 

consider less-intense levels of affection to be loved, another person may 

consider those feelings to be something else. In the end, love can de 

defined only on an individual basis. 

 Sexual Health: 

According to the programme of Action from the International Conference 

on Population and Development (ICPD) held in Cairo, Egypt, in 1994, 

―sexual health is part of reproductive health and includes healthy sexual 

development; equitable and responsible relationships and sexual 

fulfillment and freedom from illness, disease, disability, violence and other 

harmful practices related to sexuality. 

 Using sexuality to control others: 

Unfortunately, many people use sexuality to gain control over, violate, or 

get something from someone else. Rape and sexual abuse are clear 

examples of using sex to control another person. Messages of sex are 

often used in advertising to persuade people to buy products. 

 

The Connection between Sexuality and Reproductive Health: 

Sexuality is an essential part of reproductive health. For example: 

 Individuals make decisions about their sex lives and reproduction within 

the context of sexuality, gender inequities and economic and social 

power. 
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 Individuals‘ attitudes about sexuality influence their choice of 

contraceptive method, how effectively the method is used, and their 

satisfaction with the method. They may be reluctant to use or may stop 

using certain contraceptive methods if they believe that it interferes with 

their sexual behaviours, decreases their sexual pleasure or affects their 

sexual response. 

 It is difficult for service providers to discuss the prevention of sexually 

transmitted infections with their clients without addressing the specific 

sexual behaviours that put the client at risk for STIs, as well as behaviours 

that can help reduce that risk.  

 Helping women and men develop a better understanding of their 

sexuality, the context of their sexual relationships, the motivations behind 

their sexual behaviour is an important step toward helping clients achieve 

sexual and reproductive health. 

 By making assumptions about clients‘ sexual behaviours, health care 

workers may provide inappropriate services. For example, a service 

provider may suggest that a client use family planning because the 

provider incorrectly assumes that the client is having sex with members of 

the opposite sex. Also, a service provider may fail to give a client sufficient 

information about her risk for STIs or may misdiagnose a vaginal infection 

because the service provider incorrectly assumes that the client engages 

in only penile-vaginal and not anal sex. 

 Being aware that clients may hesitate to express sexual concerns makes 

service providers better able to offer effective client counseling. 

 A client‘s needs may be related to sexual abuse, sexual coercion, rape, or 

incest – issues that must be addressed to provide effective services. 

 Offering counseling about sexuality may help attract clients to the facility 

and improve client satisfaction. 

 

Gender Roles and Gender Identify: 

Gender Roles: 

Gender refers to what a person, society or legal system defines as ―female‖ 

or ―male‖. A gender role describes the set of socially or culturally defined 

attitudes, behaviours, expectations and responsibilities that is considered 

appropriate for women and men. Gender roles may vary according to 

culture, class and ethnicity. For example, in some cultures men are expected 

to be strong, dominant and unemotional, while women are expected to be 

sensitive, nurturing and passive. 

 

Feeling locked into a gender role can limit our ability to express ourselves and 

those who do not conform to their designated role may be subjected to 
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criticism and attack. However, gender roles are not fixed – they can change 

over time as the society changes and as many individuals reject traditional 

roles. For example, the rejection of gender roles in some societies has resulted 

in: 

 Girls and women having access to athletic, education and economic 

opportunities previously considered to be ―male‖ fields. 

 Men taking a more active role in parenting and household work 

 Men being more willing to express their feelings (such as affection, grief 

and fear). 

 

Gender Identify: 

Gender identify (also known as sexual identify) refers to the personal, private 

conviction each of us has about being male or female. Our gender identify is 

at the core of how we feel about who we are. Some people are biologically 

male but internally feel female, and vice versa-such people may never feel 

comfortable living as defined by their sex. 

 

Occasionally, individuals may feel so unhappy or uncomfortable in their 

socialized gender roles that they feel they were ―born into the wrong body‖, 

that their sexual organs do not match their gender identify. Some of these 

individuals may undergo surgery, hormone therapy, or other treatments to 

change their physical sex or secondary sex characteristics (such as a man‘s 

deepened voice and prominent facial hair or a woman‘s breasts) so that 

they may live as members of the sex and follow the gender roles they believe 

to be appropriate for them. Such individuals are known as transsexuals. 

 

Importance of Being Aware: 

Health care workers must be aware of the range of ways that clients may 

perceive themselves as sexual and gendered beings – and, consequently, 

the health implications of any sexual behaviours that clients may engage in. 

This is important to ensure that all clients receive appropriate health services. 

 

Sexual Orientation: 

Sexual orientation is the erotic or romantic attraction (preference) for sharing 

sexual expression with: 

 Members of the opposite sex (heterosexuality) 

 Members of your own sex (homosexuality) 

 Members of both sexes (bisexuality) 

The range of sexual orientation, from heterosexuality to homosexuality, is a 

continuum. Most individuals‘ sexual orientation falls somewhere along that 

continuum. While scientific studies have shown that individuals cannot 



 Trainee Handbook 

ADH Training Curriculum | 75 

 

change their sexual orientation at will, sexual orientation may change over 

time. Scientific research has also shown that individuals who have sex wth 

members of their own sex can be just as emotional healthy as those who 

have sex exclusively with members of the opposite sex. 

 

Sexual Orientation is an Important Issue to Address: 

Health care workers must create a safe and confidential atmosphere at the 

health center facility to help ensure that all clients can discuss their sexual 

behaviours openly without fear or criticism, punishment, or disclosure. This is 

especially important, because many sexual behaviours can put clients at risk 

for contracting HIV infection and other STIs. But this may be difficult for many 

health care workers to achieve, especially when they have strong views 

about sexual behaviours that may differ from their own, as well as the 

individuals who engage in them. Therefore, understanding your own values 

and feelings about individuals who engage in various sexual behaviours is the 

first step forward being able to provide all clients with appropriate health 

care services. 

 

Same Sex Sexual Activity: 

Feelings of sexual attraction emerge in childhood. In cultures where 

attraction to members of one‘s own sex is considered socially unacceptable, 

a young person who has such feelings may hide or suppress them. Some 

individuals may continue to hide or suppress these feelings throughout their 

lives and may marry and have children with a person of the opposite sex. 

They may or may not ever act on their feelings and engage in sexual activity 

with members of their own sex. 

 

The attitudes toward different sexual behaviours, and how sexual orientation 

is defined, can vary across or within cultures. Not all individuals who have had 

one or more sexual contacts with members of their own sex define 

themselves as homosexual or are considered homosexual by society. For 

example, some adolescent boys who experiment sexually with other boys (for 

example, masturbating in a group) and some men who have sex with other 

men in isolated settings, such as prisons, do not consider themselves and are 

not considered homosexual. In addition, individuals who engage in same-sex 

sexual activity may not be exclusively attracted to members of their own sex 

and may not wish to engage in sex only with members of their own sex. 

Indeed, some married persons engage in same-sex sexual activity outside of 

marriage and still consider themselves heterosexual. Persons who have sex 

with both men and women may consider themselves to be bisexual, 

homosexual or heterosexual. 
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With few exceptions, sexual attraction and sexual activity between 

individuals of the same sex are opposed by most cultures and are often the 

source of fear, hatred and misunderstanding. As a result, many individuals 

who engage in same sex sexual activity whether regularly, on occasion, or 

just on time – may not fully disclose these behaviours to a health care 

provider. 

 

It is also important to refrain from making assumptions about an individual‘s 

behaviours or lifestyle based on stereotypes. homosexual, bisexual and 

heterosexual individuals may abstain from sex, may build loving and lasting 

relationships with one partner and may have multiple partners and/or 

engage in a variety of sexual behaviours or risky sexual activity. 

 

Sexual and Social Development: 

Many milestones in sexual and social development are reached at a 

generally the same age worldwide, though they may follow patterns that 

may vary from culture to culture. 

 

When you review this information, it is important to remember that some of 

these milestones are indications of normal physical development, some are 

common behavioural reactions to physiological development, and some are 

culturally determined norms. In every culture, a great many individuals have 

experiences that do not conform to social norms and mores. In your dealings 

with clients, be careful not to assume that all clients‘ behaviours will adhere 

to the societal norm. 

 

Milestones in Male and Female Sexual and Social Development: 

 Begins to have sexual responses. Occurs before birth. A male foetus 

achieves genital erections in utero; some males are even born with 

erections. Sexual responses in females are also intact before birth. 

 Explores one’s own genitals (masturbates) for the first time. Occurs 

between ages 6 months and 1 year. As soon as babies can touch their 

genitals, they begin to explore their bodies. 

 Shows an understanding of gender identify. Occurs by age 2. Children are 

aware of their biological sex. 

 Shows an understanding of gender roles. Occurs between ages 3 and 5. 

Children begin to conform to society‘s messages about how males and 

females should act. 

 Asks questions about where babies come from. Occurs between ages 3 

and 5. 
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 Begins to show romantic interest. Occurs by ages 5 – 12, though may vary 

by culture. At this stage, children show the first signs of sexual orientation 

(sexual preference toward males or females). 

 Shows the first physical signs of puberty (the transition from childhood to 

maturation). Occurs by ages 8 to 12. This usually occurs slightly earlier for 

girls than preference toward males or females. 

 Begins to produce sperm (boys). Occurs between ages 11 and 18. This 

milestone depends in part on the child‘s nutrition and may be delayed 

where nutrition is severely compromised. 

 Begins to menstruate (girls). Occurs between 9 and 16. This milestone 

depends in part on the child‘s nutrition and may be delayed where 

nutrition is severely compromised. 

 Begins to engage in romantic activity. Occurs by ages 10 – 15. This 

milestone depends heavily on cultural factors. 

 Has sex for the first time. This varies greatly by culture, but mid. To late 

adolescence is fairly common across cultures. Many societies have 

cultural taboos against sexual experience outside of a traditional 

heterosexual marriage; in other cultures, a couple is expected to have sex 

– or even conceive a first child before marriage; and in other cultures still, 

same sex sexual experiences are common. An individual‘s first sexual 

experience may not be consistent with what society condones. For 

example, in many societies girls would be disgraced by having Premarital 

or casual sex, whereas young men in the same culture may be expected 

or encouraged to have sex before marriage. This does not mean that 

some or even many girls in these cultures do not have premarital sex, but 

they may be afraid to disclose any sexual experience they have had to 

health care workers or others. 

 Gets Married. This varies greatly by culture. In some cultures, girls and boys 

are married very young; in others, young girls are married to older men. In 

some parts of the world, common-law unions are the predominant 

pattern. However, these relationships, like marriage, are a proxy for age at 

initiation of sexual activity. 

 Begins to bear children. Many factors determine when and if a person has 

a first child. First childbirth also varies by community and individual. In some 

communities, the first child is expected to be born before mnarriage (thus 

proving fertility) or without marriage. In other cultures, first child is expected 

to occur after marriage, while in others still, pregnancy may lead people 

to marry. Increasingly in some cultures, couples are choosing to delay 

having children or to have no children at, a change made possible in part 

by the availability of effective contraception and abortion. 
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 Experiences menopause/male climacteric (decreased male hormone 

levels). Menopause occurs in women at around age 50 (it can start in the 

late 30s or early 40s as well), when the woman goes through a process of 

physiological changes charactised by the end of ovulation, menstruation, 

and the capacity to reproduce. Male climacteric occurs between ages 

45 and 65 and is characterised by a decrease in testosterone production. 

For both sexes, this midlife process of transition results in changes in a 

person‘s physical structure, hormonal profile, and sexual functioning. 

 Experiences sexuality in later life. Older adults (those aged 50 to 60 or 

beyond) can remain sexually active to the end of their life. Though some 

age-related changes in sexuality take place, the total loss of sexual 

functioning is not a part of the normal aging process. Biological changes, 

illness, the therapies for those illness, and psychological and social factors 

can affect sexuality and sexual functioning. 

 

Sexual Arousal: 

The biological purpose of sex may be reproduction, but many sexual 

behaviours have no reproductive role – they are simply pleasurable. The 

behaviours that individuals find sexually arousing and sexually pleasing vary 

greatly. 

 

The Brain’s Role: 

While physical sensation accounts for much of sexual arousal, the most 

important component of arousal is the brain. Not only does the brain control 

all of our sexual responses, but it enable us to fantasize. In our minds, we can 

create or recall sexual experiences that may actually generate similar or 

even more stimulating sensions in our bodies than the original experience. 

Fantasy may let us experience thoughts or feelings that we may not be 

comfortable experiencing in reality. In the absence of sexual partner, fantasy 

may enable an individual to experiencing sexual fulfilment in a safe and 

sexually satisfying fashion. 

 

Erogenous Zones: 

Areas in the body that are sexually sensitive and capable of arousing sexual 

desire are called erogenous zones. Erogenous zones may vary from person to 

person and from culture to culture. 

 

By understanding the variety of sources of sexual pleasure and recognising 

that individuals can become sexually aroused from parts of the body other 

than the genitals, individuals become more likely to engage in sexually 
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satisfying behaviours, as well as sexual behaviours that reduce their risk for 

STIs, that do not necessarily involve genital contact. 

 

In men, the most common areas of the body for sexual stimulation are the: 

 Mouth and lips 

 Nipples 

 Area just under the heads (glans) of the penis) 

 Ridge along the glans 

 Shaft of the penis 

 Urethral opening 

 Perineum (the area between the scrotum and the anus, where the base 

of the penis lies) 

 Scrotum and testes 

 Anus and skin around the anus 

 Buttocks. 

In women, the most common areas of the body for sexual stimulation are the: 

 Mouth and lips 

 Breasts, nipples and areaola 

 Inner thighs 

 Mons and the outer and inner labia 

 Clitoris 

 Grafenberg (G) spot 

 Perineum (the area between the bottom of the vulva and the anus) 

 Anus and skin around the anus 

 Buttocks 

 

Almost all sexual activity in men and women involves stimulation of one or 

more of these areas. 

 

Other less obvious erogenous zones for both men and women might include 

the: 

 Fingers 

 Toes 

 Neck 

 Backs of the knees 

 Armpits 

 Ears 

 

Sensuality: 

Sensuality is an aspect of sexuality that is related to our sense organs. Our 

senses provide pleasurable and, thus, can play important role in our sexuality 
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and sexual functioning. This pleasure can affect an individual‘s capacity to 

become sexually aroused. The specific sensations that people find sexually 

arousing may vary by sex and from person to person. 

 

Ways that the five senses contribute to our sensuality: 

 Touch. Our entire bodies are sensitive to touch and pressure. 

 Smell. Some species of animals emit chemical attractants, or pheromones, 

that attract sexual partners. Men and women may find some aromas, 

scents, or smells pleasurable and sexually arousing, too. 

 Sight. Sight can play a role in our attraction to another individual. Our 

preferences for specific visual sights or erotic stimuli may vary by sex and 

from person to person. 

 Hearing. Some people report that certain types of music, poetry, or other 

kinds of sounds can raise their level of sexual arousal. Sometimes hearing 

certain phrases or the sound of someone‘s voice may be arousing. 

 Taste. Some people believe that certain foods may stimulate sexual 

arousal. For example, chocolate contains endorphins. These can create a 

sense of calm and good feeling for an individual, thus potentially making 

the person feel more relaxed for sexual activity. 

 

Health Considerations of Sexual Behaviours: 

Although a variety of sexually arousing behaviours may be enjoyable, aging 

in some of them can have serious health consequences. Health care workers 

need to be able to distinguish those behaviours that put individuals at risk for 

contracting STIs or are potentially harmful in other ways from those that are 

harmless. This will enable health care workers to advise clients who engage in 

those behaviours about the risks involve. Even if your job does not involve 

direct client counselling, knowing more about the health consequences of 

sexual behaviours may help you be more understanding and supportive of 

clients and the staff who work with them. 

 

Safer Sex: Protecting against STIs 
Some sexual behaviours carry a high risk for transmitting STIs, while others 

carry little or no risk for STI transmission. 

 

A person can reduce his or her risk for sexual transmission of STIs three ways: 

1. Abstaining from sex 

2. Engaging in sexual relationships only with patterns whom you are sure 

are not infected with an STI 

3. Practicing ―safer sex‖ 
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Since this text does not cover all sexual behaviours, it is important to 

understand the concepts of safer sex so that you will be better able to 

determine whether an unfamiliar sexual behaviour is physically harmless or 

dangerous to your client. Any unprotected sexual contact with an infected 

partner that causes bleeding or involves contact with semen, vaginal fluids, 

lesions, or sores on the body can transmit STIs. Understanding which sexual 

behaviours are common in the communities you serve will help you explain to 

individuals who engage in those behaviours ways to reduce their risk. Equally 

important, however, is providing reassurance to clients who express concern 

about behaviours that are harmless. 

 

Other Health Consequences of Sexual Behaviours: 

Certain behaviours used to enhance the sexual experience may be 

potentially harmful or dangerous in ways other than increasing the risk for the 

sexual transmission of STIs. 

 

Sexual behaviours that may be harmful include: 

 Placing objects in the rectum. This may be harmful, depending on the 

objects and how they are used. Objects should be clean, unbreakable, 

manipulated gently, and have no sharp edges. In addition, the objects 

should not be inserted too deep, left in for extended periods of time, or 

shared with others unless first disinfected or covered with a new condom. 

 Placing objects in the vagina. This is generally harmless if the objects are 

clean, unbreakable, manipulated gently, and have no sharp edges. In 

addition, the objects should not be left in for extended periods of time, 

and they should not be shared with others or inserted in the vagina after 

being inserted in the rectum unless first disinfected or covered with a new 

condom. 

 Using devices to constrict and prevent blood flow out of the penis. This can 

enhance sexual pleasure and maintain a longer erection. A ring or any 

other object that may be difficult to remove – such as a cord, string, or 

ordinary rubber band – should never be used on the penis. This 

constriction may make it impossible for blood to flow out of the penis after 

an orgasm, possibly causing irreversible tissue damage. A band with a 

snap or Velcro release tape is a safer alternative. 

 “Dry sex”. This behaviour – which involves putting twigs, herbs, dirt, tree 

bark, detergents, or other substances in the vagina or taking other 

measures to dry out the vagina in order to cause friction – is painful and 

harmful to both women and men. Dry sex can increase the changes of 

causing tears, scrapes, or other damage to the vagina and penis. This 

behaviour also suppresses the natural bacteria present in the vagina, 
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thereby increasing the risk for contracting HIV infection or other STIs. It is 

also believed, though not proven, that the extra friction may cause 

condoms to tear more easily, increasing the woman‘s chances of 

becoming pregnant and both partners‘ chances of contracting STIs. 

 Partially suffocating yourself or someone else before or during orgasm. This 

can be very dangerous, possibly leading to accidental injury or death, 

especially if communication between the partners fails. 

 

Sexuality Myths and Facts: 

Clients and health care workers may believe or want more information about 

the following statements about sexuality. Some of the statements are true 

and some are false. Each statement is followed by the term myth or fact, 

depending on whether it is false or true, and a brief explanation. 

 

1. A man’s nipples are sensitive to sexual arousal (FACT) 

 Although men‘s breasts and nipples are not often considered sexual, 

they are, in fact, sensitive to touch and sexual arousal. There is variation 

in nipple sensitivity among men, and nipple stimulation may or may not 

be perceived as enjoyable by a particular individual. 

2. A lesbian (a homosexual woman) can be “cured” by having sex with a 

“real” man (MYTH) 

 Having sex with someone of the same sex is not something that needs 

to be ―cured‖. In addition, having sex with someone of either the same 

sex or the opposite sex will not necessarily have any effect on whether 

a man or woman chooses to engage in sexual activity with someone 

of the same or the opposite sex. 

3. A man who has had sex with another man is a homosexual (MYTH) 

 Having a same-sex sexual experience does not mean a person is 

homosexual. Many people have sex with members of their own sex as 

a way of exploring their sexuality. What determines whether or not a 

man is homosexual are his feelings, not his sexual behaviours. 

Homosexual men feel primarily attracted to other men. Therefore, even 

if a man does engage in sexual activity with another man, that does 

not necessarily make him a homosexual or mean that he is necessarily 

or exclusively attracted to other men. 

4. A man can sexually assault his wife (FACT) 

 Anytime a man engages in sexual contact with his wife without her 

consent should be considered a sexual assault. 

5. Having sex too frequently can be harmful (MYTH) 

 As long as a man is protected against STIs, engaging in sex frequently is 

not harmful. 



 Trainee Handbook 

ADH Training Curriculum | 83 

 

6. Only men masturbate (MYTH) 

Both men and women masturbate. 

7. Masturbation is harmless (FACT) 

 Masturbation does not cause harm to anyone of any age, unless an 

object is inserted into the vagina or anus in a harmful way. 

8. A man’s sex drive (need to have sex) is stronger than a woman’s (MYTH) 

 Although it is often believed that men have a stronger sex drive than 

women, this is not the case. Sex drive varies from person to person, and 

both men and women can experience different levels of sex drive at 

different times. 

9. Men need to have sex in order to maintain good health (MYTH) 

 It is normal and healthy for both men and women to have sexual 

feelings and a desire to express them, but neither men nor women 

need to have sex in order to be healthy. 

10. Alcohol makes it easier for men to become aroused (MYTH) 

 Actually, alcohol has the opposite effect. Alcohol is a depressant. It 

decreases the flow of blood to the genital area, making it more difficult 

to have an erection and experience orgasm. 

11.  In a same-sex sexual relationship, one person usually takes the male role 

and the other takes the female role (MYTH). 

 In a same-sex sexual relationship, just as in an opposite-sex sexual 

relationship, both partners have the freedom to choose their gender 

roles and the roles they may play during sexual activity. There is no 

need for one person to always take the male role and the other to 

always take the female role. 
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SESSION 3.2: BUILDING HEALTHY 

RELATIONSHIPS 
 

HANDOUT 1: BUILDING HEALTHY RELATIONSHIPS 
 

Definition of terms 

 Relationship means a link/contact/dealing/association between two 

people 

 Friendship means a relationship between two people who know and like 

each other and behave in a kind and pleasant way to one another 

 Romantic relationship means a loving association between two people 

that is appealing to the imagination and affects the emotion. 

 Sexual relationship is an intimate relationship that involves sex between 

people in love. 

 

STEPS OF BUILDING A RELATIONSHIP 
 

 Actual contact is made for purpose of getting together 

 Each person tries to be who she/he thinks the other wants her/him to be. 

 Each person learns to accept another for who they truly are.  This stage 

may be characterized by multiple break-ups and make-ups 

 They disagree a few times and the comfort level is greater between the 

partners.   

 They learn to compliment each other in their strengths and weaknesses. 

 Building Trust: (Feelings of jealousy reduce).  Pat says to Chris, ―I was 

worried about your late coming, I thought something bad had happened 

to you.‖ Chris responds, ―My boss had some extra work for me.‖ Pat is 

contented with the reply and does not think that Chris spent sometime 

with another girl. 

 

DIFFERENCES BETWEEN LOVE AND INFATUATION  
 

Love Infatuation 

Love develops gradually over time Infatuation occurs almost instantly 

Love can last a long time.  It 

becomes deeper and more 

powerful over time 

Infatuation is powerful, but short-

lived 

Love accepts the whole person, 

imperfection and all 

Infatuation flourishes on perfection- 

you have an idealized image of 

your partner and you only show 
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Love Infatuation 

your partner your good side 

Love is energizing Infatuation is draining 

Love improves your overall 

disposition 

Infatuation brings out jealousy and 

obsessiveness.  It causes you to 

neglect other relationships  

Love survives arguments Infatuation glosses over arguments  

Love considers the other person Infatuation is selfish 

Love is being in love with a person Infatuation is being in love with love 

 

HEALTHY WAYS OF ENDING A RELATIONSHIP 

 Make clear decisions about whether to end the relationship or not.  Talk to 

friends and family about your decision.  Be sure you either do not want to 

work things out or you can not work things out. 

 Know that you will probably be hurting someone and will feel sad yourself 

 Once you have made the decision, stick to it.  Your partner might try to 

talk you into staying together. 

 It is important to be truthful, but kind, about why you are ending the 

relationship.  Think how you may want to be treated if you were the one 

being rejected. 

 Pick an appropriate time and place to break up.  If your partner has an 

examination the next day, you may want to wait until after their test.  You 

should also do it somewhere safe, in case the situation gets 

uncomfortable and you want to leave. 

 Try not to blame yourself or your partner for the break up.  It is easy to want 

to blame someone, but relationships end for many reasons.  You and your 

partner are not ―bad‖.  It is normal for interests and needs to change. 

 

STAGES OF LOSS  
 

 When people have been rejected, they usually go through many stages 

to deal with the loss. 

 The first is denial: a person has trouble accepting the rejection and does 

not really believe that it is over.  It feels too painful to believe 

  The second stage is anger over what has happened; a person needs to 

learn how to constructively deal with the anger. 

 The third is acceptance: a person accepts that the relationship is over and 

moves on with their life. 
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HERE ARE SOME HEALTHY WAYS TO DEAL WITH ANGER AND PAIN   
 

 Let your feelings out – many people feel better after a good cry or two.  

Some people try to do something physical, like working or playing sports. 

 Take care of yourself.  Exercise and eat well 

 Keep to your routine and stay busy especially on weekends.  Filling up your 

day takes your mind off what you have lost. 

 Reach out and talk to people who will listen 

 Keep away pictures, letters or other reminders of the relationship you have 

lost. 

 Think carefully about whether you should get involved with another person 

right away.  Sometimes, after a break up, people start another relationship 

before they have dealt with the pain of the last one. 
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SESSION 3.3: LIFE SKILLS 
 

HAND OUT:  OVERVIEW OF SKILLS EDUCATION 
 

Skills - ability to use knowledge to do something 
―Those skills needed by an individual to operate effectively in society in an 

active way‖  

Personal and social skills require young people to function confidentially and 

competently with themselves, with other people and within wider community. 

 

As children grow up into adolescence and adulthood they need to acquire 

the knowledge, skills and attitudes that will enable them to handle 

themselves and their environment successfully. 

 

In the past informal system imparted this skill but generally this has broken 

down.  The formal education system has tended to prioritize knowledge at 

the expense of other aspects of our personalities, believing that an increase 

in knowledge will automatically lead to positive changes in attitudes and 

behaviours. 

 

Today young people are faced with a lot of challenges and need to be 

holistically equipped to face such challenges and threats facing young 

people. 

 

What is life skill education? 
The dissemination and teaching of relevant knowledge, attitudes and skills 

it enables the individual to relate successfully to the world and to others, to 

perform the tasks given in time and in a given situation in all areas of human 

development. 

It develops the abilities for adaptive and positive behaviour that enables the 

individual to deal effectively with the challenges and demands of everyday 

life. 

It develops a balanced self determined individual. 

 

Baseline study on life skills 
 In 1996, a baseline study was conducted to determine the level of life skills 

of Uganda primary school children.  The study revealed that: 

 The children had inadequate level of life skills 

 The teaching strategy was mainly content and examination oriented and 

not suitable for development of life skills. 



Trainee Handbook 

88|ADH Training Curriculum 

 

 The teachers, parents and community leaders were more interested in 

vocational skills. It was after explanation, that teachers, parents and 

community leaders realized the importance of life skills education. 

 

Definition of Skills 
Ability to use knowledge to do something 

 

Meaning of life skills 

 These are skills needed by an individual to operate effectively in society in 

an active and constructive way OR 

 Personal and social skills required for young people to function confidently 

and competently with themselves with other people and within a wider 

community. 

 It develops the ability for adaptive and positive behaviour that enables 

individual to deal effectively with the challenges and demands of 

everyday life. 

 It is the dissemination and teaching of relevant knowledge, attitudes and 

skills. 

 

Aims of Life skills 

 Life skills aim at promoting the following abilities: 

- Taking positive health choices 

- Making informed decisions 

- Practicing health behaviour 

- Recognizing and avoiding risky health situations 

 Life skills is an integral part of a variety of educational programmes such 

as: 

- Drug abuse prevention 

- Prevention of adolescent pregnancy 

- AIDS education 

- Peace education 

- Suicide prevention 

- Protecting young people from abuse 

 

Types of life skills: 

 Life livelihood or vocational skills 

 Practical health related skills (for example, use of oral redehyration salts 

(ORS) or boiling water before drinking. 

 Physical skills  

 Skills related to behaviour and interaction 
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The first three are knowledge based, whereas the last one is directed at what 

we do with our knowledge and skills.  They can be further sub-divided into 

several groups. 

 

1. The skills of knowing and living with oneself 

- Self awareness 

- Self esteem 

- Assertiveness 

- Coping with emotions 

- Coping with stress 

2. The skills of knowing and living with others 

- Interpersonal relationships 

- Friendship formation 

- Empathy 

- Peer resistance 

- Negotiation 

- Non-violent conflict resolution 

- Effective communication 

3. The skills of making effective decisions 

- Critical thinking 

- Creative thinking 

- Decision making 

- Problem solving 

 

THE SKILLS OF KNOWING AND LIVING WITH ONESELF 
Self awareness 

Young people have to understand themselves first, their potential, their 

feelings and emotions, their positions in life and society, their strengths and 

weaknesses.  They need to have a clear sense of their own identity, where 

they come from, and the culture into which they have been born and which 

has shaped them. 

Self esteem 

Self-awareness leads to self-esteem as people become aware of their 

capabilities and place in their community.  It has been described as an 

―awareness of the good in oneself.‖  It refers to how an individual feels about 

such personal aspects as appearance, abilities and behaviour and growth 

and the bias of their experiences of being competent and successful in what 

they attempt. 

 

However, self-esteem is strongly influenced by an individual‘s relationship with 

others.  Significant adults such as parents, family members and teachers, and 
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one‘s peers can help to develop or destroy a person‘s self esteem by the way 

in which they interact with him or her. 

 

Therefore, the encouragement of positive relationships is essential to life skills 

as self esteem relates to behaviour. 

 

Assertiveness 

Assertiveness means knowing what you want and why and being able to 

take the necessary steps to achieve what you want within specific contexts. 

It can cover a wide variety of different situations, from a girl rejecting sexual 

advances of a fellow student or older men to children convincing their 

parents to continue with their education to adolescents taking the lead in 

bringing people together for some beneficial acts in community such as 

protecting or developing the environment. 

 

Assertiveness should be differentiated from the two extremes of either 

passivity whereby the child or adolescent may know what she/he wants but is 

too timid or too lazy to stand up for that; and aggression where by the child 

or adolescent just fights for what he or she wants.  Listening and valuing what 

others feel and want and why is an essential part of assertiveness. 

In addition, assertiveness is related to culture and is important that children 

and adolescent know how to be assertive in all situations, but the 

assertiveness with their peers may differ from assertiveness with their parents, 

school teachers, health workers, etc. 

 

Coping with emotions             

Emotions such as fear, love, anger, shyness, disgust, desire to be accepted, 

are subjective and impulsive situations.  That is why they can be very 

unpredictable and often lead to actions which are not based on logical 

reasoning.  They can therefore easily lead people into behaviours they may 

later regret. 

 

Coping with stress 

Stress is an inevitable part of life.  Family problems, broken relationships, 

examination pressures, death of a friend, family member are all examples of 

situations that cause stress in people‘s lives.   In limited doses and when one is 

able to cope with it, stress can be a positive factor since the pressure forces 

want to focus on what one is doing and respond accordingly.  However, 

stress can be a destructive force in an individual‘s life if it gets too big to 

handle.  Therefore, as with emotions, young people need to be able to 

recognize stress, its causes and effects and know how to deal with it. 
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THE SKILLS OF KNOWING AND LIVING WITH OTHERS 
Interpersonal relationships 

Relationships are the essence of life.  Relationships also come in different 

shapes and sizes.  As children grow up, they develop relationships: 

 Significant adults in their lives such as parents, relatives, neighbours, 

teachers, etc. 

 Peers out of school 

 People they meet in life, friends of their parents, the local leaders, shop 

keepers, health workers, etc. 

Not everybody can be one‘s friend but children need to know how to react 

appropriately in relationship so that they can develop to their maximum 

potential in their environment. 

Friendship formation 

Level of peers, this is one of the most important aspect of interpersonal 

relationships.  An individual needs friends to share with, activities, hopes, fears 

and ambitions.  Friendship formation starts from the earliest stages of life but 

children and adolescents need to understand how friendships are formed 

and how to form and develop these which will be of mutual benefit.  They 

should be able to recognize, and if possible, resist friendships that can lead 

them into dangerous or unnecessary risk taking behaviour such as taking 

alcohol or other drugs, stealing and dangerous sexual behaviours. 

Empathy 

Showing empathy involves putting oneself in other people‘s shoes particularly 

when they are faced with serious problems caused by circumstances of their 

own actions. 

Means understanding and internalizing other people‘s circumstances and 

finding ways to lessen the burden by sharing with them rather than 

condemning or looking down on (or even pitying which is another form of 

looking down on people) them for whatever reason. Thus empathy also 

means supporting the person so that they can make a decision and stand on 

their feet as soon as possible. 

Peer resistance 

Peer resistance means standing up for one‘s values and beliefs in the face of 

conflicting ideas or practices from peers.  Friends, or colleagues, can come 

up with unacceptable or dangerous suggestions and may put pressure on 

one to accept.  One needs to desist from doing things they believe to be 

wrong and be able to defend one‘s decision even if it means being 

threatened with ridicule or exclusion from group membership.  With young 

people in particular, the pressure to be like other group members is great.  
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Thus if the group is turning to negative influences and habits, peer resistance 

is a very important skill. 

Negotiation 

Negotiation is an important skill in interpersonal relationships.  It involves 

assertiveness, empathy and interpersonal reactions and also ability to 

compromise on issues without compromising one‘s principles.  It involves 

being able to cope with potentially threatening or risky situations in 

interpersonal relations, including peer pressure, state one‘s position and build 

mutual understanding. 

Non-violent conflict resolution 

This is connected to interpersonal relations, negotiating skills and coping with 

emotions and stress.  Conflicts are unavoidable and sometimes necessary but 

the skill of non-violent conflict resolution ensures that such conflicts do not 

become destructive.  This can either involve a person resolving his/her own 

conflict situations or assisting others to come to an understanding without 

resorting to fighting. 

Effective communication 

Communication is the essence of human relationships.  Therefore, one of the 

most important life skills is being able to communicate effectively with others.  

This includes skill of listening and understanding how others are 

communicating as well as realizing how one communicates in different way.  

For example, while one‘s mouth is saying one thing, one‘s body may be 

saying something completely different. 

 

THE SKILLS OF MAKING EFFECTIVE DECISIONS 

Children growing up in the world of today are confronted by multiple and 

contradictory issues, messages, expectations and demands from parents, 

peers, teachers and the media, religious leaders, advertisements, music, etc.  

These interact with their aspirations and ambitions and constantly require 

them to make decisions.  They need to be able to analyze critically the 

environment in which they live and the multiple messages that bombard 

them. 

Creative thinking     

The furniture in one room can be arranged in one way and the room looks 

pleasing to the eye.  Another person may come and arrange the furniture in 

another way and make the room more attractive.  In general, there is not 

always one way of doing things.  Neither is human life static.  Coming up with 

new things, new ways of doing things, new ideas, arrangements of organizing 

is called creative thinking.  This is important in life skill because people are 

continually placed in unexpected or unfamiliar situations where critical 

thinking is required to make an appropriate response. 
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Decision-making 

Each day one wakes up, one must make a decision.  Should one go to the 

garden or wait for more rain to sink to the soil? Should a family cook of today 

or green vegetables? These are relatively simple decisions which may not 

critically affect the direction of one‘s life.   

However, an individual is frequently confronted with serious decisions in 

regard to relationships.  There are frequently conflicting demands all of which 

cannot be met at the same time.  One must make a choice but at the same 

time one must be aware of the possible consequences before making a 

decision and have a framework for working through these choices and 

decisions. 

Problem solving 

Problem solving is related to decision making and needs many of the same 

skills.  It is only through practice in making decisions and solving problems that 

children and adolescents can build the skill necessary to make the best 

choices in whatever situation they are confronted with. 

The skills outlined above are transferable to many different situations and 

issues.  Linking these skills to the knowledge available will enable the 

Ugandan child and adolescent to become a confident and competent 

individual, able to make his/her place in society. 

 

Importance of life skills development: 
 

How do life skills contribute to the individual development? 

 They promote positive and adaptive personal characteristics and social 

behaviour 

 They equip young people with coping strategies for dealing with 

behaviour 

 They help to establish sources of social support within impersonal 

relationships 

 They enhance self esteem, self worth and self confidence 

 They promote health giving behavior 

 

Benefits of life skills education 

 Personal development 

 Social development 

 Feeling of fulfillment 

 Empowerment 

 Able to make a meaningful contribution to life: for self, family, group, 

country 

 Healthy behaviour 



Trainee Handbook 

94|ADH Training Curriculum 

 

 Improved choices 

 New skills 

 Prevention of misuse, violence, suicide, irresponsible behaviour 

 

The World Health Organization suggests the following: 

Health benefits     

 Life skills education addresses the combination of psychological and 

social (i.e. psychosocial) factors that contribute to healthy behaviours 

 The implementation of life skills education in schools addressed the needs 

of all children. 

 The promotion of personal and social is an important aspect of health 

promotion interventions that aim to empower the individual to promote 

his/her own health as well as health of others and of the community. 

 Several studies have reported positive changes in self reports of health 

related behaviour following educational programmes based on life skills. 

 Several reviews of programmes have found that those based on skills-

learning are more effective than traditional approaches based on 

information. 

 Numerous studies have reported improvements in mental health status.  In 

particular, improvement in self esteem and self confidence are frequently 

reported 

 Numerous small studies have reported teacher satisfaction after training 

and implementation of a life skills programme.  In addition, improved 

teacher-pupil relationship and classroom behaviour have obvious benefits 

for school staff. 

 

Education benefits 

 Life skills education introduces learner-centred and interactive teaching 

methods which can have a positive impact on: 

- The relationship between trainer and trainee 

- Young people‘s enjoyment of learning 

- Trainer‘s job satisfaction 

- Rates of drop out and absenteeism from school 

 Life skills have an impact on the teaching of academic subjects because 

of the use of interactive methods 

 There are indications that life skills education can have a positive impact 

on academic performance.  Once the learners feel they are involved in 

issues of relevance to their own lives, they participate more and learn 

more. 

Social benefits 

 Life skills education can promote more pro-social behaviour and so result 
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in less delinquency among adolescents.  For example, misuse of drugs, 

drug abuse, alcoholism, promiscuity, early sex, adolescent pregnancy, 

etc. 

 

Cultural beliefs 

 Life skills education helps to clarify the needs of young people growing up 

in modern societies. 

 Life skills education is of particular value to young people growing up in 

multi cultural  societies 

 

Economic benefits 

 Life skills education, and the skill promoted, appear to be amongst the 

one most highly valued by the future employees/employers of young 

people. 

 Early prevention can be expected to reap maximum rewards in regard to 

a healthy society, especially since the health and social problems present 

today have their root a component of human behaviour. 
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SESSION 3.4: ADOLESCENT HEALTH AND 

GENDER 
 

HANDOUT 1: The Story of Mrs. Lovely 
 

Mrs. Lovely got married at the age of 15 to Mr. Lovely who was 

identified by her grand-parents.  Five cows were given as dowry.  She was 

now pregnant with her ninth child.  During her previous pregnancy, she had 

been advised by the health worker at the village clinic not to have any more 

children, otherwise she risked her life. 

Mrs. Lovely was an extremely hardworking and obedient wife.  On her 

husband‘s farm, she and her daughters produced pineapples, vegetables 

and eggs for sale.  The husband kept the money in the house in the drawer in 

the room where they slept. 

Although her labour pains started two days before, she could not go to 

the clinic since her ten month daughter was sick.  On the third day although 

she told her husband that she had to go to the hospital, he simply went off to 

meet his village friend to finalize a business deal of selling him, his farm 

products.  Seriously short of money, Mrs. Lovely went to see a traditional birth 

attendant (TBA), whom she could pay in installment as and when she got the 

money. 

Mrs. Lovely was in such a bad state that the TBA referred her to the 

village health clinic.  At the health clinic it was realized that she needed a 

blood transfusion (she was very anaemic) which could only be done at the 

district hospital.  Mrs. Lovely said she could not go to the hospital without 

informing her husband.  The health worker had to inform her that it was a 

matter of life and death.  She had to go to hospital immediately. 

This was a very tricky situation, after a log of haggling and convincing, 

Mrs. Lovely was put in the ambulance to the district hospital, but her 

condition had deteriorated.  In order to keep her awake the nurse started 

talking to her.  She asked her why she had to risk her life again (it was the 

same health worker who delivered her 8th child).  Mrs. Lovely replied ―you see 

it is my husband who loves children, if I refused to have any more children, he 

would get from other women, besides, I need extra hands at the farm.” By 

the time she reached the hospital Mrs. Lovely was announced dead.  What 

she had not told the health worker, is that her only son had been knocked by 

a lorry on his way to school the previous year.  Mrs. Lovely was only 25 years 

old at the prime of her life. 
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HANDOUT 2:  Gender concepts 

 
Sex 

As a concept refers to the biological male and female characteristics.  What 

it means that sex is a fact of human biology.  It is unchangeable, unlike 

gender. 

 

Gender 
It refers to the socially and culturally constructed roles of girls and boys, 

women and men. 

Gender Roles: 

The particular economic and social roles which a society considers 

appropriate for women and men. Men are mainly identified with productive 

roles which tend to be sequential, while women have a triple role: domestic 

responsibilities, productive work and community activities which often have 

to be carried out simultaneously. Gender roles and responsibilities vary 

between cultures and can change over time. In almost all societies women‘s 

roles tend to be undervalued. 

 

What should be clear is the fact that gender roles 

 Are not biologically determined 

 Differ from place to place 

 Are not static i.e. are changeable 

 Are acquired behaviours in a given society therefore are not 

uniform 

 Are affected by age, class, religion, ethnicity, regional origin, history 

 Can also be profoundly affected by the changes brought through 

development efforts and financial gain e.g. grinding machines 

attracting men to a role that was originally perceived to be for 

women; men fetching water in town 

 

Gender analysis 
This examines the differences and disparities in the roles that women and 

men play, the power imbalances in their relations, their needs, constraints 

and opportunities and the impact of these differences on their lives. In health, 

a gender analysis examines how these differences determine differential 

exposure to risk, access to the benefits of technology, information, resources 

and health care, and the realization of rights. 
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Equity 

Social - political equity 
Social justice or the state of being fair, just and impartial among people of all 

races, sex, creed: equity before the law; removal of socio-cultural constraints 

to mobility and access to resources and opportunities; active participation in 

all social/political activities of one‘s community 

 

Economic equity 
Access to resources and sharing of benefits according to one‘s contribution, 

equal remuneration for men and women workers for work of equal value. 

 

Gender equity 
Fairness and justice in the distribution of benefits and responsibilities between 

women and men. The concept recognizes that women and men have 

different needs and power and that these differences should be identified 

and addressed in a manner that rectifies the imbalances between the sexes. 

 

Equality 
Absence of discrimination on the basis of a person‘s sex in opportunities and 

the allocation of resources or benefits or in access to services. 

 

Engendering 
To make the process or activity gender responsive or gender sensitive, by 

incorporating gender needs and interest and/or eliminating gender 

discriminatory policies, strategy and practices. 

 

Gender issues 
Gender issues arise when gender roles involve unequal burdens of work and 

unequal distribution of resources.  In other words, gender issues arise from 

inequality of treatment of an individual or group of people on the basis of sex 

(being male or female) and that preferential treatment affects the other 

individual or group negatively 

 

Gender awareness 
Understanding that there are socially determined differences between 

women and men based on learned behaviour, which affect their ability to 

access and control resources. 

 

Gender Bias 
Gender bias results when socio-cultural beliefs and structural arrangements 

favour men over women or vice versa 
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Gender disaggregated data 
Statistical information which differentiates between men and women, e.g. 

―number of women and men in the labour force‖ instead of ―number of 

people in the labour force.‖  This allows one to see where there are gender 

gaps. 

 

Gender division of labour 
Gender division of labour relates to different work that men and women do 

as a consequence of their socialization patterns, identifying tasks traditionally 

seen as ―women‘s work‖ or ―men‘s work‖. 

 

Gender needs 

Strategic gender needs 
Related to gender divisions of labour, power and control and may include 

such issues as legal rights, domestic violence, access to resources, equal 

wages and women‘s control over their bodies. Addressing these needs helps 

women to achieve greater equality and challenges their subordinate 

positions. (Some programs address strategic needs by attempting to change 

practices that perpetrate women‘s subordination. For example, helping 

women to participate in elections, taking measures to stop male violence 

and improving women‘s access to land ownership). 

 

Gender imbalance 
Whereby women‘s and men‘s access to and control of resources, as well as 

access to development services and benefits; their participation in 

production and social reproduction are not objectively distributed and 

therefore are not equitable. 

 

Gender oppression 
This is a situation in which one gender oppresses the other unjustly or cruelly, 

whether deliberately or not.  This is mainly perpetuated by most traditional 

African patriarchal systems where women are kept down by husbands, male 

relatives or clan elders e.g. widow inheritance, forced marriages, child 

marriages. 

 

Gender gaps 

Gender gaps are as a result of customary practices, religious biases, social 

assumptions, myths, taboos that discriminate against women, and prevent 

them from getting their fair share of treatment. 
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Gender planning 

This is the practical application of the skills to planning that have been 

acquired through gender studies and gender training.  This planning 

approach recognizes that, women and men play different roles in society 

and often have different needs. 

 

Gender sensitivity 

Ability to perceive existing gender differences, issues and inequalities and 

incorporate these into strategies and actions. 

 

Gender discrimination 

This is the different treatment of women and men whereby one sex is 

favoured while the other is disadvantaged e.g. women being denied 

inheritance right, etc. 

 

Adolescent health and Gender 

Gender issues that may affect adolescent reproductive health include: 

 Early marriages 

 Son preference 

 Lack of control, access and ownership of resources 

 Desire to have many children (social status, labour) 

 Dowry 

 Women‘s lack of assertiveness to make decisions 

 Lack of girl-child education 

 Unequal division of labour 

 Poverty 
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SESSION 3.5: SOCIO-CULTURAL VALUES AND 

PRACTICES 
HANDOUT 1: Socio-cultural values and practices 
 

Introduction 

Sexual reproductive health behaviours of adolescents are often influenced 

by factors within themselves such as knowledge, skills and attitudes as well as 

factors external to the person.  Factors may include social and demographic 

surroundings.  It is therefore important for persons dealing with adolescents to 

understand and appreciate the socio-cultural issues that may affect the way 

adolescents behave.  

 

Definition of culture 

Culture is a set of values, attitudes, norms, beliefs and practices that influence 

people‘s behaviour in a given society and are usually passed on from one 

generation to another. 

 

Other terms related to culture 

Norms 

Are societal regulations put in place to control people‘s behaviour.  These 

regulations are composed of the dos and don‘ts and these regulations 

should be followed by societal members. 

Values  

Refers to things which people attach a lot of importance to. They are 

principles or standards or ones judgment of what one considers as being 

desirable or beneficial. 

Beliefs 

Refer to feelings which people take to be true and real and at times value it 

with fear of punishment or hope of reward 

Society 

Refers to a group of people who live together and share common culturally 

value and practices 

Socio-cultural practices that affect adolescent Reproductive Health: 

There are different socio-cultural practices in different societies.  Below are 

some practices from various societies/communities: 

 Food taboos 

 Preservation of virginity 

 Early sexual activity 

 Bride price/dowry 

 Early marriage 



Trainee Handbook 

102|ADH Training Curriculum 

 

 Forced marriage 

 Polygamy 

 Spouse sharing 

 Wife inheritance 

 Cultural festivities e.g. twin dancing ceremonies 

 Circumcision in both males and females 

 Pulling the labia minora 

 

Factors that have an impact on Adolescent Reproductive Health  

 Transitionary nature of society.  Society is not static, it keeps on changing 

and is determined by the environment or circumstances in which human 

beings find themselves in. 

 Mass media e.g. films, print media, Internet, radio, these have various 

influence on adolescent behaviour. 

  Infiltration of foreign cultures which have either positive or negative 

influences. 

 Educational level 

 Environment – the situation in which one lives may determine his/her 

behaviour e.g. if a girl lives in an environment of prostitutes, she may end 

up being one and thinking it is the order of the day. 

 Socio-economic status 

 Peer pressure 

 

Cultural practices which have various social, economic and health 

consequences like: 

 Food taboos – these may deprive them of some food nutrients thus 

resulting in malnutrition 

 Gender discrimination – this may be in relation to boy preference over 

girls.  These deprive the girls of future opportunities.  This practice is against 

the rights of children and should not be promoted. 

 Early child bearing – there are some cultures that promote child bearing 

at an early age and this can be followed by health complications e.g. 

complications of adolescent pregnancy. 

 

There are some values and practices that positively affect the adolescents 

 Preservation of virginity before marriage – this prevents them from 

contracting STIs and getting unwanted pregnancies. 

 Story-telling and superstitions – these bear positive implications for 

adolescents.  Some of them instill fear in them and control their behaviour 

like moving in the dark to the well and failing to find your way back.  These 
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can protect them from the vulnerability of sexual abuse that may arise 

hence promoting responsible behaviour 

 Community parenting – this gives collective responsibility to all persons to 

take care of the young people in the community 

 

Practices considered negative 

Many of the practices mentioned below can expose adolescents to sexual 

activity which may have far reaching consequences especially in this era of 

STIs, HIV/AIDS. 

 Early marriages coupled with bride price.  Bride price is a source of wealth.  

However, when it gets to marriage in some communities girls are married 

off soon after menarche or a few years after and the values attached are 

that if girls are not married, they may end up sleeping around with every 

man and in the end, no one will be interested in her. 

 Early sexual activity exposes adolescents to HIV/AIDS/STIs and early and 

unwanted pregnancies 

 Wife inheritance 

 Spouse sharing 

 Polygamy 

 Cultural festivities e.g. twin dancing and circumcision.  This is 

accompanied by festivities and adolescents are expected to participate.  

This may lead to having of indiscriminate sex and consequently girls may 

become victims of unwanted pregnancies. 

 Wife beating 

 Gender discrimination 

 Ostracizing pregnant adolescents 

 

Female Circumcision (Female Genital Mutilation - FGM)   

This involves traditional rituals of cutting and removing parts of the female 

sexual organs for cultural or non-medical reasons and these may have 

adverse effects on female adolescents. 

In Uganda it is mainly done in Kapchorwa district and Nubian communities 

and values attached to this are efforts to control young women‘s sexuality.  

However this can impose social and physical handicaps on them and can 

cause severe medical, psychological and physical damage 

It is usually done during infancy, childhood or adolescence and is done in 

bushes, under trees or in people‘s homes by traditional circumcisers or 

traditional birth attendants (TBAs) 

 

Consequences of FGM   

 Excessive bleeding which could result into death 
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 Severe pain 

 Infection due to unhygienic conditions 

 Injury to the adjacent tissues 

 Fear of passing urine on the raw wound 

 May damage the urethra 

 Menstrual difficulties 

 Recurrent urinary tract infection 

 High risk of HIV transmission 

 May lose sexual pleasure 

 

Other consequences can be: 

 Stigmatization 

 Anxiety 

 Depression 

 Marital conflicts 

 Irritability 

 

NB: Although males and females are circumcised, female genital mutilation 

should be discouraged as a harmful cultural practice because of its 

complications.  On the other hand male circumcision can be good if done 

under good hygienic conditions.  Men do not experience the same negative 

consequences as women. However, the activities done during the 

circumcision period e.g. dancing and moving around, free sex during that 

period leads to health risks e.g. STI/HIV infection, pregnancy. 

 
CHALLENGES OF SOCIAL AND CULTURAL CHANGES THAT HAVE AN IMPACT ON 

ARH 

 Transition nature of society – society is not static and keeps changing and 

is determined by the environment in which people live 

 Mass media – has influence on adolescent behaviour 

 Education 

 Infiltration of foreign cultures 

 Environment 

 Socio-economic status 

 Peer pressure 

 

Factors to consider when dealing with socio-cultural values and practices. 

 Should be able to understand the past 

 Incorporate and promote positive cultural practices like preservation of 

virginity 
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 Understand knowledge and views of adolescents 

 Appreciate the transition of society 

 Discourage negative cultural practices 

 Do not impose your opinion on the client but involve the client in seeking a 

solution 

 Be informed about the law e.g. constitution, children‘s statutes 

 Respect and understand other people‘s views, values before you can give 

your own 

 Should be able to provide reliable and adequate information regarding 

certain practices. 

 

Some methods of identifying norms, beliefs, practices, customs, attitudes, etc. 

 Listening 

 Observation 

 Asking open ended questions 

 Focus group discussions 

 Reading facts 

 Discussing with opinion leaders 

 Provoke story-telling and ask adolescents/leaders to talk about their 

culture 

 

Strategies to help promote positive cultural practices: 

 Sensitizing the community leaders about the need to promote positive 

cultural practices and discouraging the negative ones. 

 Use popular theatre for sensitizing the adolescents and the community. 

 Use peer parents and adolescents to educate the communities on the 

effects of cultural practices on adolescent reproductive health 

 Incorporating youth, gender and health policies in the community through 

sensitization. 

 Advocate for school curriculum to take on reinforcing stories that are 

related to ARH in a positive way. 

 Adolescents should engage in a campaign to eradicate cultural practices 

that negatively affect their health e.g. female genital mutilation 
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MODULE 4:  

 

PROMOTING HEALTH IN 

ADOLESCENTS 
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Session 4.1.: Physical activity 
 

Regular physical activity has important physical, mental and social benefits 
both during adolescence and later in life. Physical activities include sports 
such as football and exercise such as jogging. They also include regular daily 
activities such as walking to school and work done at home (e.g. cleaning the 
floor) or at work (e.g. running errands). 
 

 
Messages for adolescents 
 
Around sixty minutes of physical activity on most, if not all days, can provide 
you with the following benefits: 
 
Physical benefits 

 It will help your bones and muscles grow and develop. 

 It will help you remain (or become) fit and in good shape. 

 It will help your blood circulation 
 

Mental benefits 

 It can help to build your self-confidence and self esteem. 

 It can help you study and work better. 

 It can help you calm down when you are anxious, sad or angry. 
 
Social benefits 

 Participating in sports can help you meet people and develop 
friendship/camaraderie. 

 It can also help you learn how to play by the rules, how to cooperate with 
members of your team, and how to deal with both victory and defeat. 

 

 

 
Too little activity can lead to overweight and associated health problems like 
high BP. 
 
Too much activity, not balanced with an adequate diet, can lead to poor 
growth and development, both physically and mentally. 

 

 
 
Messages for parents 
 
What you should know: 
 
1. Many adolescents need to be encouraged to build in some regular physical 
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activity in their daily lives. 
 

2. Developing this habit in adolescence and maintaining it into adulthood will 
help them prevent health problems that inactivity contributes to such as 
high blood pressure and diabetes. 
 

What you should do: 
 
1. Encourage your son or daughter to engage in regular physical activity for 

around 60 minutes on most, if not all days. Encourage them to match their 
physical activity with an adequate diet. 
 

2. Provide incentives and opportunities for your son or daughter to engage in 
regular physical activity. 

 
3. Be a good role model for your son or daughter, by engaging in regular 

physical activity yourself. 
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MODULE 5: 
 

ADOLESCENT 

SEXUAL AND 

REPRODUCTIVE 

HEALTH 
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SESSION 5.1: ADOLESCENT GROWTH AND 

DEVELOPMENT 
 

HANDOUT 1: Overview of Terms 

 
Growth and Development: 

Growth and development refer to the process by which the fertilized ovum 

becomes an adult person.  Growth implies principally changes in size of the 

body as a whole as a result of increase in the size and number of cells. 

Development denotes acquisition of function by a tissue, an organ or the 

individual i.e. ability to perform tasks. 

Growth Monitoring 

This is a process whereby a child's weight is taken serially and plotted on 

graph on Child‘s Health Card.  

 

WHO defines a child as someone aged 0 - 18 years 

Childhood can further be sub-divided into: 

- Neonate 0 - 28 days 

- Infant - first year of life 

- Toddler or under five 1 - 5 years 

- School age child 5 years but < 18 years 

  

Changes occurring as the child grows and develops:  

 

1. Physical changes: 

- Increase in size - both weight and height. 

- Milestones 

- lifting head and supporting it occurs around 4 months 

- Sitting without support at 8 months 

- Crawling around 9 - 10 months 

- Standing without support around 11 months 

- Walking without support around 13 months. 
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2. Physiological changes  

- Speech leading to ability to express oneself.  Speech development is a 

process.  Around 12 weeks, the infant vocalises with pleasure and 

smiles when spoken to, with time they learn words which they later join 

into sentences.  Speech is an important way children can express their 

feelings and emotions, fears, likes and dislikes.  Speech is late in 

subnormal children. 

- Sphincter control:  The first sign of sphincter control occurs at 15 months 

with a child telling its mother/caretakers that s/he has wet pants. At 18 

months a child is clean and dry with only occasional accident.  By 2 

years, a child is dry at night if lifted out late in evening and at 22 

months, attends to toilet without help except for wiping. 

 

- Children who fail to achieve dryness and continue bed wetting into 

late childhood can get associated emotional problems. 

3. Emotional changes  

- Social smile 

- Likes and dislikes 

- Self esteem 

- Aggression 

A child develops social smile and recognizes mother by 6 weeks.  Children 

with handicaps like cerebral palsy achieve this very late.  This interaction with 

the mother /caretaker continues into later years.  A child starts by showing 

displeasure before she/he can show pleasure but as she/he matures she/he 

shows less displeasure and more pleasure. 

Non verbal communication occurs before the child is able to communicate 

through speech e.g. tugs at mother's/caretaker clothes, clings to her/him, 

vigorous welcome for mother/care-taker.  This is delayed in mentally 

subnormal children. 

4. Behavioural changes: 

- Dependence on family 

- Identify - identifies with mother, father, siblings "family and peers",  

- Develops "parent - child relationship" 

- Learns to make friends 

- Moral development. 

- Develops ego and personality 

From 6 months onwards a child is developing his/her ego and his/her 

determination to be recognised as a person of importance. 
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From 12 months a child enters stage of negativism i.e. the child refuses 

anything forced on him /her e.g. forced use of the potty, refusal of certain 

foods. With time they outgrow this behaviour. 

 

Social behaviour - even early in infancy, a child quietens as food is prepared 

for them e.g. preparing the breast.  Later on a child starts responding to and 

recognising its image in a mirror, learns names of siblings and common 

objects in the later part of the first year of life.  The play behaviour also 

changes with age. Initially, they like to play alone but during later years prefer 

to play in groups.  Around 1 year the child assists the mother/caretaker to 

dress him/herself.  These are delayed in children with handicaps. 

5. Conduct development:  In later childhood some children may start 

stealing, lying, disobeying, show verbal and physical aggression.  Children 

with such conduct may get some problems in adolescence.  Conduct 

disorders may be a reflection of the emotional instability a child is 

experiencing at home. 

6. Sexual changes 

-  Knowledge of one's sex, interest in handling own genitals (genital 

phase) 

- Identifying with the same/opposite sex. 

 

Sexual Development 
Sex play between children is common and normal and should be ignored - 

knowledge of one's sex occurs by 3 years and children around 2 - 3 years are 

interested in their genitals and should be handled in an understanding way. 

Generally growth and development continues through later childhood into 

adolescence. 

 

Some Abnormalities in Growth and Development 

1. Short stature/stuntedness 

- Could be familial 

- Could be failure of an individual to achieve their height potential 

as a result of factors that occurred early in childhood e.g. poor 

nutrition (refer to factors that affect growth).  

- Deficiency of growth hormone  

Excessively short stature can present psychological problems for the 

child and especially so later in the adolescence period. The child who 

is very short may be teased by his/her peers and this affects the 

development of self esteem. 

 

2. Failure to thrive - failure to gain weight 
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- Nutrition can be a major factor 

- There may be underlying factors like chronic illness, emotional 

instability like in family break-up. 

 Failure to thrive can be determined if a child's weight is being taken and 

charted on the child's health card serially.  Slowing of growth can be 

identified early if this is done.  The child may have stationary weight or 

may even lose weight.  This is where one needs to refer for further 

assessment. 

 

Catch-up growth 

When a child has had an illness or a period of starvation and is then restored 

to health, he/she shows "catch-up growth" i.e. his/her growth is far more rapid 

than normal until he or she has caught up to the point which he/she would 

have reached but for his/her illness.  However, if the cause of the delayed 

growth lasts for a long time, she/he may never catch up.  The longer the 

illness lasts, the greater is the eventual retardation and the more the weight is 

below the growth curve.  Somehow, when growth retardation has occurred, 

the body recognizes that it is small and knows when it has regained normal 

size then the appetite falls off. 

 

3. Lack of sphincter control (bed wetting) in an older child 

 Lack of sphincter control can occur in older children due to 

infections of the urinary tract in which case they need to be 

treated. 

 Some children just fail to gain sphincter control especially while they 

sleep at night.  This can have detrimental effects on their emotional 

and self-esteem development which may continue during the 

adolescent period. This is especially so when such a child lives in an 

institution like a boarding school.   

 

4. Failure to achieve some functions e.g. walking, speech.  Some children 

may be born with some abnormalities that affect their ability to grow 

and develop normally.  Some children suffer from infections in their 

newborn period and infancy that may respectively affect their growth 

and development.  Different aspects could be affected like: ability to 

walk or develop speech.  These handicaps do affect a child a lot even 

later in adolescence.  Their interaction with their peers and families is 

affected.  For such children the support they get from their family can 

be a great help in their development.  Some families may hide away 

handicapped children which greatly interferes with the amount of 

interaction they get with their peers and even their own families. 
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5. Other handicaps like cerebral palsy, blindness, deafness, can greatly 

affect child's development negatively. 

 

Measurement of Growth 
Growth monitoring is a process whereby a child‘s weight is taken serially and 

plotted on a child health card. 

There is need to measure growth using objective means. 

1. Weight - this done using a weighing scale.  This is especially useful when 

it is done serially and plotted on a graph form on a child's health card. 

2. Length/height - before children are able to stand upright, we measure 

their length while they are lying down.  We can use a tape measure or 

specially made measuring board.  

4. Mid-upper arm circumference 

5. Head and chest circumference  

These measurements, when done serially, help to show how a child is 

growing. A healthy infant who is unusually small of his/her age is either a low 

birth weight or due to familial factor of a small mother or father.  Serial 

measurements are more important than single isolated measurement of 

weight.  Serial charting of weight gives a curve which enable us to detect 

growth faltering early, even before it becomes visibly evident; hence the 

importance of growth monitoring.   

 

However, too frequent weighing is usually undesirable as they may cause 

unnecessary worry.  It is important to note that when a child has even trivial 

infection like a cold, his/her weight gain may be temporarily slowed.  

Reasonable weighing could be weekly in first two months, monthly in 

remainder of the first year and twice a year till school age.  This gives a 

baseline in case of illness and early indications of abnormal growth can be 

detected and some intervention carried out. 

 

Factors affecting Growth and Development 

1. Genetic - each child is born with a particular growth potential.  This 

 however, can be influenced by the environment in which the 

child grows up in. 

2. Sex - birth weight is usually higher in males than females.  Girls tend to 

walk, speak and acquire sphincter control earlier than boys. 

3. Birth weight - low birth weight babies tend to be small in later years, 

large birth weight babies tend to be large in later years. 

4. Nutrition - this has a very important influence in child's growth and 

development and can have far-reaching effects.  If a child is severely 

undernourished for a long time he/she may not be able to achieve 
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"catch-up growth".  Need to think of over-nutrition that can also have 

its problems. 

5. Physical injury: can occur: 

- Before birth 

- During or after birth 

6.  Chemical injury can also affect growth and development 

7. Infections - these can be long-standing of recurrent. 

8. Social and emotional factors include: 

- Sex of child, position of child in family or child with siblings, 

parents and other people; first born children tend to be more 

intelligent than subsequent children probably because mother 

has more time for stimulating the child than the subsequent ones. 

- The personal concerns and needs of the parents 

- The child rearing patterns of the parent and the community 

- Emotional deprivation. 

9. Mal-absorption - body not able to take up and utilize food eaten. 

10. Severe chronic diseases like: 

- Asthma, heart disease, liver and kidney disease. 

11. Prolonged drug treatments like: 

- corticosteroid medication. 

12. Intelligence - this is influenced by both genetic and environmental 

factors.  Children with high intelligence tend to develop faster than 

those with low intelligence. 
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HANDOUT 2: Definition of Terms 
 

Adolescent is a boy or girl aged between 10-19 years old. 

 

Adolescence is a gradual process when a child grows and develops into an 

adult.  It begins at 10 - 12 years and continues until the age of 18 - 19 years.  It 

occurs at different speeds in different people and is always marked by 

profound changes in the individual. 

Young Person is a boy or girl aged between 10 - 24 years old. 

Puberty describes the reproductive changes that occur during adolescence. 

Males 

                     - Starts between 10 - 14 years and stops between 15 - 17 

years of age. 

- External genitalia enlarges 

- Testes enlarge 

- Pubic hair grows and increases 

Females  

                      - Can start as early as 9 years of age 

- Breast and development, 9 - 13 years 

- Pubic hair growth starts at 9 - 14 years and is complete at  

12 - 16 years. 

- Menarche (start of periods) occurs later between 11 - 15 

years old. 

Sexuality  

This is a fundamental part of the personality of everyone.  It is what motivates 

us to find love, contact, warmth and intimacy, it is expressed in the way we 

feel, move touch and are touched it is about being sensual as well as being 

sexual. 

Sexual Health (WHO 1974 definition) is the integration of the somatic, 

emotional, intellectual and social aspects of sexual being, in ways that are 

positively enriching that enhance personality, communication and love. 

 

Changes That Occur During Adolescence 

1. Physical changes 

- Pubic hair and armpit hair 

- Voice change 

- Penile growth and erections 

- Weight gain 

- Enlargement of sexual organs and change in body shape 

- Enlargement of breasts 
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2. Physiological changes 

- Menstruation 

- Wet dreams 

- Production of sperms 

- Acne 

3. Emotional changes 

- Swinging moods (withdrawal) 

- Self conscious 

- Opposed feelings towards opposite sex 

- Anxiety 

- Less dependent on family 

4. Sexual changes 

- Sexual arousal is awakened 

- Masturbation 

- Sexual Experimentation 

- Attraction to opposite/same sex 

- Towards sexual behaviour change 

5. Behaviour changes 

- Peer group formation 

- Independence from family members 

- Habit formation e.g. – smoking and alcohol ingestion 

 

Physiology of Growth and Development 

Hormones are special chemical messengers in your body which cause the 

changes at puberty.  Girls begin to experience these changes around ages 

10 - 13 and boys notice changes around ages 12 - 14.  But some boys' and 

girls' bodies begin changing earlier or later.  Remember, whenever it happens 

is the right time for you and is perfectly normal. 

 

The physiological and physical changes that adolescents undergo during the 

teenage years bring about various changes relating to their personal, social 

and intellectual behaviour.  Generally, there are six categories of psycho-

social changes which take place during adolescence.  There are changes 

related to mental capacity, feelings, emotions, attitudes, interpersonal 

relationships, sexual feelings, the need for freedom and self direction the 

search for self identity and sex roles.  These factors are all inter-related.  These 

changes do not happen at the same time or the same speed.  This gap in 

behaviour may make it difficult for a teenage to understand what is 

happening and may cause anxiety. 

The moods of adolescents often become unpredictable.  Adolescence is a 

time of heightened emotions expressed by out-bursts, quarrel-someness, 
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mood and tempers.  At times the adolescent is torn between being told to 

act like an adult in one situation, and being reminded of dependence in 

another.  The adolescent may feel frustrated and anxious by their rapid 

physical development, how they perceive their attractiveness to others, 

sexual feelings, peer pressure, distancing from parents and search for identify. 

 

Reproductive systems 

Monthly periods are a sign that the girl's body is maturing.  This is also called 

menstruation.  Every month a woman's body prepares for a baby by 

releasing an egg into the uterus where a baby grows.  If the egg does not 

meet with a sperm (produced from the man's penis) the egg comes out of 

the body through the vagina with blood.  This bleeding usually lasts about 3 

to 6 days.  It comes once a month usually after 21 - 30 days. 

 

The amount of hormones estrogen and progesterone produced in the ovaries 

changes throughout the monthly cycle.  During the first half of the cycle, the 

ovaries make mostly estrogen, which causes a thick lining of blood and tissue 

to growth in the womb.  The body makes the lining so a baby would have a 

soft nest to grow in if the woman became pregnant that month. 

 

In the middle of the cycle, when the soft lining is ready, an egg is released 

from one of the ovaries.  The egg then travels down a tube into the womb.  

At this time a woman is fertile and she can become pregnant.  If the woman 

has had sex recently, the man's sperm may join her egg.  This is called 

fertilization and is the beginning of pregnancy. 

  During the second half of the cycle until her next monthly bleeding starts - a 

woman also produces progesterone.  Progesterone causes the lining of the 

womb to prepare for pregnancy. 

   Starting a period means that a girl could get pregnant is she has sex with a 

boy.  It is possible for a girl to become pregnant before her periods begin or 

the first time she has sex.  There are sperms found in the tip of a man's penis 

every time he has an erection, so sperms are deposited by the man in the 

girl's vagina even if he does not ejaculate. 

   Wet dreams are normal for boys.  Wet dreams are what you experience as 

you sleep a normal sign that your body is maturing.  Boys stop having wet 

dreams as they grow older. 
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Parts of a woman's body related to pregnancy and child birth 

 

 

 

Starting from the front, first you will find the mons which is a pad of fatty layers 

that covers your pubic bone.  Next you have the outer lips or labia majora, 

two pads or flaps of skin.  These lips fold together and protect the rest of the 
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genitals.  Inside those lips are found the inner lips, or the labia minora.  These 

give more protection and are sexually sensitive.  These inner lips come 

together at the front to form a hood over a small, sensitive pea-shaped 

bump, which is the top of the clitoris.  The clitoris is densely packed with 

nerves, extremely sensitive to touch, and the center of sensual sensation for a 

woman. 

 

In line with the clitoris is the urethra, a small dot or slit.  The urethra is the 

opening of the tube that carries urine from the bladder.  Next is the vaginal 

opening, which is larger than the urethral opening.  It leads to the vagina and 

allows passage of menstrual blood, vaginal discharges and babies.   

 

Traditionally a big deal has been made about the hymen because in some 

cultures, it's a sign that the woman is still virgin.  However, having a hymen or 

not is no sign of virginity - some girls are born with no hymen at all.  Also, first 

intercourse is not necessarily bloody or painful. 

 

The vagina is the passage from the uterus to the outside of the body.  The 

walls of the vagina give off a liquid called mucus.  Mucus is the vagina's 

natural way of cleaning itself therefore signs of mucus discharge are normal.  

At the back of the vagina is the cervix, a small knob which is the lower part of 

the uterus or womb. 

 

The uterus is an organ about the size of a fist made of strong muscles that 

allow a baby to grow.  Two tubes, called the fallopian tubes, lead out from 

the top of the uterus, one on each side.  The outer end of each tube has 

finger like ends that wrap around but do not touch the ovaries.  Women have 

ovaries, one on each side.  These ovaries contain eggs, which are released 

one at a time on a monthly basis once a girl has reached puberty.  The eggs 

move down the fallopian tubes.  If the egg is not fertilized by a man's sperm 

the uterus sheds blood as a monthly menstrual period. 
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Parts of a man's body related to making a woman pregnant 

Illustration: 

 

The penis has two parts.  The glans (penis) is the rounded head, or tip, and is 

the most sensitive to touch.  The shaft is the long part of the penis the part 

that gets hard during an erection.  Inside the shaft is the spongy erectile 

tissue.  If you have been circumcised, your glans will be visible.  If a man has 

not been circumcised, there will be skin covering the glans.  This is called the 

foreskin. 

 

The testicles are glands that hang in a sac called a scrotum.  (One testicle 

usually hangs lower than the other).    

Sperms are extremely tiny living cells.  When they unite with a woman's egg, 

conception takes place. 

Inside the testicles, there are vas deferences which are tubes that carry 

sperms from the testicles to the seminal vesicles where they are stored.  These 

seminal vesicles and the prostate gland make semen, the fluid that is 

ejaculated when one has an organism and this fluid carries sperm out of the 

body. 
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The urethra is a tube inside your penis, it brings urine out from the bladder.  It is 

also the passage way for semen when one ejaculates.  A valve closes the 

urethra off from the bladder when ejaculation so that urine and semen can't 

mix. 

 

Misconceptions/myths associated with growth and development. 

Females 

1. Girls with big bums are having a lot of sex 

2. Small breasts can't breast feed 

3. Menstrual cramps can be healed by having sex 

4. Menstrual cramps mean infertility 

5. The vagina is hollow and something can disappear in it. 

6. Girls can only get pregnant if they have menstruated for one year 

7. Girls can depend on safe days as a contraception 

8. Girls with big lips are sexy 

 

Males 

1. Big penises are better 

2. Erections mean one should have sex 

3. Wet dreams mean one should have sex 

4. Boys who do not grow beards are not men 

5. It is abnormal to have slight breast enlargement 

6. Hairy chests are only for sexy boys 

7. Girls only get attracted to tall, masculine boys 

8. Boys can only make girls pregnant at age of 18 years 

9. Boys with big toes have big penises. 

 

Adolescents and Adults Reactions towards Adolescent Changes and 

Behaviour 

Reactions 

Adolescents  Adults 

Anxiety  Over - protective 

Shy  Anxious 

Depression  judgmental 

Transitional state  Violent 

Change is interaction with peers/parents  Misunderstandings 

 

 

  



Trainee Handbook 

124|ADH Training Curriculum 

 

Changes in adolescents and how adults react to them 
 

 

Change 

 

Reaction of adolescent  

(10 - 14 years) 

 

Reaction of adult 

 

Hormonal 

 

General moodiness, Acne and 

develop aggressiveness 

 

Adults find moodiness hard to 

live with 

Worries about 

Appearance of 

developing body 

 

Self-conscious 

 

Child may become withdrawn 

and seen as self-centred 

Asserts 

Independence 

and feel as an 

adult 

Experiments with dresses, 

speeches, haircuts manners 

etc. in an attempt to act as 

an adult 

Adults feel rejected and find it 

hard/difficult to accept child's 

wish to be different 

 

Rebellious and 

Defiant behaviour 

 

Rudeness 

 

Adults resent madness 

 

Friends become 

more important 

 

Wants to identify friends by 

having the tight clothes, hair 

style. 

Listen to the same music 

 

Adults become irritated by 

what they see as conformity 

and financial demands. 

Needs to feel sense 

of belonging to a 

peer group 

Holds friends as a yardstick. 

Adults are suddenly criticized 

by their own children 

Parents feel deficient. 

 

Changes in adolescents and how adults react to them 

 

 

Change 

 

Reaction of adolescent 

 

Reaction of adult 

 

Develops a strong sense of 

justice 

 

May seem intolerant 

and finds it hard to 

compromise. 

 

 

Adults find 

moodiness hard to 

live with 

 

 15 - 16 years 

 

Learns to think independently 

and makes his own decisions 

 

Reluctant to let adults 

interfere or control 

his/her life 

 

Adults have to 

learn to give up 

control and to trust 
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Change 

 

Reaction of adolescent 

 

Reaction of adult 

the child. 

 

Needs to collect new 

experiences, test boundaries 

and take risks 

 

Likely to experiment 

with cigarettes and 

alcohol and to try soft 

drugs 

 

Adults anxious 

about risks and set 

limits  

 

Experiments continually to find 

self-image he/she feels 

comfortable 

 

Clothes, hair style, 

attitudes and opinions 

may change frequently 

 

Adults may take 

these frequent and 

bizarre change too 

seriously and worry 

that they may be 

permanent 

 

Starts to build up a set of 

values and develop a 

personal sense of morality 

 

Questions (and possibly 

sets aside) ideas and 

values from family 

 

Can lead to 

problem if child 

seems to reject 

attitudes which 

parents value 

highly 

 

Starts to make lasting and 

more intimate friendships 

 

Wants to spend less 

time with the family 

and more time with 

friends 

 

Adults worry about 

influence of friends 

and resent being 

treated like a hotel 

 

 

Change 

 

Reaction of adolescent 

 

Reaction of adult 

Accepts own sexuality, forms 

sexual relationship that involve 

feeling that he or she may 

never have had to deal with 

before 

Starts dating, guards 

privacy and may seem 

secretive 

Adults anxiety 

about child's safety 

and feelings may 

make them to be 

intrusive 

Becomes socially and 

physically adventurous 

wanting to do things alone 

Child believes he/she is 

immortal and may not 

follow recommended 

safety precautions 

Adults may want to 

discourage 

activities they know 

to be dangerous. 

 17 - 18 years 
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Change 

 

Reaction of adolescent 

 

Reaction of adult 

 

Becomes more able to have 

stable sexual relationship 

 

Likely to have a serious 

boyfriend/girlfriend 

and to spent more 

time with him/her 

 

Adults tend to 

worry about a too 

serious, or too early 

commitment and 

fear that school 

work may suffer. 

 

Feels as an adult and on 

equal terms with the family 

 

Tends to feel she/he 

has insights and 

experience of the 

world which adults 

may lack 

Adults resent this 

role reversal 

 

Is almost ready to become an 

independent and self reliant 

adult 

 

May want to leave the 

family and be on 

his/her own 

 

Adult relationship 

may need some re-

adjustment when a 

child finally leaves 

 

Common problems experienced by adolescents as a result of growth and 

development 

 

1. Menstrual related problems 

2. Acne 

3. Over sweating 

4. Vaginal discharge 

5. Wet dreams 

6. Size and shape of body parts change 

7. Size and shape of body increase 

8. Frequent erections 
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SESSION 5.2: CONSEQUENCES OF 

ADOLESCENT ENGAGING IN SEX 

 

HANDOUT I 
 

FACTORS LEADING TO ADOLESCENTS ENGAGING IN SEX 

 Lack of knowledge on outcomes of sexual activity  

 Sexual abuse: 

- Incest 

- Defilement 

- Rape 

 Poverty 

 Lack of life skills e.g. 

- Assertiveness 

- Self awareness 

- Negotiation skills 

- Value clarification 

- Self esteem 

- Decision making 

 Alcohol and substance use 

 Peer pressure 

 Environmental social settings: 

- Poor housing 

- Slums 

- Influence of electronic and print media 

- Lack of appropriate role models 

- Rapid urbanisation 

 Lack of recreational activities  

 Insecurity 

 Emotional 

 Civil strife 

- Financial 

 Revenge 

 

CONSEQUENCES OF ADOLESCENTS ENGAGING IN SEX 

1.    Pregnancy 

 Complications of teenage pregnancies: 

 Induced abortions and its consequences 

 Premature child birth  
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 Damaged baby 

 Poor parenting 

 Difficult and often assisted deliveries 

 VVF 

2.  Sexually transmitted infections/HIV/AIDS 

3.  Infertility  

4.  Cancer of the cervix 

5.  Emotional consequences 

 Anxiety 

 Depression 

 Guilt/self condemnation 

 Shame 

 Fear 

6. Social consequences 

 Dropping out of school 

 Stigmatisation 

 Forced marriage 

 Stunted growth for adolescent mother 

 Reduced employment chances and low social status 

 

MEASURES TO PREVENT ADOLESCENTS ENGAGING IN SEX 

 Promotion of positive cultural practices 

 Advocating for virginity/abstinence  

 Life skills promotion 

 

The Role of Health Workers in Managing Adolescents who engage in 

unprotected sex: 

 Sensitizing the community on consequences of adolescent sex 

 Promotion of recreation activities for adolescents 

 Encouraging parents to discuss sex issues with adolescents 

 Counselling 

 Treat consequences 

 Supply condoms and contraceptives 
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HANDOUT 2: ADOLESCENT PREGNANCY 

 
Definition of adolescent pregnancy 

Adolescent pregnancy is pregnancy occurring between the ages of 10 – 19 

years.   

 

Significance of adolescent pregnancy 
 Pregnancy during adolescence is a big concern because during this time, 

the adolescent is 

- Still young and growing and needs a lot of food to grow 

- Jobless and not established therefore poor and dependent 

- Psychologically and physically immature and needs parental and 

social support which is negatively interrupted 

 Adolescent pregnancy creates a negative social response and may result 

into lack of support 

 The pregnant adolescent is usually discontinued from school therefore her 

socio-economic status is lowered 

 Adolescents lack basic reproductive health information and therefore do 

not make appropriate timely decisions 

 Sometimes the men/boys responsible for the pregnancy deny it which 

psychologically affects the girls. 

Signs of pregnancy 

 Early pregnancy 1-3 months 

 Missing monthly periods 

 Vomiting sometimes/nausea 

 Loss of appetite 

 Fainting attacks 

 Craving for certain foods 

 Disliking certain foods 

 General feeling of being unwell 

 Putting on weight 

 Pulsations in the neck 

 Clothes do not fit 

 Colour changes 

 Pimples may increase 

4 – 6 months 

 Weight gain 

 Losing shape 

 You may improve on general feeling, appetite may improve, vomiting 

may reduce, etc. 



Trainee Handbook 

130|ADH Training Curriculum 

 

 Feeling of tiredness 

 Lagging behind in school work 

7 – 9 months 

 The baby is growing very fast and gaining weight 

 Mother is also gaining weight 

 Abdomen becomes progressively bigger 

 Start growing more heavy and tired 

 

Needs of a pregnant adolescent 
Counselling and support 

 Effective communication and counselling (information) 

- The implication of being pregnant 

- What to expect during pregnancy, labour and the postpartum 

period 

 Health services: antenatal care delivery and post natal care 

- All pregnant adolescents must attend ANC and must be assisted 

during delivery by a trained health provider in a health unit that 

provides emergency obstetric care. 

 

Nutrition 
An adolescent girl is also still growing therefore needs nutritious food to make 

her body grow appropriately. 

The growing baby within her body also needs adequate food so as to grow 

properly.  This means the mother needs food for two or more people. 

 

Usually an adolescent pregnant girl finds herself in an unfriendly environment, 

socially economically and otherwise, therefore, it becomes difficult for her to 

meet the needs of the baby and herself. 

 A Pregnant adolescent in Uganda needs food which is rich in iron, calcium, 

protein, folic acid, carbohydrates and vitamins 

Iron:   green vegetables, liver, millet 

Calcium:  milk, meat 

Protein:  chicken, milk, eggs, beans, ground nuts, fish 

Carbohydrates: matooke, irish and sweet potatoes, yams, cassava, milk 

Fats:   cooking oil and ghee 
- Clean water to drink and bath regularly, change into clean clothes 

whenever she bathes. 

- Have a rest ( 2hrs in the afternoon and 8 hours in the night) in between 

light work. 

 Health services Antenatal care delivery and postnatal care 
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- all pregnant adolescents should attend antenatal care for early 

detection of high risk factors and appropriate care including 

immunisation 

- plan with the health worker where to deliver and what is needed for 

the mother and baby.  (This will be dealt with in details in the session 

on maternal health services for adolescents 

 

Possible outcomes of adolescent pregnancy 
Adolescent pregnancy may end up with the following outcomes: 

1. Decision to continue with the pregnancy 

- Inform the partner 

- Inform trusted relatives 

- Discuss the progression of the pregnancy and the importance of 

attending antenatal care early and being delivered by a trained 

health worker 

2. Decision not to continue with the pregnancy 

Who do you involve? 

- Close friends 

- Parent (last) 

- Partner 

- Medical worker 

 

Factors that lead to adolescent pregnancy: 

 Cultural beliefs and practices 

 Peer pressure 

 Exposure to risky situations 

 Sexual Abuse 

 Inadequate information on sexuality and reproductive health 

 Experimentation on sex by teenagers 

 Lack of parental guidance and control. 

 

What to discuss?  
 When to terminate the pregnancy 

 Who to terminate the pregnancy and the environment 

 Post abortion care including counselling and contraception 

 

Common consequences of adolescent pregnancy 
Adolescent pregnancy whether planned or unplanned, wanted or unwanted 

may end up with adverse effects. 

Adolescent pregnancy may result into undesirable economical, social 

and medical outcomes. 
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 Social economic: 

If in school, they are often stigmatized by fellow students, teachers and 

parents. 

- Community outlook – this is not accepted generally except in a few 

ethnic groups 

- Partner may also deny responsibility 

- Unemployment 

- Unskilled labour 

- Partly trained/educated 

- Therefore perpetuating poverty and low social status 

 Lack of capacity to make decisions 

 Although physically apparently big, but the mind is immature and unable 

to take on the responsibilities of parenthood 

 Psychological impact of being rejected and denied support  by family, 

society; peers and sent away from home and/or school is a big trauma 

and should be avoided.  

 

Medical complications of adolescent pregnancy: 

During early pregnancy: 
 Excessive vomiting may be a real problem 

 Abortions in particular if unsafely induced cause complications 

 Severe  malaria/anaemia 

 

During mid pregnancy: 
 Usually uneventful and stabilizing but 

- Malaria can set in and 

- Anaemia 

 

During late pregnancy 
 Anaemia 

 Pregnancy induced hypertension 

 Malaria 

 Premature deliveries and premature babies 

 

Labour and its complications: 
 Premature labour, premature babies, small for dates babies.  

 Obstructed labour, 

 Pre-eclampsia/eclampsia. 

 Caesarean section 

 Vacuum  Extraction delivery 

 Tears , Vesical Vaginal Fistulae and Rectal Vaginal Fistulae 
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Post partum period 

 Breastfeeding problems e.g. failure to breast-feed. 

 Infection 

 Puerperal psychosis 

 Inability to look after the baby 

Strategies for preventing adolescent pregnancy: 

 Educating the community and adolescents on the consequences of 

adolescent pregnancy. 

 Empowering adolescents with life skills 

 Encouraging abstinence by: 

- Promoting cultures that advocate virginity 

- Sensitizing the community on consequences of adolescent sex 

 Promoting activities to occupy minds of adolescents e.g. drama, games. 

 Promoting use of contraceptives among adolescents 
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HANDOUT 3:  ABORTION AND ITS COMPLICATIONS 

 
Definition of abortion 

Abortion is the termination of pregnancy either spontaneously or induced 

before the 28th week or 7 months of gestation. 

 

Terminology: 

 Induced abortion  - the removal by mechanical or chemical means of 

products of conceptions from the uterus for the purposes of terminating 

pregnancy.  Induced abortion may be legal or illegal depending on the 

laws of the country. 

 Spontaneous abortion (commonly referred to as miscarriage) - 

spontaneous ejection of products of conception from the uterus. 

 Unsafe abortion - any abortion, legally or illegally performed under 

conditions that are potentially hazardous to the patient. 

 

Rationale of discussing abortion and its complications 

Unsafe abortion is now recognized to be a major health problem especially in 

developing countries where it accounts for a big percentage of all maternal 

deaths.  It is acknowledged all over the world that more adolescent girls than 

adult women will; inspite of the law, resort to abortion as a way of solving the 

problems of unwanted pregnancy. 

 

Global status of Abortion and its Complications. 

 Unsafe abortion contributes to 20-30% of maternal mortality rate. 

 About 20 million unsafe abortions occur yearly all over the world and this 

kills 78,000 women every year. 

 

In Uganda: 

 Approximately 20,000 un safe abortions occur yearly 

 1:8 pregnancy related deaths are due to unsafe abortion and 

adolescents contribute 20-30% 

 Morbidity is not quantified but its high. 
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Factors contributing to the problem 

The magnitude and severity of problems related to unsafe abortion among 

adolescents varies from country to country, within communities in the same 

country or even between families.  Common factors which determine the 

magnitude and severity include: 

 Availability of and accessibility to reproductive health services to the 

adolescents. 

 Access to accurate information which could assist them to prevent 

pregnancy and STIs 

 Access to safe abortion services. 

 Helpful, positive and non-judgmental attitudes towards adolescents on 

the part of the health providers. 

 Community beliefs and values that permit and even encourage 

communication about sexuality which in turn fosters responsible attitudes 

among adolescents. 

 Laws or policies of a country which may restrict or facilitate effective 

management of problems relating to their reproductive health in general 

and unwanted pregnancy in particular. 

 Poverty 

 

Reasons for resorting to abortion: 
 The girl wants to continue with her education, in many countries where the 

abortion law is restrictive, girls are immediately expelled from school as 

soon as pregnancy is discovered,(it is worthy noting that the men or boys 

responsible for the pregnancy usually go unpunished even if they are in 

the same school.) 

 The girl is determined not to bring shame to her family, in many 

communities. Pregnancy before marriage is treated with disdain as an 

evidence of poor parenting-a judgment that many mothers and fathers 

cannot live with. 

 A girl may be let down by her boyfriend who had promised marriage all 

along upon demonstration of fertility. 

 A girl may be a victim of rape or defilement or incest and does not want 

to prolong her agony by carrying the pregnancy to term. 

 Lack of support during pregnancy. 

 

What puts adolescents at a greater risk of unsafe abortions than adult 

women? 
Consequences of unsafe abortion differ considerably among adolescents 

and older women because they face a different set of risks: 
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 Adolescents have a higher risk of pregnancy because they have less 

access to reproductive health and services. 

 Adolescents have increased risk of occurrence and complications 

because they seek for abortion later and when complications develop, 

they are slower in seeking medical help. 

 Adolescents may have to leave school sacrificing employment prospects 

and getting married prematurely to protect the family name.  So the 

adolescents are motivated to terminate pregnancy. 

 Adolescents are more likely to resort to the cheapest, riskier untrained 

providers because they have no or less money. 

 The adolescents are unlikely to benefit from emotional and financial 

support of the partner because they are usually single.  

 They are more likely to have repeated abortions because they are not 

likely to receive or practice post abortion contraception. 

Consequences of Unsafe Abortion: 

The consequences and complications of unsafe abortion are multiple and 

may occur immediately or later.  They can conveniently be categorized as 

medical, psychological, social and economic. 

 

(A) Medical 

These are usually most dramatic and they include: 

- Sepsis 

- Haemorrhage(heavy bleeding) 

- Injuries to tissues and organs 

- Generalised infection in the blood stream (septicaemia) 

- Anaemia (lack of blood) 

- Death 

 

(B) Psychological 

Although this has not been documented elaborately, the psychological 

consequences/complications, are by no means insignificant.  They include: 

- Depression 

- Withdrawal 

- Sexual dysfunction 

 In many instances, they manifest early and may improve with passage of 

time.  Sometimes a significant proportion of the psychological problems may 

linger and require specialized care(good and quality post abortion care 

including pre and post abortion counselling and emotional support are 

known to reduce the incidence of psychological complications). This care is 

not usually available for adolescents. 
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C) Social  
The social consequences/complications usually fall heavily on the girl herself, 

her family, community and eventually the country.  They include: 

- Leaving school 

- Stigmatization 

- Ostracism on the part of the community 

- Being thrown away by the family 

- Forced to marry early 

- Getting poorly paying jobs 

- Tempted or forced into prostitution 

- End of relationship with the boy or man she cared about. 

 

D) Economic 
These are immense in the community and the country throughout the 

developing countries: 

I) Treatment costs of unsafe abortions drain the hospital‘s limited resources 

which are often in short supply e.g. 

- Safe blood 

- Intravenous fluids 

- Antibiotics 

The girls recovering from unsafe abortion (compared to safe abortion) may 

stay in hospital 3/4 times longer.  This has long-term cost implications to health 

care. 

 

ii) Loss of hours of school work; investment in education and training lost.   

 

Diagnosis and management of unsafe abortion: 

At the Community 
While dealing with adolescents it is important to look for signs below, however 

these signs could also be as a result of other conditions like malaria or other 

infectious conditions.  Any adolescent presenting with these signs should be 

highly suspected of unsafe abortion 

- Unusual bad smell 

- Sick looking and may or may not have a high temperature 

- Dehydrated 

- Anaemic/pale 

- Loss of appetite 

- Depressed 

- Withdrawn/avoidance behaviour (she may avoid her peers) 

- Confused 

- Aggressive and defensive 
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- Physical weakness 

- May or may not have vaginal bleeding 

- Anxiety/restlessness 

- May or may not collapse 

 

At health unit level 

- Always bear in mind that unwanted pregnancy may be the real 

presenting problem although a different history may be given. 

- A keen observation on the girl‘s behaviour 

- History of missed periods 

- History of attempt to terminate the pregnancy 

- History of vaginal bleeding 

- Signs of sepsis (infection) and anaemia 

- Open cervix with products of conception 

- Bulky uterus 

- Pain on palpating the lower abdomen 

 

Management of unsafe abortions at community level 

- Sensitizing the community about the consequences of unsafe abortions 

especially among adolescents 

- Counselling adolescents and family members 

- Identifying and referring adolescents who have had unsafe abortions 

- Providing emotional, social and financial support to the adolescent 

who has had an unsafe abortion. 

 

Management of unsafe abortion is based on the following principles in the 

health units: 

- Emergency resuscitation if necessary 

- Evacuation of the uterus 

- Treatment of complications 

- Prevention of further complications 

- Post abortion counselling and contraception 

- Arrangement of follow up 

 

While these principles hold for both adolescents and older women alike, it is 

important to bear in mind the following differences: 

- Adolescents characteristically terminate pregnancy in late gestation, 

the products of conception may be bigger and difficult to remove. 

- Adolescents use high risky methods such as introducing sharp objects 

into the uterus to terminate the pregnancy 

- Adolescents often drink different concoctions to terminate pregnancy.  
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These may interfere with anaesthesia or cause vomiting and diarrhoea 

- Adolescents come for medical treatment late.  Complications may 

therefore be more serious. 

- Adolescents are less likely to come for post abortion follow up. 
 

These are ethical and legal issues to consider 

- How should the issue of consent for anaesthesia be handled? 

- How far can the young girl‘s request for confidentiality be respected? 

- If there are medical complications, should parents/guardians be 

informed? 

- How can a young woman‘s confidentiality be respected in public 

hospitals where records and notes are difficult to protect? 

 

Preventing unsafe abortions 

Girls with unwanted or unintended pregnancy have always and will continue 

to resort to abortion.  Prevention of such pregnancies must therefore be the 

major objective in efforts to eliminate unsafe abortion.  Communities, 

government and health workers should therefore endeavour to: 

- Improve access to reproductive health information and services 

- create a climate to contraception use for sexually active adolescents 

- Train health care providers - both traditional and modern in 

comprehensive abortion care including post abortion counselling and 

contraception. 

- Involve communities in discussions of the issues of unwanted 

pregnancy, abortion and its consequences and their role in enabling 

adolescents to prevent those problems and cope with them when they 

occur. 

 

The Abortion Law in Uganda: 

States that abortion is illegal except where there is a medical indication 

necessitating an abortion in order to save the life of the mother. 

Even when abortion is contemplated due to medical reasons, the presence 

of an obstetrician/gynaecologist and a psychiatrist must be sought 
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HANDOUT 4:  SEXUALLY TRANSMITTED INFECTIONS 

INCLUDING HIV/AIDS FACTS ON HIV/STIs/AIDS 
 

There are 5 key points to understand 

1. STIs affect men and women of all backgrounds and economic levels.  

They are common among adolescents.  Appropriately they occur in 

2/3 of people younger than 25 years. 

2. In the rest of the world, the incidence of STIs is rising but last figures for 

Uganda show a decline:  

3.5% 1992 (Reference: Ministry of Health, STD/AIDS Control Programme 

1.9% 1994 Surveillance Units - 1997. 

These figures however, may not be so accurate as they are taken from 

Government clinics and hospitals where the studies are done.  

Adolescents do not as a rule visit these facilities.  A break-down in age 

was not apparent.  However, young people have become sexually 

active earlier yet are marrying later.   

3. Girls and women cannot easily identify the symptoms early enough.  

When symptoms develop, they may be confused with those of other 

diseases not transmitted through sex.  Persons who have no symptoms 

may pass the disease onto another sex partner. 

Explain to the trainees that: 

4. Health problems caused by STIs tend to be more severe and more 

frequent for females than for males, many females/girls do not seek 

medical attention until serious problems have developed. 

i. STIs can spread into the uterus and fallopian tubes to cause 

pelvic inflammatory disease, which in turn can lead to infertility 

and ectopic pregnancy.  One can die from the latter. 

 

ii. STIs in women may also be associated with cervical cancer - 

human papilloma virus can lead to this.  This virus can also result 

in genital warts. 

iii. STIs can be passed from mother to her baby before or during 

birth.  Some can be cured easily, others may cause a baby to be 

permanently disabled or even die. 

5. When diagnosed and treated early, almost all STIs can be treated 

effectively except HIV/AIDS.  It is thought that having ulcer active 

genital diseases other than AIDS increases one's risk for becoming 

infected with HIV. 

 

Quick Facts on some STIs 

 Chlamydia 
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Cause: Chlamydia trachomatis bacterium 

Symptoms: Mucosal inflammation of urogenital tract, throat or rectum.  

Men may have white or colourless discharge from penis as well as 

painful urination; women may not have any symptoms.  In women 

chlamydia can spread through the uterus and fallopian tubes causing 

pelvic inflammatory disease which may lead to sterility.  Chlamydia 

may also affect babies of infected pregnant women. 

Treatment: Antibiotics 

 Gonorrhea 

Cause: Neisseria gonorrhea bacterium 

Symptoms:  Inflamed mucous membranes or urogenital tract, throat or 

rectum; painful urination and a discharge from the vagina or penis.  

Some may have no symptoms.  Gonorrhea may spread to the fallopian 

tubes causing pelvic inflammatory disease which may lead to sterility or 

death.  Babies of infected pregnant women may be born blind. 

Treatment: Antibiotics. 

 Genital Herpes 

Cause: Herpes Simplex virus type 2 

Symptoms: fever, headache, stiffness in neck, weakness, sores, painful 

micturition, vaginal discharge.  Sores typically last 4 - 15 days then heal 

but may recur several times a year.  In people with AIDS, symptoms 

may be more severe and grow increasingly worse. 

Treatment: Drugs such as Acyclovir. 

 Syphilis 

Cause: Treponemapallidum bacterium 

Symptoms:  Ulceration of genital tract, mouth or rectum; also have 

fever, hair loss, mild hepatitis, headache, late stages may include 

blindness, mental illness, heart failure, paralysis and bone deformities.  

Babies of pregnant women may be blind, deaf, have abnormal bone 

growth and physical deformities. 

Treatment: Antibiotics especially penicillin. 

 Genital Warts 

Cause: Papilloma wart virus 

Symptoms:  Usually appear as small, hard, painless bumps in the 

vaginal area, on the penis or around the anus; if untreated 

they may grow and develop a fleshy, cauliflower-like 

appearance.  It is believed that the virus responsible for 

these warts may cause several types of genital cancer.                

 Treatment: Topical drug, freezing or injections of a 

type of interferon.  If large they can be removed by 

surgery. 



Trainee Handbook 

142|ADH Training Curriculum 

 

 Acquired Immuno Deficiency Syndrome 

Cause: Human Immune Deficiency virus 

Symptoms:  The virus destroys the body's ability to fight off infection.  These 

people are therefore very susceptible to many life-threatening diseases, 

called opportunistic infections, and to certain forms of cancer.  

Transmission of the virus primarily occurs during sexual activity and by 

sharing of needles used to inject intravenous drugs, blood transfusion.  

Babies born to HIV-infected women may become infected.  You do not 

become infected by casual contact, insects or witchcraft. 

 

By December 3rd 1996, Uganda had 51,344 AIDS cases reported.  92.6% 

were older than 12 years, 7.4% younger than 12 years.  46.4% were men, 

53.6% were women.  Worldwide, the Joint United Nations Program on 

HIV/AIDS estimates 21.8 million people are living with HIV/AIDS. 

 

During 1995, HIV associated illness caused the deaths of 1.3 million people, 

including 300,000 children under age 5.  Since the beginning of the global 

epidemic, over 9 million children under age 15 have lost their mothers to 

HIV/AIDS. 

Treatment: There is no cure for AIDS.  However, there are certain drugs 

that have been approved for treating AIDS related illnesses. 

REDUCING THE RISK 

The only way to be 100% certain of never getting an STI is never to have sex 

at all i.e. ABSTINENCE.  This means that if you do have sex, you need to 

consider ways that can reduce your risk of acquiring or passing on an 

infection: 

 If you are in a stable relationship, and neither you nor your partner have 

other sexual partners, you can make sure that sex is safe by both having 

an STI check up.  If all the results are negative, it may be OK to have 

unprotected sex. 

 Reduce the number of sexual partners that you have. 

 Be careful if you have sex with people that you do not know very well.  

You are less likely to know if they have an STI or have had check up 

recently. 

 Promote life skills among adolescents. 

 If you are not certain of your partner, use safe sex practices. 

- Learn to use CONDOMS properly and each time you have sex 

The ABCD of STI prevention 

A B   C  D 

Abstinence Be faithful Condom Treatment  
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HAND OUT 5: CANCER OF THE CERVIX 
 

Facts About Cancer Of The Cervix: 

'Cancer' is a Greek word for 'Crab', because cancer growth looks like a crab-

like growth. 

 

Cancer of the cervix is the leading female cancer in Uganda.  30 - 40% of all 

gynaecological admissions in Mulago Hospital (National Referral Hospital, 

Kampala) are cancer of the cervix.  It has been noted that women are 

presenting at an increasingly younger age with advanced stages of Cancer 

of the cervix.  The adolescent age group, in particular, is of increasing 

concern.  Admission to Mulago between 1990 - 1995 showed that 8% were 

aged less than 20 years of age. 

 

The cause of cancer of the cervix is the Human Papilloma Virus and has been 

strongly associated with the following risk factors: 

1. Early sexual activity 

2. Early marriage 

3. Multiple sexual partners for both girls and boy partners (supporting 

a sexually transmitted infectious agent). 

4. High parity 

5. Cigarette smoking 

6. Low socio-economic status with poor hygiene practice 

8. The human papilloma virus. 

 

C. HOW TO FIGHT CANCER OF THE CERVIX 

1. Primary Prevention: 

Girls aged 9-10 should be vaccinated against the Human Papilloma 

Virus. 

 

2. Secondary Prevention: Screening 

Early recognition of signs and symptoms 

* Take a HISTORY 

- Abnormal vaginal bleeding 

- Inter-menstrual bleeding 

- Post coital bleeding 

- Foul smelling per vaginal discharge 

*  PROMPT diagnosis 

Examine the adolescent or refer for examination 

- Abdominal examination 
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- Pelvic examination, digital and speculum check 

- Encourage women to go for cancer screening (VIA, Pap 

Smear) 

* Refer all adolescents with SUSPECTED or CONFIRMED Cancer of the 

cervix 

 

 

D. REFER TO: 

(i) District hospitals 

(ii) Mulago Hospital, Kampala 

 

E. MANAGEMENT OF ADOLESCENTS WITH CANCER OF THE CERVIX 

 Effective counselling of adolescents and their families with a 

terminal illness.  To deal with shock, anxiety, depression, stress, loss of 

productivity, feelings of guilt.  Encourage patients to live positively 

with Cancer. 

 Knowledge and understanding of effective pain control. 

 Liaising with medical personnel looking after the adolescent for 

example Hospice Uganda, general practitioners etc. 

 

PREVENTIVE MEASURES 
Cancer of the cervix can be prevented through: 

 Immunisation – vaccination against the Human Papilloma Virus 

 Screening programme 

 Community sensitization on cancer of the cervix 

 Avoid multiple sexual partners 

 Avoid STDs 

 Good perineal hygiene for both men and women  
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SESSION 5.3: SEXUAL ABUSE AS A 

REPRODUCTIVE HEALTH ISSUE 
HANDOUT: SEXUAL ABUSE 
 

Introduction: 

Adolescents experience many different types of violence, both physical and 

sexual. Issues facing the adolescents include domestic violence, sexual 

abuse, sexual assault, sexual harassment, and gang-related violence. While 

we may expand this section to include all gender-based violence, for the 

moment we are centering on only sexual abuse and rape. 

 

Sexual Abuse: 

Sexual abuse includes all forms of sexual coercion (emotional, physical and 

economic) against an individual. It may or may not include rape. Any type of 

unwanted sexual contact is considered sexual abuse. 

 

Rape is defined as the use of physical and/or emotional coercion, or threats 

to use coercion, in order to penetrate a child, adolescent, or adult vaginally, 

orally, or anally against her/his wishes. 

 Defilement: Unlawful sexual intercourse with a girl under 18 years of 

age. 

Attempted defilement is not a crime 

 Rape:  Unlawful sexual intercourse with a girl/woman without her 

consent. It is obtained by force, threats or intimidation 

 Prostitution: Involvement of girls/boys/women/men in sexual activities 

for monetary or material gains 

 Incest:  Sexual relationship occurring between members of the 

same family. 

 Indecent  Assault: Is the sexual harassment or unwanted sexual 

advances/sexually motivated physical contact or verbal 

communication of sexual nature. 

Perpetrators can include: 

 Parent 

 Partner 

 Ex-partner 

 Boyfriend 

 Family member 

 Another person at home 

 Teacher 

 Neighbour 
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 Acquaintance 

 Stranger. 

Often adolescents are abused by someone they know and trust, girls are 

more likely than boys to be abused. Sexual abuse occurs in rural, urban and 

suburban areas and among all ethnic, racial and socio-economic groups. 

 

Why is sexual abuse a reproductive health issue? 

Sexual abuse and/or rape can impact an adolescent‘s reproductive health 

through: 

 Causing Lacerations and internal injuries 

 Unwanted pregnancy and its consequences (unsafe abortion, bad 

pregnancy outcomes, etc.) 

 STIs, including HIV/AIDS 

 Abortion-related injuries 

 Other Gynaecological problems e.g. viral warts, infertility secondary to 

infections etc. 

 Sexual dysfunction. 

In addition to reproductive health problems, sexual abuse can cause fear, 

depression and suicide. 

 Sexual abuse survivors are more likely to participate in high-risk activities 

such as substance abuse, having voluntary sexual relationships earlier, 

having sex more often and not practicing contraception that make them 

more vulnerable to unintended pregnancy and infection with HIV and 

other STDs. 

 

This is often a result of feeling vulnerable and unable to say ―no‖ to things 

they do not want to do as well as feeling or being unworthy or incapable of 

undertaking self-protective behaviour as in the case of contraception. 

 

Factors that Predispose adolescents to sexual abuse: 

 Socio-economic factors:  

- Adolescents who live in economic poverty 

- Overcrowding – sharing of rooms/beds with relatives – incest 

- Child labour e.g. house girls can be assaulted while working  

- Child prostitution as a source of income 

- Exposure of a child to pornographic films e.g. blue movies. 

 Lack of parental supervision and child neglect 

 Cultural activities/practices: 

-  Activities surrounding initiation rites e.g. pre and post circumcision 

festivities 

 Insecurity: 
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- Internal displacement 

- Wars 

 Personality problems: 

- Lack of life skills like peer resistance, negotiation, critical thinking 

assertiveness 

 Substance abuse: 

- Excessive alcohol intake 

- Drug abuse 

 Lack of awareness on the situations that may expose adolescents to 

sexual abuse e.g. Youth who have a separate living arrangement from 

parents. 

 

Some of these youth include: 

 Street youth 

 Adolescents with a mental illness 

 Substance abusers 

 Adolescents with substance abuse in the family 

 Orphans 

 Neglected youth 

 Adolescents whose parents were physically/sexually abused as a child 

 Adolescents who live in a home with other forms of abuse, prostitution or 

transient adults 

 Adolescents who are in a juvenile home/jail 

 Homosexual youths may also be at greater risk because they are often 

socially marginalized. 

 

Consequences of sexual abuse among adolescents: 

These factors can be discussed under: 

 

Physical indicators: 

 Difficulty in walking or sitting 

 Torn, stained or bloody underclothing 

 Pain, swelling or itching in genital area 

 Abdominal pain 

 Abrasions or lacerations of the hymen, labia, perineum, posterior 

forchette and breasts 

 Bruises, bleeding or lacerations in external genitalia, vaginal or anal areas. 

 Unexplained vaginal or penile discharge 

 Perineal warts 

 Labial fusion 

 Oral infections (gonorrhoea in the mouth) 
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 STDs, especially HPV, HSV and PID 

 Poor sphincter tone 

 Recurrent urinary tract infections 

 Pregnancy 

 

Behavioural and Emotional Indicators: 

 Sexualised behaviour (early onset of sexual activity, excessive 

masturbation) 

 Post-traumatic stress disorder 

 Inability to distinguish affection from sexual behaviour 

 Low self-esteem 

 Fear 

 Anxiety 

 Guilt 

 Shame 

 Depression, withdrawal 

 Hostility or aggressive behaviour 

 Suicide attempts 

 Sleeping disorders 

 Eating disorders 

 Substance abuse 

 Intimacy problems 

 Sexual dysfunction 

 Runaway behaviour 

 Problems in school 

 Perpetration of sexual abuse to others. 

Some of these behavioral and emotional indicators are controversial. The 

only agreed upon indicators are sexualized behaviour including early onset 

of sexual activity, the inability to distinguish affectionate from sexual 

behaviour and post-traumatic stress disorder. Other behavioural indicators 

may be associated with sexual abuse, however, these symptoms do not 

necessarily differentiate sexually abused adolescents from those with 

problems other than sexual abuse. There is no substitute for a good history. 

 

Support Services in Place for Adolescents who have been Sexually Abused: 

 Health workers: 

- Provide reassurance through counseling 

- Perform medical examination and investigations for STI, HIV pregnancy  

- Treat STIs 

- Complete Police report forms 

 Trained counsellor: 
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- Offer counselling 

- Help adolescents acquire life skills 

- Provide emotional ad social support 

 Police: 

- Investigate 

- Make documentation, arrest perpetrators 

 Probation and child welfare officer: 

- Give reassurance 

- Refer to train counselor 

- Refer to Police 

 Legal services 

 LC women, youth: 

- Sensitise 

- Counsel 

- Refer to medical and legal services 

 

Sources of help for victims of sexual abuse: 

 Health workers 

 Police 

 Probation and child welfare officer 

 Problem solving facilities such as: 

1. Hope After Rape 

2. Naguru Teenage Information and Health Centre 

3. Kawempe Health Centre – Uganda  Youth Empowerment Scheme 

4. ACFODE: Action for Development: 

5. AUWMD: Association of Uganda Women Medical Doctors: 

6. FIDA: Federation of Uganda Women Lawyers 

7. Local Council Secretaries for Children Affairs at all LC I 

 

Ways of Preventing Sexual Abuse: 

 Talk to your child on sexuality and how to recognize sexual abuse 

 Parents/adults should be good role models 

 Discipline is important. Teach a child self-control and safety 

 Community education on hope to recognize sexual abuse and dangers 

of sexual abuse 

 

The Role of Services Provider in cases of Sexual Abuse: 

What can the provider realistically do in cases of sexual abuse? 

Sexual abuse is a very complex problem. It is important to do what one can 

but not feel discouraged because one can solve the whole problem. 
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They can: 

 Recognise that sexual violence exists: 

 Conduct a full history and physical examination 

 Ensure treatment of any medical problems 

 Screen and treat STDs or refer for screening and treatment 

 In the case of rape, offer emergency contraception if it has been less 

than 72 hours since the assault occurred. 

 In the case of rape, offer a pregnancy test or refer. 

 Offer referral for abortion if appropriate and possible 

 Gather simple forensic evidence 

 Counsel, provide support and compassion 

 Refer the adolescent to legal or social services that deal with sexual 

abuse 

 Try to establish a safe place for the adolescent to go temporarily (if the 

abuse is going on inside the home) 

 Identify one person who can be a source of support for the adolescent 

where possible. 

 Offer the option of reporting the assault/abuse to appropriate authorities. 

 Work with parents and the community to recognise that sexual abuse is 

an important RH issue. 
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TOPIC 5.4: MATERNAL HEALTH SERVICES FOR 

ADOLESCENTS 
SESSION 4.4.1: INTRODUCTION TO MATERNAL HEALTH 

SERVICES FOR ADOLESCENTS 

HANDOUT  
 

Definition of adolescent mother: 

Pregnant woman aged 10-19 years. 

 

Definition of maternal health services  

A health care concept that encompasses family planning, pre-conception, 

prenantal, delivery, postnatal care for the 10-19 years.  

 

Rationale for concern about adolescent mothers  

Problems of adolescent mothers: 

 Pregnancy and child birth among adolescents particularly below 17 years 

often results into: 

- Severe health complications e.g. nutritional problems, severe 

malaria, pre-eclampsia, eclampsia and difficult deliveries 

- Adverse socio-economic consequences 

 The rate of adolescent pregnancy in Uganda is 25% and it is one of the 

highest in Africa 

 Pregnancy related complications are among the main causes of death in 

15 - 19 year old females in developing countries 

 About 30% of maternal mortality is occurring among women aged 20 

years and below. 

 Over 50% of unsafe abortions occur in young girls below 20 years. 

 Morbidity in adolescent mothers is not well studied but it is high 

 

Factors contributing to the problems of adolescent mothers. 

 Antenatal, delivery and post natal services are carried out to all women 

without paying much attention to adolescent mothers 

 Adolescents usually attend these services late because of: 

- Being stigmatized by the community and health workers 

- Lack of awareness of services available 

- The cost of getting services may be too high for teenagers who usually 

lack financial and moral support 
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- Provider attitudes such as being judgmental, having little time to 

answer questions or provide the information needed by teenage 

mothers. 

- Teenage mothers lack the decision making ability  

- Lack of knowledge of their rights and entitlement 

- Lack of parental and social support 

- Physical and psychological immaturity, 

- Sugar daddy phenomenon therefore lack of immediate responsibility 

- The adolescent is expected to behave like any other adult since she 

has graduated to    motherhood 
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SERVICES THAT ARE TO BE OFFERED TO ADOLESCENT MOTHERS AT THE HEALTH 

UNIT: 

During antenatal care in the health unit the services offered to adolescent 

mothers are similar to those offered to adult women.  In order to meet the 

adolescent needs, emphasis should be put on the following: 

 

Physical Care of a Pregnant Adolescent: 

Risk Assessment: 

Assess whether you think your partner has a high risk. Your adolescent patient 

is already at risk if she is under 16 years of age. To determine additional risk, 

take a history and look for the following: 

 Planned pregnancy or not, in school or not?  

 History of sexual abuse 

 Parity: first pregnancy. 

 Delivery site: not planned or prepared. 

 Family support: not enough food, rest, money or help with work 

 History of anaemia 

 History of genital tract surgery or circumcision 

 History of blood transfusion 

 History of STD including HIV/AIDS 

 History of sickle cells disease, heart disease, diabetes, epilepsy, asthma, 

tuberculosis 

 History of drug and alcohol use 

 Received Tetanus Toxoid 

In addition to taking a full history, the provider should also do the following: 

 Measure height-women under 5 feet or 1.6m tall, may be more at risk if 

short stature is due to disease or malnutrition. 

 Measure the pelvis to rule out CPD 

 Measure fundal height to check for small for date foetus. 
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Anaemia: 

 At the first pre-natal visit ask the adolescent about her diet. Ask her to 

recall what she ate the day before. Ask if she is avoiding any foods 

because she is pregnant. Ask if she can afford to eat regularly and well. 

Ask what foods she likes. 

 Examine her for anaemia. Look at her eyelids, nail-beds, gums and palms. 

Severe pallor indicates a haemoglobin under 8 grams and severe 

anaemia. Other signs of anaemia include tiredness, dizziness, shortness of 

breath, and a fast heartbeat. 

 Check haemoglobin at the first and every 2 months during pregnancy. If 

the haemoglobin falls below 8 grams (55%) on any visit, it should be 

checked every visit until it returns to normal. 

 Counsel he about foods rich in iron and folic acid. Give or prescribe 

ferrous sulfate 320 milligrams (60mg elemental iron) 2 times a day. If her 

haemoglobin is 8 grams or less, increase her iron to 1 tablet 3 times a day, 

for the rest of her pregnancy. Also give folic acid 500 microgram (mcg) 

each day. 

 Check for other causes of anaemia such as parasites 

 At each visit, check to make sure she is taking her iron pills. 

 

Counselling and support in the prenatal period: 

 Effective communication and counselling should be provided while 

giving information to adolescents about implications of being pregnant, 

what to expect during pregnancy and how to keep healthy. 

 Adolescents must be encouraged to attend antenatal care services as 

early as possible. 

 They must be encouraged to plan for delivery with trained service 

providers in a unit that provides emergency obstetric care. 

 The pregnant adolescent and her partner or family members should also 

be counseled on the following: 

- Decrease in workload and rest in the third trimester. 

- Preparing delivery and postnatal period 

- How to recognize signs of labour and danger signs 

- Advise on hospital delivery (or at ammunition delivery with a trained 

provider) 

- Reproductive health choices 

- To use contraceptives after delivery. 
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Nutritional Counselling: 

 Adolescents are not usually very knowledgeable about good nutrition. 

Nutritional advice given must consider both the foetus and the mother, 

since they compete for the same nutrients. 

 Adolescents stop goring in height about 4 years after menarche. If the 

pregnant adolescent has not stopped growing, she will need a higher 

nutrient intake than an adolescent who has completed growth. 

 Take a diet history. Ask your patient what she ate yesterday and how 

much. 

 Decide whether you think her diet is adequate. 

 Adolescents should eat more protein than they usually do. 

 Lactation in adolescents can result in loss of calcium form the bones, so 

additional calcium is needed. This is especially true if pre-pregnant 

nutrition is poor. 

 Prenatal zinc supplement is associated with improved pregnancy 

outcome in adolescents, so adequate zinc in the diet is important. 

 Talk about foods that are good for her: 

Rich sources of iron – Egg yolk, ground nuts, dried navy and lima beans, 

dried apricots, dried peaches, prunes, figs, dates, raisins and molasses, fish 

and meat, sunflower seeds, nuts and amaranth leaves. 

Rich sources of folic acid -Dark green leafy vegetables, liver and fish, nuts, 

legumes, eggs, whole grains and mushrooms. Cooking food too long 

destroys folic acid. 

Rich sources of calcium - Milk, yogurt, cheese, green leafy vegetables, 

bone meal, beans, especially soy and shellfish. 

Rich sources of vitamin C – Most fruits and vegetables. Cooking destroys 

Vitamin C. 

Rich sources of Vitamin A – Dark yellow and green leafy vegetables and 

some orange fruit. Cooking food too long can destroy vitamin A. 

 

DURING DELIVERY AND IMMEDIATE POST DELIVERY CARE. 

The care is still similar to that being offered to adult women. During the 

prenatal visit(s), providers can help adolescent women to develop a birth 

plan that will focus on: 

 What to do if any danger signs of pregnancy occur. 

 Identifying the person(s) to provide physical and emotional support 

during labour. 

 When to check in with the health staff if they suspect that labour is 

beginning 

 How they will get to the hospital or clinic. 
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 Identifying who will support the women during the delivery (if this is 

feasible). 

 

Childbirth preparation classes will give both the adolescent and her support 

person(s) the necessary information and techniques to make labour more 

comfortable. 

It will often be necessary to repeat instructions. Have the client repeat 

instructions to you and ask her what she will do if: 

 Contractions increase in intensity, frequency, and duration. 

 Water begins to leak from the vagina, with or without contractions. 

 Danger signs occur. 

 

Build the adolescent‘s confidence by telling he that you know she will take 

the correct action when the time comes. Include the support person(s) in the 

instruction giving so that they can remind the young mother when anxiety 

interferes with recall. 

 

Give and repeat instructions when the adolescent presents with signs of false 

or early labour. 

 

LABOUR AND DELIVERY: 

The cardinal rule for birthing care to adolescents is NEVER LEAVE HER ALONE. 

Support, comfort and explanations of what is happening or going to happen 

will break the cycle of fear which procedures, tension and thereby increasing 

the intensity of pain. Support also increases the likelihood that the adolescent 

will cooperate when you need her to do so. Friends, the adolescent‘s partner, 

family members, or anyone the adolescent identifies can and should be 

encouraged to be involved in providing physical care and emotional 

support. 

 

Special provider characteristics for managing adolescents during the birthing 

process: 

 The provider‘s demeanor to support adolescents during the birthing 

process requires patience, understanding, explanations, compassion and 

caring. Adapt to the adolescent‘s individual needs in order to support her 

coping efforts. 

 Create an atmosphere of inclusion with family and/or identified support 

person(s). 

 When preparing to perform examinations and procedures, explain to the 

adolescent and her support person what you will be doing and why; 

perform maneuvers slowly and gently. 



 Trainee Handbook 

ADH Training Curriculum | 157 

 

 Use firm but caring speech to get the adolescent‘s attention; however, 

shouting is never acceptable. 

 

GENERAL SUPPORT FUNCTIONS FOR THE LABORING ADOLESCENT: 

 Ensure privacy and prevent the adolescent from being exposed to others 

– it is a sign of respecting the client as a person. 

 Keep the adolescent clean and dry, it promotes relaxation and reduces 

the risk of infection. Give special attention to cleaning away any blood, 

feaces, amniotic fluid from the genital area. Refresh the adolescent with 

cool wet cloths if she perspires heavily; change her damp clothing and 

bedding, if possible. 

 Provide mouth care – encourage the adolescent to brush her teeth; offer 

mouthwash, if available, apply ointment to the lips; offer sips of cool 

water or ice chips; offer or ask support person/family to bring hard 

candies or wet cloth for the adolescent to suck on. 

 Since labour generates heat, fan the adolescent mother using a 

washcloth, a glove package, or raising and lowering the hem of her 

gown/wrapper. Cool compresses to the back of neck, axilla, or groin 

bring relief and calm. 

 Rub her back if she is experiencing pain in her back. Applications of heat 

or cold can also help give comfort. 

 Encourage the adolescent to empty her bladder frequently. 

 Remember that medication is a relief measure and offer it wisely. 

 

False Labour: 

 Facilitate relaxation and/or sleep. 

 Provide diversions to help pass the time e.g. light sedation, warm bath, 

warm shower; hot drinks (tea with sugar, milk, chocolate), family member 

or support person to give a back rub. 

 Encourage walking, it will stimulate true labour or relieve false labour. 

 

Early labour: 

 Provide comfortable chair for the adolescent and her support persons 

provide diversions to help pass the time (playing cards, games, books, 

magazines, radio, TV) 

 Encourage the adolescent to walk around 

 Offer light meals (fruits, porridge), liquids (water, juices, tea) 

 If the adolescent lives close to the facility, encourage her to remain at 

home during the early stages of labour. 

 Review with her and her support person when to return. 
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Active labour: 

 Do not leave the adolescent alone. Strong, rapid contractions can make 

her feel frightened. 

 Help her cope with her fears and discomfort. Take your cues from her – 

ask her what she wants that would make her feel better. 

 When touching her, touch her gently. Position the adolescent 

comfortably using pillows or rolls of linen. Encourage her to lie on her side. 

Guide her with breathing techniques as her labour progresses, if she did 

not attend preparation classes. If she and her support person attended 

preparation classes, remind them at critical point which breathing 

technique to use. Observe whether the adolescent is holding her breath 

when she should be breathing and guide her in breathing. 

 

Transition Labour: 

 When signs of this phase of labour begin, provide support by encouraging 

relaxation breathing, lower back counter pressure, if indicated. 

 Honor the adolescent‘s request for comfort measure within the limits of 

safety  

 Provide IV fluids, if indicated 

 Assist the adolescent to gain comfortable positions, e.g. side, standing, 

squatting. 

 Continue to guide the breathing techniques; instruct panting breathing 

when the adolescent feels like pushing and you don‘t want hear to do so 

yet. 

 Help the client and her support person get in position for pushing (raised 

back, side, squatting, standing knee-chest, hand-knees – avoid having 

the adolescent flat on her back during pushing. 

 Talk to the adolescent during the actual birth to minimize tension and fear 

from the intense sensations and to gain her cooperation for a controlled 

birth. 

 

Remember the support person: 

 The support person should be made to feel welcomed for their important 

function – working with the adolescent during labour. 

 Help the support person to feel the importance of his/her support to the 

adolescent. 

 Encourage the support person to provide the physical comfort measure 

such as wiping the brow, giving sips of water or ice, fanning, rubbing her 

back. 

 Remind the support person to take breaks, take nourishment and fluids – 

this will enable them to give the adolescent what she needs. 
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 Avoid sending the support person out of the room during examinations 

and/or procedures, unless the adolescent wants the person to leave. The 

support person can help the adolescent to not focus on the exam or 

procedure. 

 

IMMEDIATE POSTPARTUM 

 As with most new mothers, the adolescent‘s interest in the baby will be of 

concern if the baby is not close to her. 

 After the birth of the baby, the young mother‘s body goes through 

another set of dramatic, physical changes and a wide range of 

emotional responses due to circumstances – pride, accomplishment, 

fatigue, and to hormonal shifts. 

 Adolescent mothers have the compound challenge of continuing to 

establish their own identity when they adjust to the new role of being a 

mother. 

 The first hour after birth is a highly sensitive period for maternal-child 

boding. Take every opportunity to facilitate and support this bonding 

process. Keep mother and baby together as much as possible, conduct 

the preliminary infant examination in the presence of the mother (and 

support person) and include her: 

- Show her unique aspects of her baby 

- Have her touch the baby‘s head, feel molding, count fingers/toes 

- Point out to her the baby‘s normal reflexes. 

- Assist the mother to breast-feed successfully with correct attachment, 

taking baby off the breast, keeping the baby‘s nose unobstructed and 

establishing comfortable positions for feeding. 

 Before the adolescent leaves the hospital of facility, explain the signs of 

postpartum complications and when to return to the hospital. 

 

POSTPARTUM PERIOD: 

The period of six weeks following birth is a period of dramatic change and 

tremendous adjustment which affects the young mother physically and 

emotionally. The demands of mothering are high and the adolescent mother 

will need support from those closest to her not to feel overwhelmed and 

tempted to give up. It is a critical time for learning and guidance, yet it must 

be given in a way that does not make the young mother feel incompetent – 

help and guide her to carry out tasks as she is able within the limits of safety; 

praise her efforts, offer corrections as tips for doing something. 

 

Home visits are a valuable tool during the postpartum period; it provides an 

opportunity to assess the environment for security and comfort and 
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communicates caring to the young mother. Engage the young mother and 

her family in making adjustments to enhance security and comfort. 

 

As the adolescent mother tries to cope with the demands of infant care (e.g. 

sleep deprivation, physical discomfort), the psychological shift into a role of 

greater responsibility, and rapidly altering hormone levels, dramatic mood 

swings characteristic of postpartum blues may occur. Postpartum blues 

usually occur around the third to fifth day after birth, ranging from mild 

(feeling ―down‖, teary, unexplained sadness, easily upset) to more profound 

with frequent bouts of crying for unexplainable reasons. It is normal for all 

women to experience a sense of loss after birth, but it may be more acute for 

the adolescent: 

 Loss of physical attachment to the baby; empty space where the baby 

was 

 Loss of attention, no longer ―center-stage‖ 

 Adjustment to yet another self-image 

 Loss of freedom to pursue adolescent interest with peers 

 Heightened sense of insecurity and lack of self-confidence with resultant 

over-sensitivity to comments. 

PROVIDERS ROLE: 

The primary goal of health staff is to help the adolescent mother successfully 

take on the role and responsibility of mothering. Adolescents need close 

monitoring to keep them focused on the wide range and seemingly endless 

tasks involved in caring for a baby. 

 Make home visits within 48 hours of discharge, if possible 

 Schedule follow-up visits for 2,4 and/or 6 weeks postpartum 

 Help adolescents problem-solve the common physical discomforts of 

postpartum recuperation and adjustment (increased perspiration, 

perineal pin, breast engorgement, constipation, haemorrhoids, exercise, 

danger signs). 

 Make sure she is continuing her nutritional supplements, especially if 

breast-feeding. 

 Give genuine praise for any and all accomplishments in caring for her 

baby. 

 Encourage experienced care-takers (mother, grandmother, aunt) to work 

with the young mother NOT take over the direct care of the baby. 

Encourage support persons to remind the mother to drink and each –

something often forgotten by the new mother due to distraction and 

fatigue. 

 Keep the lines of communication open and be available to the young 

mother as situation arise for which she will need your support or the 
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support of other young mothers whom she may have met during her 

antenatal period. Where possible health workers should make telephone 

call on health massages to assist them during postpartum period. 

During the two weeks postpartum visit, pay attention to the young mother‘s 

coping skills for new responsibilities. Observe the mother-baby interaction, 

observe breast-feeding (attachment, removal, position, style of feeding). 

Take a brief history focusing on progress in healing and involution; perform a 

modified physical exam inspecting breasts, abdomen and perineum. 

 

During the 4-and/or 6 week postpartum visit, take a complete history and 

perform a complete physical examination. Discuss with the adolescent 

mother her contraceptive needs. Explore with her how she is coping with 

mothering and physical, emotional, and/or baby problems. 

The services offered are similar to those offered to adult women 

Attention should be paid to: 

- Nutrition needs of the mother including Vit A 

- Counselling and support 

- Personal hygiene 

- Breastfeeding 

- Family planning information and services 

- Breast feeding benefits and child immunization 

- Benefits of completing TT immunization should found necessary 

 

SERVICES WHICH SHOULD BE OFFERED TO ADOLESCENT MOTHERS AT 

COMMUNITY LEVEL 

During pregnancy 
 Create awareness on the importance of attending antenatal care 

services to parents, adolescents and influential persons within the 

community.  This should include: 

- Reasons for attending antenatal care services 

- Where and when services are offered 

- What to go with to the health facility during antenatal  

- What is done to pregnant mothers during ante natal visits 

 Sensitize the community on problems associated with adolescent 

pregnancy and how to help the pregnant adolescents to go through 

pregnancy safely and accept parenthood 

 Identify, counsel and refer pregnant adolescents to appropriate health 

units 

 Provision of support services i.e. 

- Physical support such as shelter, food, clothes 

- Financial support 
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- Emotional support 

- Spiritual support 

 Health educating the adolescents on topics like: 

- Personal hygiene 

- Nutrition 

- Contraception 

- Immunization 

- Importance of breastfeeding 

- Signs of labour 

- Preparing for delivery, (for them to have money, baby clothes, and 

companion ) 

 Establishing a community referral network to enable adolescents reach 

the referral units 

During labour 

 Health education on:  

- Importance of clean and safe delivery 

- What to do at each stage of labour 

 Counselling 

 Identifying adolescents who are in labour and referring them to the health 

unit 

 Establishing a referral network within the community 

 Providing transport facility to the adolescent thus enabling her to reach 

the appropriate referral centre. 

 Providing emotional and physical support to the adolescent during labour 

 

After Delivery 

 Health education on: 

- Nutrition 

- Hygiene 

- Care of the baby 

- Importance of attending post natal care services and where it can be 

obtained 

- Contraception 

 Counselling 

 Promoting income generating activities for teenage mothers 

 Promoting life skills for adolescent mothers 

 Linking adolescents with resource centres which can offer support to 

teenage mothers 

 Advocate for the acceptance of adolescent mothers at community level 

 Participate in offering assistance to the mother and baby  
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S/SESSION 5.4.2: PARENTING 
 

HANDOUT  
 

Definition of Parenting: 

The care and upbringing of a child. The rearing of children especially in 

caring, giving love and support. 

 

Rationale for discussing parenting among adolescents: 

1. There is a higher risk of infant morbidity and mortality, child abuse and 

neglect.  Child rearing presents many difficulties to the adolescent 

mother or couple. 

The reaction of adolescents towards parenting: 

 Adolescents may feel inadequate about caring for an infant and anxious 

about its health.  

 They may feel resentment or depression over their loss of leisure and great 

increase in responsibility 

 The infant care needed may prevent the patents from improving 

economically and/or educationally. 

 Isolation from peers, crowded living conditions and dependence on 

others, with consequent resentment are additional hazards. 

Parenting Skills: 

 Feeding 

 Bathing  

 Changing clothes, nappies etc of the baby 

 Playing  

 Positive social interactions 

 Making health care decisions 

Needs of Adolescents: 

Needs of adolescent father: 

 Acceptance and integration into pre and postnatal services 

 Counseling about the benefits of sound sexual reproductive health 

practices, including condom use 

 Exposure to positive models of, or information about effective parenting 

 Encouragement to learn effective parenting skills, such as feeding, 

bathing, changing, playing, positive social interactions and participating 

in health care decisions. 

 Continued access to economic and educational opportunity 

Needs of adolescent mothers: 
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 Information about the importance of prenatal care and early access to 

such services, including trained providers during delivery 

 Social support during pregnancy 

 Postnatal support and health care for themselves and their infants 

 Information about the importance of breast feeding, immunization, 

nutrition and growth monitoring. 

 Encouragement to learn effective parenting skills, such as feeding, 

bathing, changing, playing positive social interactions and making health 

care decisions 

 Counselling bout modern contraceptives to delay the next pregnancy 

 Confidential, private, affordable, welcoming service environment. 

 Continued access to economic and education opportunity. 

Role of the service provider: 

Information for the service provider: 

 When to immunization according to UNEPI schedule 

 All immunization should be completed before the child reaches 1 year. 

Infant Feeding: 

Breast milk is the perfect milk for a baby: 

 It has all the nutrients the baby needs 

 It is easy for the baby to digest 

 It gives important protection form infections 

 It is always fresh, clean, and ready to drink. 

Breast feeding also has advantages for the mother and her family: 

 It slows the mother‘s bleeding after birth 

 It helps prevent the mother from getting pregnant too soon 

 It does not cost a lot of money 

 

Baby formula or milk from other animals has several problems: 

 It can be less nutritious, especially if it is not made correctly or weltered 

down 

 It is harder for the baby to digest 

 It will not help prevent infections 

 It can cause infections and illness in the baby if it is not made or stored 

correctly. 

 It can be expensive and hard to get 

 It can cause diarrhoea or even death if the water is dirty. 

How to have enough milk: 

Breast milk is the best and only food the baby needs for the first 6 months. In 

order to produce enough milk, the mother needs to be healthy herself, drink 

plenty of fluid, eat plenty of nutritious food and get plenty of rest. 
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When to stop breast feeding: 

Babies should have only breast milk for the first 4-6 months. It is good to feed 

each baby for at least 2 years. Older babies don‘t need to breast feed as 

often as young babies. 

 

The adolescent and Breast feeding: 

Breast feeding is a particular challenge for adolescents. They often consider 

breast feeding to be too confining of their movements and to demanding of 

their time. Help maintain a realistic perspective that will support the 

adolescent mother to make the decision that she will be comfortable with 

and successful carrying out. Help her achieve her identify and minimize role 

confusion as she negotiates her personal development needs and that of 

mothering. 

 Supporting the adolescent mother to choose breast feeding and 

succeed. 

 Emphasise that she is the only one who can mother her baby when she 

breast feeds. 

 Offer her a different perspective of seeing breast feeding as keeping her 

tied down to one of doing something important that no one else can 

take over. 

 Listen more than talk; teach more than preach. 

 Give practical suggestions to maximize success and confidence during 

antenatal and postnatal period. Provide breast feeding guidance from 

the moment of delivery 

 Empasise that breast feeding is pleasurable and convenient 

 Help her set realistic short-term goals, e.g. breast feeding until return to 

school is better than not breast feeding at all. 

 Present breast feeding as cool 

 Connect her with a peer breast feeding support group. Mother-to-mother 

support relationships have been vital in helping the young mother 

successfully sustain optimal breast feeding practices 

 Focus on body image in a positive way e.g. breast feeding can help her 

return to her pre-pregnant shape. 

 Encourage foods that are high in nutrition, yet are also ―social‖ food. 
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SESSION 5.5:  PREGNANCY PREVENTION 
 

HANDOUT  
 

RATIONALE FOR PREGNANCY PREVENTION AMONGST ADOLESCENTS 

 Adolescent pregnancy still poses a major problem in many parts of the 

world and Uganda in particular. 

 Uganda has a high prevalence of adolescent pregnancy which is 24%% 

and is among the highest in Africa.   

 20 - 50% of the Maternal Mortality Rate are due to complications of 

abortion and most of these abortions occur among young girls aged15-24. 

 Pregnancy complications are very high among adolescents and about 

50% of the maternal deaths occur among young girls below age of 20. 

 Unwanted pregnancy is one of the leading causes of school drop-out and 

poor enrolment of girls at higher levels of education and has a bearing on 

poverty and the low status of women in society. 

 Despite having a liberal family planning policy which states that 

"Contraceptives should be accessible to all sexually active males and 

females in need of contraception" and "There is no need for consent of 

the partner".  The contraceptive prevalence rate remains very low at 25% 

and this is even much lower for adolescents – (6-7%) 

 The age of marriage is increasing and that of puberty decreasing. The 

time spent by adolescents in school before marriage is increasing and the 

likelihood of having sex with unwanted pregnancies is high. 

 

Means of preventing pregnancy among adolescents 

 Keep adolescents busy with other activities as this will promote 

abstinence. 

 Avail or access Family planning services. 

 Promote cultures that encourage virginity 

 Provide complete and accurate information on sexuality, development 

and consequences of sex indulgence. 

 Promote life skills amongst adolescents 

 Provide physical, emotional and financial support to adolescents. 

 Develop and implement positive/conducive Government policies and 

laws e.g. Adolescent Health Policy. 

 Provide information on dangers of ―too early pregnancies‖ to adolescents 

and adults 
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Obstacles to effective contraception amongst adolescents 
1. Individual (adolescent) level 

(1) Lack of information on methods of pregnancy prevention 

(2) Lack of life skills 

(3) Fear of parents and service providers 

(4) Misconceptions on family planning methods 

(5) Failure to comply with FP methods 

2. Service Delivery level 

(1) Unavailability and inaccessibility of services. 

(2) Unfriendly attitude of health service providers to adolescents. 

(3) Lack of adequately skilled service providers to handle 

adolescent. 

(4) Services are not affordable by adolescents. 

(5) Poor method mix at service delivery points. 

(6) Poorly equipped service sites in terms of personnel, supplies and 

equipment. 

3. Community level 

(1) Parents‘ negative attitudes towards contraceptives 

(2) Cultural and religious beliefs 

(3) Misconceptions and rumours on methods of contraceptives and 

abstinence. 

(4) Lack of knowledge on methods of contraception. 

(5) Cultural values which promote large families and having many 

children. 

 

What is needed for effective contraception for adolescents: 
 

1. Services 

(1) Adolescents need to know about the availability of services. 

(2) Location should be within reach for an adolescent to reach on 

foot or by cheapest means of transport. 

(3) Should be free 

(4) Should be quick 

(5) Must be confidential and private 

(6)  Adolescents need to be given complete and accurate 

information about methods 

(7)  Availability of information and methods for emergency 

contraception 

(8)   Adolescents should be given information on ECP. 
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2. Method of contraception to be used by adolescents must be: 

(1) Easy to use 

(2) Have minimum contact with provider 

(3) Easily available to the adolescents  

(4)  Well explained to the adolescent to enable informed choice. 

 

Methods of contraception and their applicability to adolescents: 

 

Abstinence 

- Protects against pregnancy, HIV and STDs 

- Adolescents should also know how to have access to protective 

measures in case they begin sexual intercourse. 

- No side effects 

- Has no cost 

 

Obstacles to abstinence among adolescents 
- Myths and rumours about side effects of abstinence e.g. impotence, 

infertility 

- Myths and rumours about sex e.g. that it is essential for life 

- Peer pressure 

- Influence of media e.g. magazines and films 

- Increase in sexual desire during adolescence coupled with attraction 

and frequent erections 

- Proof of manhood/womanhood 

- Proof of fertility 

- Lack of life skills 

- Poverty 

Factors which promote abstinence in adolescents 

- Culture promoting virginity 

- Information dispelling myths 

- Life skills 

- Censuring of video films, magazines 

- Advocacy 

Factors operating for an adolescent in school differ from those of an out of 

school, so do those that operate at different ages and married or unmarried 

youth. 

 

NB: Adolescents should also know how to access protective measures in case 

they begin sexual intercourse. 
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Types of IUDs 

 

1. Copper T 380A 

- Effective for 12 years 

- Shelf line 7 years if package is intact and expiry date not 

yet passed.  

Mechanism for action 

- Prevents fertilization by immobilizing the sperms and interferes 

with the sperm ability to survive and ascend the fallopian tubes. 

- Copper emits ions that are spermicidal. 

Advantages 

- No hormone related side effects. 

- The only user responsibility is to check for the strings and check 

pad during menses for expelled IUD before disposal. 

- Does not interfere with sexual act. 

- Easily reversible. 

- Does not suppress lactation. 

Disadvantages 

- Lower abdominal pain. 

- Spotting and heavier menstrual blood loss in the first three 

months. 

- Vaginal discharge in the first few months. 

- Increased cramping pain during menses. 

- Need to be inserted by a trained provider. 

Who should use IUD? 

- Adolescent girls who want long term spacing. 

- Adolescent girls in a stable monogamous relationship. 

- Breastfeeding adolescent girls. 

- Adolescent girls who cannot use hormonal methods. 

Complications/warning signs 

- Pain in lower abdomen.  

- Fouls smelling vaginal discharge 

- Missing strings 

- Prolonged vaginal bleeding 

- Pelvic Inflammatory disease 
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Who should not use IUD 

- Current or PID within the last three months. 

- adolescents with uterus less than six centimeters.  

- Pregnancy known or suspected. 

- AIDS clients not stabilized on ARVs 

- Genital cancer 

- Severe anaemia 

Applicability of IUD to Adolescents 

- Requires careful screening for suitable clients. 

- Highly effective. 

- Offers privacy. 

- Requires low risk to STDs.  Adolescents tend to have multiple 

sexual partners. 

 

Oral contraceptives 
- Widely used and highly effective if someone knows how to use it. 

- Involves taking a pill daily for 21 days and does not require consent 

from the partner. 

 

Requirements 
- Commitment 

- Storage may be difficult for some adolescents 

- It may be expensive 

 

Combined Oral Contraceptives: 

 

Combined oral contraceptives are FP methods containing two hormones: 

- Oestrogen and Progestin 

Types available in Uganda include: Lofemenal, Microgynon and Pill 

plan 

Mechanism of action 

- Prevents ovulation 

- Makes endometrium unsuitable for implantation 

- Thickens cervical mucus making it difficult for sperms to 

penetrate. 
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Advantages/Non contraceptive benefits 
- Periods are regular and predictable, they occur during withdrawal 

period. 

- Reduce menstrual blood loss 

- Good for girls who have dysmenorrhoea or premenstrual tension. 

- Very effective - 99.9% effective if taken properly. 

 

Disadvantages and common side effects 
- Spotting, nausea and vomiting within the first 3 months 

- May cause headaches 

- Effectiveness depends on client remembering to take pill everyday 

- Can suppress lactation if one is breastfeeding 

- Does not protect against sexually transmitted infections. 

 

Who can use COC? 
COCs are suitable for: 

- Adolescent girls who require effective method 

- Non-breastfeeding clients 

- Adolescent girls who prefer the pill and have no contra indications. 

 

Who should not use COC 

COCs must not be used in the following conditions: 

- Pregnancy-known or suspected 

- Hypertension- BP 160/100 and above 

- Cardiac disease 

- Liver and gall bladder disease 

- Thrombo-embolic disease 

- Breast cancer 

- Breast feeding before six months 

 

Complications/Warning signs 
- Severe headache with blurred vision 

- Acute severe abdominal pain 

- Pain in the chest with dyspnoea 

- Pain in the calf muscle 
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Appropriateness of COC to adolescents 
- Highly effective 

- Involves taking the pill everyday even if you are not planning for sex, 

adolescents may not want to take the pill everyday since they don't 

have planned sex. 

- It requires commitment 

- The adolescent needs to find a place where to keep the pill safely 

- COCs also provide non contraceptive benefits such as regular menses, 

protection against ovarian and endometrial cancer. 

 

PROGESTIN ONLY PILLS (POPs) 

 

Progestin only pills are family planning pills containing one hormone 

(progestin) and it is 99% effective. 

 

Types of POPs available are Soft Sure, Microval and Ovrette. 

How POPs prevent pregnancy 

- Thickens the cervical mucus making it hard for the sperm to pass 

through 

- Suppress ovulation at times 

 

Advantages 

- POPs do not suppress lactation 

- Do not have oestrogen related side effects 

Disadvantages 

- They can cause menstrual related problems like spotting, 

prolonged menses and absence of menses. 

- Must be take daily 

- They do not protect against sexually transmitted diseases. 

Who should use POPs 

- Breast feeding adolescent mothers 

- Any adolescent girl who chooses to use them so long as there 

are no contra-indications. 

Who should not use POPs 

- Those that have liver diseases 

- Those who cannot take the pill everyday 
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- Those that have abdominal vaginal bleeding 

Applicability of P.O.Ps to adolescents 

Less effective than COC and are more likely to cause more break-

through bleeding, must be taken daily at the same time of everyday, 

and there is a need to find a way of keeping the pills safely.  

Adolescents may be bothered to take the pill everyday and need to 

find somewhere to hide the pills. 

 

 

Male Condom 

 

There are two types: a male and a female condom. 

The male condom is a sheath of thin rubber put over an erect penis. It is a 

cylindrical rubber sheath worn by a man on an erect penis before coitus to 

prevent pregnancy and STDs.  It is about 88% effective depending on the 

user's compliance. 

 

Advantages: 
- Efficient and cheap 

- Prevents STDs, HIV and pregnancy if used properly. 

- No side effects (if male condom is used, some people may react to 

latex but these are very few). 

 

Requirements 
- Knowledge and skills on how to use it. 

-  Guts to obtain it, therefore a lot of self-esteem, vision for future and 

motivation 

- Requires co-operation of the partner. 
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Obstacles to condom use 
- Myths 

- Lack of accessibility (caused by restrictions and views about condoms) 

especially for girls 

- Lack of negotiation and communication skills 

- At times Poverty 

 

Mechanism of action 

- Prevents the entry of sperms into the uterus. 

 

Advantages for male condom 

- Helps to prevent the spread of STDs and HIV 

- Easy to obtain 

- Allows men to participate in family planning 

- Helps men maintain erection increasing the pleasure of sexual 

intercourse 

- Suitable for unplanned sex. 

 

Disadvantages for male condom. 

- Decreases sensitivity for the man so that intercourse may not be 

enjoyable 

- Necessary to interrupt the process to apply the condom to an erect 

penis 

- Can deteriorate if not kept properly. 

 

Who should use 

- Males who want to take responsibility of family planning 

- Couples in need of back-up methods 

- Couples who have precautions to other methods 

- A couple where one partner is HIV positive even if the partner is 

using other FP methods 

 

Who should not use 

- Clients allergic to rubber 

- Clients who cannot maintain erection when using a male 

condom 
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The Female Condom. 

 

The female condom is a thin, soft, loose-fitting plastic (polyurethane) 

pouch that lines the vagina. It has two flexible rings: 

• An inner ring at the closed end, used to insert the device inside the 

vagina and to hold the condom in place; and 

• An outer ring which remains outside the vagina and covers the 

external genitalia. 

Important: The device is made from polyurethane. The female condom 

can be used with any type of lubricant (water- or oil-based) without 

causing the condom to break. 

 

Advantages for Female condom. 

• Female-controlled 

• May be more comfortable to men, less decrease in sensation 

than with the male latex condom 

• Provides additional protection to external genitalia 

• Does not interfere with intercourse (It may be inserted up to 8 

hours before sex, however, most women insert it between 2 hrs – 

20 minutes before sex.) 

 

Note: Female and male condoms should NOT be used at the 

same time. When both types of condoms are used together, it 

increases friction and can cause both condoms to break. 

 

Disadvantages of Female condom. 

- It is difficult to insert 

- Not available on social marketing 
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Instructions for use of female Condom 

Some women like the female condom because they do not have to 

rely on their partner to use a condom. But, in some cases, female 

condoms may need to be negotiated with a partner because they are 

visible and make noise. 

• The female condom covers the whole inside of the vagina and the 

outer lips of the vulva. It can be put in up to 8 hours before sex. 

• It should be used only once.  

• It should not be used with a male condom because then both are 

more likely to tear with the friction. 

• Carefully open the packet. 

• Find the inner ring at the end of the condom. 

• Squeeze the inner ring between the thumb and middle finger. 

• Guide the inner ring all the way into the vagina with your fingers. The 

outer ring stays outside the vagina and covers the lips. 

• When you have sex, carefully guide the penis through the inner ring. If 

it is outside the ring, it will not protect you from pregnancy or STIs. 

• Immediately after sex, before the woman stands up, squeeze and 

twist the outer ring to keep these men inside the pouch, and put the 

pouch out gently. Don‘t flush it down the toilet. Only burn, bury or 

put it in a latrine. 

 

Applicability of condoms to Adolescents 

- It protects the adolescent girl from infections like Chlamydia and the 

Human Papilloma virus which commonly occurs in young girls due to 

the thin cervical epithelium 

- Requires knowledge and skills on how to use it. 

- Needs co-operation of the sexual partners 

- Adolescents feel shy asking for condoms from the health workers 

and pharmacies 

- Condoms need partner participation and communication and 

these are usually very difficult for adolescents. 
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Progestin-Only Injectables (POIs) 

 

Progestin-Only Injectables (POIs) 

• Contain no estrogen 

The most commonly available preparation is Depot 

Medroxyprogesterone Acetate (DMPA); each 1 ml dose contains 150 

mg of DMPA and is given every 3 months. 

In some health facilities e.g. Those for Reproductive Health Uganda, 

norethisteroneenanthate(NET-EN) is also very common; each dose 

contains 200 mg of NET-EN and is given every 2 months. 

 

How POIs Work/Mechanism of Action 

 • Prevents ovulation 

 • Thickens cervical mucus (making it difficult for sperm to 

penetrate) 

 It makes the lining of the uterus unprepared for the implantation of the 

ovum 

 

POIs’ Effectiveness 

• Very effective 

• Failure rate: 3% typical use (in one year, when some clients are late 

for their next      injection or skip the next injection).  

• Effectiveness is diminished when clients are late for injections, or miss 

injections. 

• Some second-line ARV therapies (Nevirapine, Efavirenz, Delavirdine, 

and Etravirine) may reduce the effectiveness of NET-EN—clients must 

be counseled to practice dual method use and return on time for 

injections. 

 

Characteristics of POIs 

• Highly effective 

• Easy to use 
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• Reversible, with some delay in return to fertility (i.e., pregnancy occurs 

on average eight months, and four months for clients on ARVs later 

than other modern methods with DMPA and one month later with NET-

EN) 

• Have no affect on quality or quantity of breast milk 

 

Advantages and non contraceptive benefits 
- Require no further action on the part of the adolescent for a period of 

two or three months.  

- Provides privacy where family is concerned. 

- Protection from endometrial cancer, uterine fibroids, and ectopic 

pregnancy 

- May reduce sickle crises in women with sickle cell anemia 

- May protect from iron-deficiency anemia. 

 

Disadvantages and common side effects 

 Provide no protection from STIs, including HIV 

 Irregular menstrual bleeding or spotting, or heavy bleeding (more 

common during the first few months of use, less common with 

NET-EN than DMPA) 

 Amenorrhea (common, especially after the first year of use, 

especially with DMPA) 

 Weight gain 

 Headaches, nausea, and breast tenderness (less common than 

with COCs) 

 Causes undesirable side effects e.g. spotting, prolonged menses, 

amenorrhoea, etc. 

 It requires a health worker to administer it yet adolescents desire 

privacy. 

 

Who can use DMPA 

- Clients who prefer a method which does not require action daily 

before     sex 

- Breast feeding adolescent girls who require a long term contraceptive 

method 

- Those that have contraindications to oestrogen containing 

contraceptives 
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Who should not use DMPA? 

- Pregnancy known or suspected 

- History of suppressed fertility 

- Unexplained vaginal bleeding. 

- Suspected or confirmed lamps or cancer in the reproductive organs 

(breast, uterus and ovaries) 

Applicability to adolescents 

- It is highly effective 

- It offers privacy 

 
Medical Eligibility Checklist for POIs 

Steps in Initiating Clients on POIs 

All clients should be screened using the POI medical eligibility screening 

checklist (below). An additional health assessment (e.g., laboratory 

tests, pelvic exam, etc.) is not required unless pregnancy status is in 

doubt, but could be offered as part of routine reproductive health 

services if medically indicated for other reasons and desired by the 

client. 

Medical Eligibility Checklist for POIs If the client answers yes to any of 

the below questions go immediately to the note after questions. 

1. Are you currently breastfeeding a baby less than 6 weeks old? 

2. Have you ever been told you have breast cancer? 

3. Have you ever been told you have high blood pressure? 

4. Have you had diabetes for more than 20 years or damage to your 

arteries, vision, kidneys, or nervous system caused by diabetes? 

5. Have you ever had a stroke or a blood clot in your legs or lungs, or a 

heart attack? 

6. Do you have vaginal bleeding that is unusual for you? 

7. Do you have serious liver disease or jaundice (yellow skin or eyes)? 

8. Have you ever been told you have rheumatic disease, like lupus? 

If the client answered no to all the above questions she can use POIs. 

Proceed with the following questions to determine if she is not 

pregnant: 

9. Did your last menstrual period start within the last 7 days? 

10. Did you have a baby less than 6 months ago, are you fully or nearly-

fully breastfeeding, and have you had a  menstrual period since then? 

11. Have you abstained from sexual intercourse since your last period or 

delivery? 
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12. Have you had a baby in the last 4 weeks? 

13. Have you had a miscarriage or abortion in the last 7 days? 

14. Have you been using reliable contraception consistently and 

correctly? 

If the client answered no to all of the questions 9 -14 pregnancy cannot 

be ruled out—she must take a pregnancy test or wait until her next 

menstrual period to get POIs. Instruct her to return with her negative test 

results or at the beginning of her next menstrual period, and give her 

condoms to use in the meantime. If the client answers yes to any of the 

questions 9-14 and she is free of signs and symptoms of pregnancy, she 

can start POIs now. If her last menstrual period started within the past 7 

days, she can start POIs now—no additional contraceptive protection is 

needed. If her last menstrual period began more than 7 days ago, tell 

her to begin taking POPs now, and instruct her that she must abstain 

from sex or use condoms for the next 7 days. Give her condoms to use. 

Note: If the client/adolescent answered yes to any of the first 1-8 

questions, she is not a good candidate for POIs. If she answered yes to 

question 1, instruct her to return for POIs as soon as possible after the 

baby is 6 weeks old. 

Counsel about other available methods or refer and give condoms to 

use in the meantime.(Family Health International –FHI, 2007) 

 

Administering Injectables 

If the client is medically eligible and opts for Injectables, the provider 

should give her a deep intramuscular injection into the upper arm or 

buttock, following instructions on the package insert (do not rub 

afterwards). Be sure to follow standard infection prevention procedures 

and tell the client to return in 3 months for DMPA (2 months for NET-EN) 

for her next injection, or before if she has questions or concerns. Tell 

patient that she is at risk for becoming pregnant if she is late more than 

4 weeks for DMPA (or 2 weeks for NET-EN) in getting her injection. Up to 

this time, she can 

have the injection as usual. If she is late more than this time, she can 

have her next injection if she is reasonably certain she is not pregnant. 
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Implants 

Contraceptive implants consist of progestin-filled rods that are inserted 

under the skin in a woman‘s upper arm. 

 

Types of Contraceptive Implants: 

i. Jadelle 

 

Jadelleconsists of two thin, flexible rods made of silicone tubing and 

filled with levonorgestrel, a synthetic progestin. Jadelleis effective for up 

to 5 years. Each Jadellerod is 43 mm long and 2.5 mm in diameter. 

Each rod contains 75 mg of levonorgestrel. 

 

B. Implanon 

Implanonconsists of a single rod which releases etonogestrel. 

Implanonis effective for up to 3 years. It is 40 mm in length and 2 mm in 

diameter, and contains 68 mg etonogestrel. 

 

How they Work/Mechanism of Action 

• Partially prevents ovulation (in about half of menstrual cycles) 

• Thickens cervical mucus (making it difficult for sperms to  enter the 

woman‘s womb and unite with an egg) 

 

Effectiveness 

• Failure rate: less than 1% (in one year) 

• After the first year of implant use, the risk of pregnancy increases 

slightly for all implants. 

• For Jadelle, the effectiveness diminishes for heavier women (who 

weigh over 70 kg). These women 

may need to get new implants more quickly than smaller women. 
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Advantages of Implants 

 Highly effective 

 Easy to use 

 Return of fertility is immediate.  

 Long-term pregnancy protection, but easily reversible 

 Do not interfere with intercourse, private 

 Have no affect on quality or quantity of breast milk 

 

Disadvantages and common side effects. 

• Insertion involves a minor surgical procedure and some discomfort for 

a day or two 

• Trained provider needed to initiate and discontinue use (i.e., to insert 

the implant,    and to remove the implant in 3-5 years) 

• Provide no protection from STIs, including HIV 

• Light spotting or bleeding between monthly periods for the first 

several months 

• Amenorrhea (common, but normal and not a sign of a problem) 

• Prolonged bleeding (less common) 

• Weight gain 

• Headaches, nausea, and breast tenderness (less common than with 

COCs) 

 

Who can use? 

Nearly all women can use implants safely and effectively. 

Women of any age including adolescents and women over 40 years. 

Have just had an abortion/ miscarriage or ectopic pregnancy 

Are breast feeding starting as soon as six weeks after child birth. 

Women who smoke cigarettes regardless of their age. 

Have anaemia now or in the past 

Have varicose veins. 

Women infected with HIV weather or not on ARVs 

Those who have not had children. 

 

Who can not use?. 

Liver diseases infection or tumor. 

Breast feeding and less than six weeks after birth. 

Current blood clot in deep veins of  legs  or lungs 

Un explained vaginal bleeding before evaluation.  
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Has tumors or cancer in the breast or any other reproductive organs 

Taking medicines like rifampicin, barbiturates, carbamazepine, and 

phentoin. 

 

 

Breastfeeding LAM 

- Effective if used within six months after delivery.  More effective if 

adolescent is breastfeeding exclusively. 

- Can be used as a contraceptive method if the woman has not yet 

resumed her periods after delivery and is breast feeding exclusively 

Mechanism for action 

Breastfeeding suppresses the maturing and releasing of the woman's egg 

(ovulation) especially in the first 6 months after delivery. 

- Baby breastfeeds regularly (fully or nearly fully) 

- Mother must not have started her menstrual periods. 

Advantages 

 Effective especially in the first 6 months 

 It is cheap 

 Breast milk provides many advantages to the baby 

 improves love bond 

•   There are no known side effects of LAM. 

• Breastfeeding has health benefits for both mother and infant for 

example,   protection from diseases e.g. diarrhoea, measles. 

 Provides the baby with nutrients which are easily digested.  

Disadvantages 

 Can only be effective for a short time effectiveness decreases if; 

 - baby does not breast feed regularly 

- mother has started menstrual periods. 

 Can only be used if mother has delivered 

• For women who are HIV-positive, there is a risk of HIV transmission to the 

infant when breast feeding. 

• Does not protect against STIs, including HIV. 

 

Indication for use. 

- A mother who is able to breast feed fully or nearly fully 

- A mother who has not resumed menstrual periods after delivery 

 

Applicability to adolescents: 

It is difficult to determine the efficiency of this method especially among 

adolescent mothers who have had babies for the first time. 
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Fertility-Awareness Methods 

 

 

 

Fertility-awareness based methods (FABMs) are techniques used to 

identify the time of the cycle when the woman can get pregnant 

(fertile time), and then to abstain from sexual intercourse or use another 

method (such as a condom) during this time. One FABM, called the 

Standard Days Method, was developed through scientific analysis of 

the fertile time in the woman‘s menstrual cycle. It uses Cycle beads 

(moon beads) to help the woman track her cycle days, know which 

days she is fertile, and monitor her cycle lengths. Standard Days 

Method is very accurate when used properly and 

Cycle beads help women with daily monitoring of signs of fertility. 

 

How it Works/Mechanism of Action 

• By tracking the woman‘s menstrual cycle, the adolescent or couple 

learns the days that she is likely to get pregnant. 

• The Adolescent/ couple should abstain from sex or use a backup 

contraceptive method (usually condoms) during the days that the 

woman is fertile. 

 

Effectiveness 

• Overall, FABMs can have a failure rate of as high as 25% per year in 

common use. Specific rates for perfect use vary depending on the 

particular method, but some are much lower (Standard Days Method 

failure rate is 5% per year). 

• Adolescents /Couples who practice periodic abstinence generally 

have a lower failure rate than couples who use a backup method 

during the fertile period. 

 

  



 Trainee Handbook 

ADH Training Curriculum | 185 

 

Advantages 

• No side-effects 

• Better understanding of menstrual/fertility cycle 

• Shared responsibility between both partners for contraception 

• Once the client has been trained, no clinic visits or service providers 

are needed 

 

Disadvantages 

 Difficult to practice 

 Lower effectiveness 

 Cannot be used by breastfeeding women until their regular 

menstrual cycles return 

 Should not be used in women with irregular cycles 

 Requires use of periodic abstinence or another form of 

contraception during fertile periods 

 Requires cooperation and commitment from both partners 

 No protection from STIs, including HIV 

 

EMERGENCY CONTRACEPTION 

 

 

What it is? 

This is a method of contraception that is used to prevent pregnancy due to 

unprotected sex within 120 hours more effective if used within  72 hours  of 

encounter .After 72 hours efficacy drops  

Caution this should not be used as a method of contraception  routine 

method  

 

How it works? 

Oral contraceptives prevent release of the ovum, interfere with implantation 

and tubal motility.  
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Who can use emergency contraception? 

 Any woman can use EC if she has had unprotected sex. 

 Rape/ defilement cases. 

 When condom has slipped or broken. When an IUD has been displaced 

 When an adolescent has forgotten to take her routine contraceptive pills 

for 2 days 

 When 2 weeks late for the injectable contraceptive 

 

When to start using emergency contraception? 

 Oral contraceptives should be started within 120 hours after unprotected 

sex. The earlier the better. 

 

What to use and dose 
Type of contraceptive Number of pills to 

swallow as soon as 

possible 

Number of pills to 

swallow after 12 hours 

Low dose combined oral 

contraceptive like 

lofemenal and 

microgynon 

 

4 

 

4 

High dose combined oral 

contraceptive like 

Eugynon 

 

2 

 

2 

Progestin only pill 20 20 

Postinor 1 1 

 

Applicability to adolescents 

Emergency contraception is safe for adolescents.  Adolescents who 

frequently engage in sexual intercourse should be advised to use a regular 

method of contraception that protects them against spread of sexually 

transmitted infections. 

 

Where Family Planning Methods are obtainable 

- MOH clinics 

- FPAU clinics 

- Hospitals 

- Private midwives 

- Pharmacies 

- Private doctors 

- Community Based Reproductive Health workers. 
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Ways of improving access to contraceptives for adolescents: 

1. At community level 

- Sensitizing the community on methods of contraception. 

- Dispelling rumours and misconceptions on methods of      

contraception. 

- Identifying adolescents who are in need of contraception. 

- Referring adolescents for appropriate contraceptive services. 

2. At health unit level 

- Availing all methods of contraception to adolescents 

- Sensitizing health service providers on importance of offering 

adolescent friendly services 

- Training all health workers in provision of adolescent friendly 

services. 

- Showing positive attitude to adolescents who need 

contraceptive services. 

 

Voluntary Surgical Contraception 

Permanent Contraceptive Methods 

Voluntary surgical contraception (VSC) offers life-long protection 

against unintended pregnancy in a single procedure that can be 

provided at any healthcare facility with basic surgical capacity. VSC 

can be done for both males and females. The client should understand 

that this is a permanent method for pregnancy prevention, but it does 

not protect from HIV and STIs. 

Female sterilization (tubal ligation) is a surgical procedure where the 

fallopian tubes, which carry eggs from the ovaries to the uterus, are 

blocked. (The tubes can be tied and cut, cauterized, or blocked/ 

interrupted by a ring or clip). 

 

Male sterilization (vasectomy) is a minor surgical procedure that 

permanently ends fertility in men by making a small opening in the 

man‘s scrotum and closing off both tubes (the vas deferens) that carry 

sperm from his testicles. 

 

How it Works/Mechanism of Action 

Female sterilization: Blocks the fallopian tubes in order to prevent egg 

from uniting with sperm. 
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Male sterilization: Blocks the vas deferens (tubes). After sterilization, 

semen is ejaculated but it does not contain sperm, so it cannot unite 

with an egg. 

 

 

 

Effectiveness 

Tubal ligation: 

• Failure rate: less than 1% 

Vasectomy: 

• Failure rate: 2-3% without medical examination of the semen 3 

months post-surgery, less than 1% with medical examination of the 

semen 3 months post-surgery 

 

Advantages of VSC 

• Highly effective 

• Has no chemical or hormonal side effects 

• Does not interfere with intercourse 

• Easy to use 

• Female sterilization: Has beneficial non-contraceptive effects (partial 

protection from ovarian cancer and pelvic inflammatory disease) 
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Disadvantage 

• Permanent therefore there are chances of regret if done when one 

has not completed family size as may be the case in adolescents. 

• Surgical procedure (with associated discomfort) 

• No protection from STIs, including HIV 

• Can be used by women and men of any age or reproductive parity, 

who are certain they do not want/must not have more children. 

• Female sterilization: If the woman becomes pregnant because the 

operation is not successful, there is a higher chance of ectopic 

pregnancy 

• Male sterilization: Not effective in preventing pregnancy until 

approximately 3 months post-surgery (during this period a backup 

method is required) 

 

Possible Side Effects of VSC (generally not signs of a health problem) 

• Some pain and discomfort during and immediately after the surgical 

procedure 

• Rare complications associated with the procedure itself 

 

Who Should Delay VSC? 

 Adolescents 

Women who have the following conditions: 

• Pregnancy 

• Are between 7-42 days postpartum 

• Postpartum or post abortion sepsis or severe hemorrhage 

• Current deep vein thrombosis 

• Current ischemic heart disease 

• Gynecological cancer 

• Current gonorrhea, Chlamydia, or pelvic inflammatory disease 

• Current gallbladder disease or active viral hepatitis 

• Acute respiratory disease 

Men who have the following conditions: 

• Local infection (scrotal skin infection, active STI, epididymitis, or 

orchitis) 

• Systemic infection or gastroenteritis 

• Intrascrotal mass 
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MODULE 6: 
 

 

DISADVANTAGED 

AND VULNERABLE 

GROUPS OF 

ADOLESCENTS 
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SESSION 6.1:  DISADVANTAGED GROUPS OF 

ADOLESCENTS 
HANDOUT  
 

Meaning of: 

 Disadvantaged: 

Being in unfavourable conditions that stand in the way of 

progress/success 

 Vulnerable: 

This is liable to be harmed -not protected against attacks/risks. 

 Handicapped: 

Anything likely to lessen one‘s chance of success in life. 

 

VULNERABILITIES OF ADOLESCENTS: 

Physical Vulnerabilities: 

 Adolescence is a time of rapid growth and development creating the 

need for a nutritious and adequate diet. 

 Adolescents often have poor eating habits. 

 Poor health in infancy and childhood, often resulting from 

impoverished conditions, can persist into adolescence and beyond. 

 Repeated and untreated infections and parasitic diseases, frequent 

diarrhoea and respiratory diseases, malnutrition, defects, and 

disabilities can contribute to compromised physical and psychological 

development. 

 Some young women may have undergone female genital mutilation 

which can result in significant physical and/or emotional difficulties, 

especially in sexual and reproductive matters. 

 

Emotional vulnerabilities: 

 Mental health problems can increase during adolescence because of 

hormonal and other physical changes of puberty, along with changes 

in adolescents‘ social environment. 

 Adolescents often lack assertiveness and good communication skills 

rendering them unable to articulate their needs and withstand 

pressure/coercion from their peers or adults. 

 Adolescents are more vulnerable than adults to sexual, physical and 

verbal abuse because they are less able to prevent or stop such 

manifestation of power. 

 Often there are unequal power dynamics between adolescents and 

adults since adults often view adolescents as children. 
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 Adolescents may sometimes lack the maturity to make good, rational 

decisions. 

 

Socio-economic Vulnerabilities: 

 Adolescents‘ need for money often increases while they have little 

access to money or gainful employment. 

 Poverty and economic hardships can increase health risks owing to 

poor sanitation, lack of clean water, inability to afford health care and 

medications. 

 Disadvantaged adolescents are at great risk for substance abuse and 

may feel forced to resort to working in hazardous situations, including 

commercial sex work. 

 Adolescents also face gender discrimination that affects food 

allocation, access to health care, ability to negotiate safer sex, and 

opportunities for social and economic well-being. 

 Adolescents may marry very young to escape poverty but may find 

themselves in another difficult and challenging situation. 

 Many adolescents are at risk because of diverse socio-economic and 

political reasons. These especially vulnerable adolescents include street 

children, child laborers, the internally displaced or refugees, youth in 

war circumstances, young criminals, orphans because of AIDS and 

other circumstances and neglected or abandoned youth. 

 

Categories Of Disadvantaged And Vulnerable Groups of Adolescents: 

 

Street children 

 

These are a special group of adolescents. Street children are generally 

‗‘children‘‘ who spend most of their time scavenging on the street with no 

parental guidance and surviving by themselves.  Many sleep in occupied 

dwellings, and live in very difficult circumstances.  

 

The children living on the streets can be categorized into: full timers (spending 

all the time on streets) and partners are on the streets.  In Uganda today the 

number of children living on the streets are estimated to be above 10,000. 

 

Today there are more boys living on the streets compared to girls. Estimates 

put it that where there are 8 boys there is at least 2 girls.  Street children tend 

to concentrate in particular location either in the central town or the suburbs.  

This sometime is dictated by factors such as food, shelter, and opportunities 

for work, money etc., and other major events. 
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Out of school adolescents 
Today increasingly many adolescents are out of school for various reasons.  

This category embraces adolescents found in villages roaming about, house 

girls, slum youth, those at landing sites, in towns. 

 

Many of these adolescents are daily school drop-outs; others have not been 

to school at all.  They spend most of their time doing nothing valuable and 

their economic opportunity is limited.  Some of these adolescents engage in 

risky behaviour that may endanger their lives e.g. having unprotected sex, 

substance abuse, criminal activity and other anti-social group behaviour.  

Most of these behaviours have social and health implications.  Some don‘t 

regularly seek health services and only contact the health worker when 

problems have reached unmanageable proportions. 

 

Contrary their colleagues in school still access information on HIV/AIDS, 

substance abuse, and other health and social values.  Those out of school 

are a neglected group and only a few people or NGOs seem bothered 

about the situation they find them in.  Efforts to assist those out of school are 

undertaken by several international NGOs like World Vision and local NGOs 

found in some districts. Their interventions vary from social support, income-

generating, vocational and agricultural skills development to literacy 

activities. 

 

The medical health worker has a role to play. In most cases health workers 

are respected personalities who can influence behaviour of those groups.  

Initiating contacts with such a group will help to generate a lot of information 

concerning the health and other social concern for programme support and 

development. 

 

Incarcerated adolescents    
Increasingly today, adolescents are being confined either in prisons or 

centres as result of need of care and protection, beyond parental control or 

committing crimes. 

 

Adolescents who are incarcerated usually have special needs.  Most centres 

like Naguru Remand Home, Kampiringisa and Fort Portal Approved schools 

reveal grossly inadequate living conditions and standard of care.  The homes 

are understaffed and lack most of the facilities to provide minimum basic 

requirements.  Children who have committed offences are put together with 

those from the streets and need special care and protection. 
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Sometimes adolescents suffer from diseases that need attention from 

medical workers.  Whereas homes are expected to have regular visits by 

health workers, this is often ignored. 

 

Such children under emotional stress are not able to understand the reasons 

why they are confined.  Long delays to provide justice by court usually leads 

to diseases, stress and escape from custodial place. 

 

There are several efforts by FIDA, Police – Family Protection Unit, Save the 

Children Fund, Legal Aid, AVSI-Meeting Point, NGOs to ensure that children 

who are in juvenile centres receive their basic rights.  Services include:   

 Legal assistance to affected adolescents 

 Vocation skill development, Network at centres like Naguru, Bugungu, Fort 

Portal, Kampiringisa and NGOs dealing street children. 

 Home visits 

 Improvement of detention conditions 

  Family and social reintegration 

 

Disabled Adolescents 
They are a large, diverse group.  Among those with mental disabilities, some 

may be disabled from birth, such as those with Down‘s syndrome, while some 

become disabled after entry into adolescence, perhaps due to brain 

damage suffered from an accident or high fever.  Although mentally 

handicapped adolescents have traditionally had education withheld in 

Uganda, young people with mild to moderate retardation can benefit a 

great deal from education or training.  In such a case, the goals are to: 

 Increase the youth‘s personal independence 

 Enhance opportunity for participation in the local community 

 Prepare for employment, and  

 Facilitate a successful transition to the adult years. 

 

Physical disabilities can also be congenital, such as the absence of a limb 

from birth or it may occur later in life, form disease such as polio or from an 

accident. Disabilities are so diverse that needs of disabled adolescents are 

also diverse. Even children sharing the same condition may exhibit vastly 

different learning styles and achievement rates.  But as said, ―Disability is not 

inability‖. It is important to empower a disabled adolescent to be 

independent in decision making and life skills.  Doing things for the disabled 

adolescent can minimize his or her feelings of worthy making him/her feel 

inadequate.  Helping a person prioritize his or her problems and find solutions 
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will lead them to a better lifestyle of self-adequacy and maximum 

productivity. Interventions vary due to the type and severity of the 

impairment.  Within the Ministry of Education, the EARS project is working with 

assessments. Hill Preparatory school in Kampala and Entebbe schools for the 

mentally handicapped can help with appropriate educational plans for 

individual children, and UNISE in Kyambogo can help identify possible training 

or remedial measures. 

 

Adolescents in War Zones 
By definition, these have seen and experienced events beyond the normal 

boundaries in life.  Although their actual experiences differ, they have all 

been traumatized and emotionally wounded.  Typical stress-induced 

reactions include withdrawal from contact, obsession with any games or 

ceasing to play and laugh.  Security is seen as one of life‘s fundamental 

necessity and when it is missing, a child can react with aggressiveness, 

change in temperament, nightmares, eating disturbances, learning 

problems, repeated fainting, vague aches and pains, loss of speech and 

bowel/bladder control, and clinging or withdrawing from adults.  Adolescents 

who have been in war zones often have other issues to come to terms with 

such as grief from the loss of loved ones, the emotional destruction 

associated with sexual abuse, and the physical effects of inadequate food 

and drinking water.  Research shows that some of these effects could be 

passed on to the next generation partly through parenting roles.  The health 

worker may be able to refer the adolescent to an appropriate agency to 

assist with the problems.  Examples include UNHCR, World Vision, TPO, GUSCO 

(under Red Barnet) and AVSI. 

 

Adolescent orphans 
These may have lost both their parents while still in infancy or may have gone 

through the trauma of having nursed one or both parents through their 

extended illnesses such as cancer or AIDS.  An orphaned adolescent who is 

taken in by the extended family may receive all the emotional and financial 

support needed to be nurtured, educated, fed, sheltered and hence flourish.  

An adolescent who loses both parents abruptly e.g. in an accident may live 

in a state of grief, depression and apprehension about the future for an 

extended period of time.  It is therefore important that economic and 

emotional support be given to such adolescents.  Such assistance has 

covered counselling, vocational skills, school fees, shelter, fostering and 

adoption.   
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Many NGOs and CBOs are working to support families and communities to 

provide assistance to orphans.  These include UWESO, Mweyogereze, 

UCOBAC, UFCAA, Ambassadors of Hope. 

 

Child Parents 
 

Definition: A child parent is a person below the age of 18 years who has the 

responsibilities of a parent. 

 

Factors contributing to Child Parenthood 

 Orphanhood e.g. through death of parents in war or of diseases such as 

AIDS. 

 Lack of information concerning sexuality and the dangers of early sex 

 Early involvement in sexual activity – resulting from e.g. sexual abuse, peer 

pressure, etc. 

 Unprotected sex 

 Lack of easily accessible adolescent friendly family planning facilities 

 Lack of parental supervision – results from poor socio-economic status, 

immature parents. 

 Cultural factors e.g. early marriages 

 

Factors contributing to the problems faced by disadvantaged adolescents: 

Several factors have inter-played at individual family and society levels to 

either pull or push children to become disadvantaged adolescents. Such 

factors include step parents, orphan hood, peer pressure, juvenile 

delinquency, urbanization, large families, family breakdown, government 

policies, poverty, idleness, loss of parents and anticipation of better life on 

streets. 

 

Reproductive Health Risks/Problems: 

 Maturation Issues: 

- Menstrual irregularities and hormonal imbalances often accompany 

the menses in the early years before regular menstruation is 

established. Boys experience premature ejaculation. 

 Unwanted pregnancy: High proportions of pregnancies among 15-19 

year old women are untimely or unwanted. 

 Too early childbearing. 

 Unsafe abortion: Most of the estimated 1-4.4 million abortions among 

adolescents per year are unsafe because they are performed illegally, 

under hazardous conditions and/or by unskilled practitioners. 
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 Adolescents experience increased complications from pregnancy, 

childbirth, and unsafe abortion. 

 Adolescents face increased health risks from sexual activity including 

STD and HIV. Each year, more than one half of all new HIV infections 

occur in young people under 25, and more than two-thirds of all 

reported STD infections occur among this group in developing 

countries. 

 Sexual intercourse is often unplanned for and spontaneous. 

 

Different interventions to address specific needs of disadvantaged 

adolescents: 

There are several interventions that are in place to assist such a group by 

NGOs and governments. Such interventions include those having; 

 

Street Outreach 
This may involve making contact with children identifying their needs and 

problems counselling and referring appropriately.  Many NGOs are involved 

in this programme. 

 

Drop in Centres 

A Drop in centre is a form of a rehabilitation place where children come to a 

place to receive treatment, counselling, shelter, assistance, hot soup/meal 

and form of literacy and resettlement.  Children here are free to come and 

go.  Social workers can give attention to immediate help.  In Kampala, NGOs 

like Friends of Children, and Tiger Club offer such facilities. 

 

Institutions   

These are remedial services where children are completely taken away from 

the streets for rehabilitation.  Such centres provide vocational skills and other 

educational activities.  Africa Foundation and Bring Children from the streets 

Organizations are good examples. 

 

Community 
There are service providers for street children who rehabilitate them in their 

communities.  The communities where children are found are mobilized to 

identify problems and solutions for children such as Katwe, Kisenyi, Bwaise-

Kalerwe.  The project is mainly organized by Uganda Youth Development Link 

(UYDEL) 
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Special Needs of Child Parents  
1. Health Needs 

 Easily accessible adolescent friendly maternal and child health services 

(immunization, paternal services, curative care) 

 Psychological support – from family and other professionals 

 

2. Socio-economic Needs 

Modified cultural beliefs and values – traditionally in various Ugandan 

cultures, pregnant children were thrown out of homes by their parents and 

relatives.  Many turned to crime and prostitution.  These children need to be 

supported – food, clothing, housing, medical care, school and source of 

income and reassurance. 

 

Efforts currently in place to help Child Parents 

1. Reproductive Health Information 

 Ministry of Health 

 Ministry of Education 

- UNICEF/BECCAD/Uganda government 

- Life Skills Programme for the out of school children 

 NGOs e.g. Lutheran World Federation, Mother‘s Union, Youth Sharing 

Centre, Kampala 

 Urban authority councils e.g. KCC – STI Project 

 Media – New Vision‘s Straight Talk 

2. Vocational skills 

 NGOs  

-   YWCA 

- Mother‘s Union 

- FOCA 

- Single Parents Association 

3. Formal and non-formal education 

 Ministry of Education  

- Universal Primary Education 

- Complimentary Opportunity for Primary Education  

 

Adolescents with AIDS/HIV 
Special Needs 

- Psychological support 

- Easy access to adolescent friendly health services 

- Information on reproductive health 

- Family planning facilities 

- Medical support 
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Programmes in place to assist adolescents with AIDS/HIV: 
- Psychological support e.g. individual support, Maternal Child Health 

(MCH), support run by support groups like TASO and AIDS information 

centre 

- Income generating activities like Community Initiatives e.g. TASO, 

National Association of Women Living with HIV/AIDS, District AIDS 

Coordinating committees. 

Roles of Medical/Health workers in assisting adolescents with HIV/AIDS 
 Information on health related issues 

 Psychological support 

 Appropriate referral to family planning clinics and for psychiatric services. 

Adolescent refugees 

Problems encountered 
 Inadequate housing, food, clothing, poor sanitation and over crowding 

 Inadequate leisure activities 

 Lack of educational opportunities 

 Separation from family hence lack of parental love and supervision  

 Lack of life skills development 

 Lack of access to reproductive health information and facilities 

Consequences 
 Malnutrition 

 Mental health problems e.g. depression, psychosomatic illness, 

generalized anxiety, etc. 

 Substance abuse (drugs and alcohol) 

 Criminal activity e.g. stealing 

 Early pregnancy, contraction of STIs, AIDS, and 

 Child parenthood 

Programmes in place to assist adolescent refugees 
 Vocational skills training 

 Formal and non-formal education 

 Health care especially provision of reproductive health information and 

maternal health services 

 Food/clothing/.shelter 

Role of Medical/Health workers in the lives of Adolescent refugees 
 Provision of reproductive health information on STIs, AIDS, family planning 

methods, dangers of early pregnancy 

 Guidance on issues related to health 

 Psychological support 

 Appropriate referral for medical and social services e.g. antenatal services 
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SESSION 6.2: MENTAL HEALTH 

HANDOUT 1 
 

What is health? 

Health is a state of complete physical, mental and social well-being of an 

individual and not merely the absence of disease or infirmity.What is mental 

health? 

 

What is mental health? 

 

WHO defines mental health as ―the state of well-being in which the individual 

realises his/her own abilities, can cope with the normal stresses of life and can 

work productively and fruitfully to make a contribution to the community.‖ 

Mental health can therefore be described according to: 

 How one feels about himself/herself and others 

 How one responds to the day to day demands of life  

 How one thinks, feels and acts in the face of daily life problems 

 How one handles stress, relates with others and makes choices that 

make the individual enjoy normal life. 

 

Mental health involves the well-being of a person‘s emotions, thoughts, the 

way they perceive situations and the way they respond or behave in various 

situations i.e. social behaviour. 

 

It is not simply absence of detectable mental disease but a state of well-

being in which the individual realizes his own abilities, can work productively 

and fruitfully and is able to contribute in the community. 

 

By the above definition, mental health is the foundation for well-being and 

effective functioning for individuals and communities. It is not about disease 

but is closely linked with virtually all global public health priorities and should 

be a concern for all of us, rather than only for those who suffer from mental 

disorder or illness. 

 

 

What is mental disorder (illness)? 

 

Mental and behavioural disorders are understood as clinically significant 

conditions characterised by alterations in thinking, mood (emotions) or 

behaviour associated with personal distress and/or impaired functioning. Not 

all human distress is mental disorder. Individuals may be distressed because of 

personal or social circumstances. Therefore one incidence of abnormal 

behaviour or a short period of abnormal mood does not, of itself, signify the 

presence of a mental or behavioural disorder. In order to be categorised as 
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disorders such abnormalities must be sustained or recurring and they must 

result in some personal distress or impaired functioning in one or more areas 

of life. 

 

Most mental disorders begin in a period of adolescence youth but are usually 

confused with other problems. 

 

 

COMMON MENTAL HEALTH PROBLEMS IN ADOLESCENCE 

Adolescents undergo many changes which are physical, psychosexual, 

emotional and social. Almost 50% of adolescents will experience ―inner 

turmoil‖ accompanying these changes which does not last long and usually 

goes unnoticed by adults.  Few adolescents will however, experience severe 

mental disorders. 

 

A. MOOD DISORDERS 

1. Depression 

 Depressive symptoms are common in adolescence though few 

adolescents will develop full blown clinical depression.  Clinical 

depression is a persistent intense sadness accompanied with feelings of 

despair and hopeless, a sense of apathy and a loss of enjoyment of 

usual social activities.  Usually there is an associated low self-esteem 

with a tendency to interpret everything that happens as a sign of 

personal failure. 

 Associated physical changes include loss of appetite or overeating, 

insomnia or oversleeping, problems with concentrating and a constant 

feeling of tiredness. 

 It is important for the health worker to thoroughly assess the adolescent 

so as to exclude physical illness. 

 Most adolescents who suffer from clinical depression will do so only 

once in their lifetime. A few will persist into adulthood. 

2.  Mania 

 The symptoms of mania are almost opposite of those seen in 

depression. They include over activity, a persistent sense of extreme 

happiness or elation, a lot of ambition, plans and power. Although 

depressions can occur on their own, it is very rare for one to experience 

only manic episodes. Manic episodes are almost always a sign of 

Bipolar mood disorder (also called manic depressive disorder) in which 

episodes of depression alternate with episodes of mania. Manic 

depressive disorder tends to run in families. 
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 Studies done on adults with manic depressive illness have shown that 

for a significant number the first episodes of the illness were 

misdiagnosed in adolescence as simply abnormal behavior. 

 Drug treatment is essential and if severe hospital admission will be 

necessary. In between the episodes of mania and depression, the 

patient may be given Lithium Carbonate to prevent recurrences. 

Otherwise where lithium Carbonate is lacking, the patient will often not 

require any medication in between the episodes. 

Schizophrenia 

 This is a major mental disorder that tends to run in families. The 

symptoms include delusions (false beliefs firmly held in spite of 

evidence to the contrary), hallucinations (often hearing of voices) and 

disordered thinking with lack of emotions.  Commonly, the patient will 

present with withdrawal into themselves. 

 Schizophrenia in adolescence has been found to be more common in 

boys than in girls.  Diagnosis is usually straight forward and simple. 

 About 30% of all patients who develop schizophrenia recover from their 

first episode and are able to live productively in society. 

 Another 30% will deteriorate and perform poorly, socially and 

occupationally.  Outcome tends to be poorer in those whose first 

episode is in adolescence.  It is made worse by lack of family support 

and a late diagnosis, therefore early diagnosis and treatment are 

crucial. 

C. Suicide and Deliberate self-harm 

 

1. Suicide 

 Generally, suicide before the age of 12 years is rare.  Suicide is more 

common among the more elderly.  In Uganda, common suicide 

methods among young people include drowning and poisoning.  HIV 

infection is increasingly playing a bigger role.  Problems in social 

relationships are also an important factor.  An important feature in 

suicide is a direct statement of intent.  (More than 605 of people who 

commit suicide have told someone of their intentions.  Commonly, it 

has been a health worker).  It is therefore important that health workers 

do not hesitate to directly inquire and discuss suicide in patients who 

have depressive symptoms.  Depressive illness should be looked for and 

treated.  Another high risk factor is alcohol and drug abuse. 

 

2. Deliberate Self Harm 
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 This condition differs from suicide in that the person does not want to 

die.  Usually there are associated personality issues e.g. low self-esteem, 

impulsive or aggressive behavior or unstable mood.  Difficulties in 

interpersonal relationships and a tendency to abuse drugs and alcohol 

are a common factor.   

 Very few adolescents who deliberately harm themselves have a serious 

psychiatric disorder. 

 The health workers need to obtain from such adolescents a thorough 

social history and carry out a risk assessment.  Counselling is essential 

and guidance can be done with the purpose of helping the person 

confront their problems, to try find a solution including modifying their 

coping strategies. 

 If the problem is bereavement or other loss, sympathetic listening from 

the health worker is crucial.  This is followed by encouraging the patient 

to set about rebuilding their life without the lost person. 

 

D. Alcohol and drug abuse (Substance abuse) 

 Various studies are showing that excessive drinking alcohol among 

adolescents in Uganda is on the increase.  Most adolescents who are 

heavy drinkers will reduce the drinking problem as they grow older.  

Compared to adults, few adolescents develop alcohol addiction 

(dependency) and so problems of withdrawal (Delirium Tremens) are 

not a common presentation.  Occasionally, adolescents who abuse 

illicit substances may present with acute psychotic behaviour 

(hallucinations, etc) which usually subsides within 36 - 48 hours.  Such 

patients should be sedated and helped to stop using drugs of abuse.  If 

the psychiatric symptoms persist for more than a week, these should be 

referred to a mental worker. 

 

E. Sexual problems 

 Concerns about sexuality and sexual preference (e.g. homosexuality) 

are common among adolescents.  Excessive worries about 

masturbation and sexual identity may be presented to a medical 

worker.  Usually information and reassurance is all that is required.   

F. Conduct Disorders 

 These disorders are characterized by severe and persistent antisocial 

behaviour. They form the single largest group of mental health 

disorders seen among adolescents. 
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 Studies show that conduct disorders are more common in boys than in 

girls.  The disorder usually first presents itself in early childhood as 

aggressive behaviour and is often accompanied by over activity. 

 In later childhood, it usually first shows itself as stealing, lying, 

disobedience, verbal and physical aggression. 

 In adolescence, it shows itself as vandalism, traumatizing, stealing, 

promiscuity, and poor school performance with dropping out of school.  

Alcohol and drug abuse is common. 

 Important causative factors include poor parental relationship with 

lack of parental love and supervision, broken homes and residential 

care (orphanages) 

 Mild conduct disorders will usually clear on mere guidance from a 

health worker.  More severe and persistent conduct disorders should be 

referred to a health worker. 

G. Eating disorders 

 Eating disorders are increasingly becoming more common with the 

more affluent young people in Uganda.  They are more common 

among females than males and usually begin with dieting. 

 There are usually associated abnormal ideas about body weight and 

shape and an intense fear to put on weight.  Bulimia nervosa is a 

condition involving episodes of uncontrolled excessive eating (binges) 

ending in self-induced vomiting. A few patients will present with an 

underlying depressive disorder. 

 Anorexia nervosa is a condition where the main feature is a body 

weight much below the average.  Amenorrhea is common and is often 

the initial presented feature to the health worker.  Depressive symptoms 

are common.   Adolescents with eating disorders should be referred to 

a mental health specialist. 

H.  Psychiatric disorders presenting with physical complaints 
 Health workers are frequently faced with adolescents who have bodily 

complaints that have no physical cause.  Thorough psychosocial 

assessment will find underlying unresolved conflicts.  Helping the patient 

confront these conflicts will result in recovery. 

 Common disorders presenting with physical complaints among 

adolescents include hysterical conversion disorders, somatoform pain 

disorder and hypochondriasis. 

 

I. Hysterical conversion disorders 
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 Hysterical conversion disorders are more common in female than in 

males.  They present with a symptom that is not intentionally produced 

and cannot be explained medically.  They may be motor e.g. difficulty 

in swallowing, orpania (loss of voice), paralysis etc or may be sensory 

e.g. loss of sensation, double vision, deafness, blindness.  Hysterical 

conversion disorder presenting with seizures are a common feature 

among adolescents and the health worker is faced with a difficult task 

of reassuring the patient and her family that the patient actually have 

epilepsy. 

 Occasionally, the health worker will be faced with a group of young 

people usually female who have similar hysterical problems.  Again the 

role of the health worker, after full investigation of the problem, is to 

provide reassurance.  More emphasis should however, be put to a 

mental health worker be placed on providing psychiatric assessment 

and treatment for the index case who usually is the one with the 

unconscious unresolved conflict. 

Somatoform pain disorder 
 The main feature of this disorder is pre-occupation with pain.  There is 

usually no physical cause and if at all there is, the distress and social or 

occupational impairment is far more excessive to what is expected. 

 Hypochondriasis 

 Adolescents with this disorder will present with preoccupation with a 

fear or belief of having a serious disease and yet all appropriate 

physical investigations reveal nothing.  The preoccupation persists, in 

spite of reassurance. 

Malingering 
 Adolescents frequently feign physical symptoms as a way of avoiding 

school. It is important that mood disorder, social problems and conduct 

disorders are excluded.    

How can one recognise some of the common mental disorders? 

People with mental disorders exhibit different and often unusual behaviours.  

 

The common indicators that someone has or is developing a mental health 

problem include: 

 overwhelming fear,  

 persistent extreme sadness (depression),  

 excessive worry,  

 loss of interest in previously favourable activities,  

 having irrational faulty beliefs (delusions),  

 abnormal interpretation of events,  
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 sensory perceptions in absence of any stimulus e.g. hearing voices or 

seeing things that other people can‘t see (blindness),  

 neglecting one‘s hygiene,  

 excessive happiness,  

 uncontrolled talking which may not be connected,  

 inappropriate response to situations,  

 inability to remember recent events,  

 over aggressive tendencies,  

 disturbed sleep patterns,  

 restlessness, etc. 

 

Contributing factors to mental health in adolescents 

 Stress 

 Due to conflicts between parents, examinations, loss of a family 

member, a new school, lack of opportunity to go to school. 

 Lack of emotional support e.g. from parents, other adults, teachers 

 Role models – bad role models i.e. important people in the young 

person‘s life e.g. parents, older siblings, teachers who lead young 

people showing behaviour problems 

 Parenting issues – failure for parents to provide the basic necessities 

and also poor communication between parents and adolescents. 

 Substance abuse can cause adolescents to have mental health 

problems. 

 Anxiety 

 Depression 

 Suicidal behavior 

 Delinquent behavior e.g. 

- running away from home 

- stealing 

- prostitution 

- fighting 

- bullying 

 psychosomatic symptoms e.g. body pains, headache 

 hysterical – conversion symptoms 

 Adolescents who have problems at home or school may present with 

symptoms suggesting a serious medical illness e.g. paralysis of a leg. 

 Substance abuse (alcohol and drugs).  Adolescents who have problems 

that school or home sometimes take drugs or alcohol to treat themselves 
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How can adolescents prevent themselves from developing mental health 

problems? 

 Sharing problems with parents and friends 

 Exercising and sports 

 Self appraisal 

- Continuous self-assessment emphasizing on the strengths than 

weaknesses 

 Serving others e.g. youth clubs, boys scout, girl-guide, etc. 

 Seeking counselling, guidance and information from 

- Health worker 

- Religious leaders 

- NGOs, etc.  

 

What should health workers do for adolescents with mental health problems? 

 Use good communication skills – the health worker should take a full family 

or social history from the adolescent first.  Then the parents, siblings and 

teachers. 

 Should provide counselling to parents. 

 Counsel the adolescent helping him/her explore the problems in his/her 

life and helping her find solutions to the problems 

 If depressed severely, should refer to a psychiatric clinic to assess the risk of 

actual suicide.   

 If there is severe depression, anti depressant drugs should be given. 

 

NOTE 
Every health worker should be able to recognize adolescents with mental 

health problems, give them basic counselling and should refer those in need 

of help to a trained counsellor. 

 

How can we help people with mental health problems? 

 

People with mental illness need our love and care. They should not be locked 

up or isolated but instead be helped. Many people tend to think that those 

who suffer from mental illness have no value to society which is very wrong. 

 

If cared for and given proper treatment, people with mental illness can get 

better and regain their full potential and can contribute to the development 

of their communities. Therefore, you can help people with mental illness 

through: 

- Understanding and accepting them 

- Identifying mental health problems early and facilitate them to seek 

treatment 
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- Supporting and caring for them to ensure that they comply with 

treatment  

- Assist them to have sustainable livelihoods 

- Assist the children to continue with school while on treatment and 

care. 
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HANDOUT 2 
 

Mary‘s Mother who has been terminally sick, has eventually died. Her father too is 

sick. There is nobody to care for the family. Mary is about to sit for her final exams 

but will not be allowed to sit for exams because she has not yet completed paying 

school fees. Mary is confused and depressed. 

 

Allan‘s Mother divorced with the father. Allan now stays with the stepmother who 

wants him to do house work before leaving for school. He reaches school late 

every morning and the headmaster is concerned. Allan decides to shift to his 

grandmother‘s home, the grandmother advises him to o back to his parents. He 

now feels like committing suicide, because he no longer wants to stay with his 

parents. 
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SESSION 6.3: DRUG AND SUBSTANCE ABUSE 
 

HANDOUT: Terms used in substance abuse 

 
Substance  

A product taken in the body and affects the way we feel, think, see, taste, 

smell, hear, walk or behave. It can be a medicine such as morphine, or it can 

be an industrial product such as glue.  Some substances are legal like 

approved medicine and cigarettes and others are illegal like heroin and 

cannabis. 

 

Drug 

Any natural or synthetic substance which, when taken into a living organism, 

may modify its function. 

 

Use 
Use of a substance means the individual is in control, not compromising 

physical health or damaging family life, social activities or work abilities. 

 

Misuse 

This refers to a non-medical or inappropriate use of psychoactive drugs 

 

Abuse 
This refers to pathological pattern of use causing impairment in social, 

physical or occupational functioning 

 

Tolerance 
A state in which markedly increased amounts of the substance are required 

to achieve the desired effect. 

 

Dependence 
Abuse leads to dependence, which is characterized by a compulsion to take 

the drug on a regular basis in order to experience its mental effect or to 

avoid the discomfort resulting from its absence. 

 

Intoxication 
Is a temporary state caused by the use of the psychoactive substance.  It is 

characterized by clinically significant behavioral and psychological changes 

that result from the effect of the substances or the central nervous system. 
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Overdose 
 

The popular names of poisoning with the substance occurs when a person 

ingests a quantity of substance that is greater than the person‘s tolerance. 

 

Types of drugs and routes of administration 

 The drugs used by adolescents vary from place, individuals and forms.  

Routes of administration of drugs into the body are influenced by form/level 

of technology, experience of the user and the source 

Type of drug Routes of administration 

Alcohol 

Nicotine 

Opiods 

Hallucinogens 

Cannabis 

Hypohosedatives 

Psychostimulants 

Inhalants 
- Hypnosedativies 

- Other psycho-active substances 

Oral 

Smoked 

Oral, sniffed 

Oral, smoked 

Oral 

Chewed/oral 

Sniffed 

- Chewed and dissolved slowly in 

the mouth, smoked and 

swallowed 

- Inhaled/smoked through the 

mouth 

- Injected under the skin into the 

vein or muscles usually with a 

needle 

- Rubbed in the skin 

 

Reasons for use and role of substances in lives of adolescents 
 

Problems faced by adolescents  Possible effects 
 

Hunger      Lessen hunger pain 

Boredom      Adds excitement 

Fear       provides courage 

Loneliness      promotes socializing 
Physical pain     provides relief 

Social isolation     socializing 

Illness       self cure 

No recreation facilities    offers entertainment 
Potential for sudden or physical violence improves alertness 

Examination pressure    produces alertness 

Difficulty falling asleep    produces drowsiness 
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Feelings of shame     helps to forget 

Loss of a dear one or major life event  lessen pain of event 

Chronic pain     self cure 

Daily problems of single menu   give quick escape 

Clothing      warmth 

Violence      courage 

Change of peer, place, town   imitate new peer 

Changes in physical growth   adapt to changes 

 

Effects/consequences of substance abuse: 
 Emotional disorder including: 

- Anxiety 

- Depression 

- Dizziness 

- Feeling dissatisfaction and restlessness 

- Drowsiness 

- Irritability, suicidal thoughts 

- Apathy (loss of interest in anything) 

 Psychosomatic disorders: 

- Abdominal pain 

- Muscular cramps 

- Headache 

- Insomnia (difficulty in sleeping) 

- Fatigue, exhaustion 

- Poor digestion 

- Loss of weight 

- Loss of appetite for food 

 Psychiatric disorders: 

- Delusions (persistent false beliefs) 

- paranoia (irrational beliefs on superstition) 

- Hallucinations (hearing voices which are not there) 

- Psychosis (loss of contact with reality) 

- Delirium (confusion) 

- Disorientation 

 Conduct disorders: 

 Aggression/violence 

 Truancy 

 Intoxication 
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 Early sexual involvement 

 Rape/defilement/sexual involvement 

 Other criminal tendencies like stealing 

Trends of use 
 

There is a considerable variation in trends or flow of use among adolescents.  

These are: 

 
Experimental use: 

Young people usually want to explore and experiment.  Part of such quest 

involves risk taking including experimenting substances. Some may 

continue, others may drop out. 

 

Functional use 

Substances have a specific purse in their lives, such as recreation, 

providing relief from anxiety or boredom to keep awake or to get sleep to 

relief hunger or pain or feel good.  Use may be controlled or limited to 

specific circumstances and situations as well as amount of substances.  

Users here are experienced and know what, when and how to use. 

 

Dysfunctional use 

Substance use leads to psychological or social impairment.  This may lead 

to quarrels, fights, argument, with other people.  It may also interfere with 

his or her work or school. The person may fail to accomplish important 

survival tasks.  The behaviour usually causes further alienation. 

 

Harmful use 
Substance use causes damage to the physical or mental health of the 

person like traumatic injuries from accidents or violence, overdose and 

poisoning, suffocation, burns and seizures.  Other harms result from the 

way in which the substance is used.  Injecting drugs is dangerous because 

of the risk of hepatitis, HIV and other infections from contaminated 

needles and syringes along with collapsed veins and overdose. 

 Dependent use 

Substance dependence is the name given to the most intensive type of 

substance use.  The use here has poor control over their intake and 

continue to use despite very serious consequences.  They spend more and 

more of their day involved with substances.  Their body develops 

tolerance for certain substances. 
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Prevention and treatment of Substance Abuse: 
- Provide information 

- Build skills such as peer resistance, critical thinking, coping skills etc 

- Teach abstinence, restraint and responsibility 

- Teach about dangers of drug abuse 

- Be good role models 

- Provide counselling 

- Identify risk situations 

- Client chooses alternative solution 

- Accept client  

- Do not judge 

- Privacy 

- Client self determination 

- Refer client 

- Deal with client‘s problem 

- Recreational activities and cultural programmes 

- Work with families 

 

In supply reduction 
We curtail the production of drugs, its processing and marketing and drug 

trafficking.  The National Drug Authority (NDA) statute 1993 prohibits all this 

and empowers the Police, NDA to arrest and apprehend drugs consumption; 

or demand reduction is the method of helping users reduce the drug intake.   

Several activities are undertaken 

- Providing education about the drug 

- Counselling and giving support to people with drug abuse problems 

- Treat and care of drug addicts 

- Rehabilitation after discharge of addicts 

 

Stages of Change 
Older adolescents and adults who use substances tend to go through several 

stages before finally controlling their substance use.  You can help an 

adolescent move towards a lower level of use if you match your helping 

strategies to the use‘s stage of change. 

 The pre-contemplation stage 

In this stage, the user is not considering giving up substances.  In response, 

you work at forming a relationship with the young person and try to raise 

the youth‘s awareness of the consequences of the substance use for 

youth, his or her family, and the community.  But do not push the user too 

hard.  At this point, your main job is to make a connection with the person 

and get involved in thinking about changing their lives. 
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 The contemplation stage 

Here the user thinks about doing something about the substance abuse 

but has not reduced his or her level of use.  You help the young person at 

this stage by discussing the advantages and disadvantages of using and 

the advantages and disadvantages of quitting.  Make observations and 

provide information but avoid arguing. 

 Action stage 

At this point, the user attempts to quit or at least reduce the intake of the 

substances.  Be active at this stage and help the person learn skills and 

develop strategies that are substance free.  The user will need to figure 

out, by looking at his or her own people, places, feelings or things most 

likely to make him or her overcome the problem. 

Some users identify a strategy to help them overcome the problem or 

even begin throwing away smoking instruments.  For others it may mean 

finding a job to kill the boredom and avoid friends who are likely to use 

substances. 

 Relapse stage   

In trying to abstain, most users go through a stage where they want to 

resume taking substances. This is not failure but simply a part of process 

changing.  You need to prepare the user in advance for this stage and 

help him or her through it.  It is best to stop promoting action techniques 

and start helping the adolescent out of the problem.  Note that not all 

change strategies work.  When he or she is ready to quit again, help him 

or her make a more effective plan of action. 

- Relapse prevention 

- Identify high risk situation for relapse 

- Coping with emotions and stress 

- Attachment and relationship 

- Making plans to deal with the problem and to cope with urge 

- Teach dangers of drug abuse 

 Maintenance stage  

At this stage the person wants to practice the desired new behaviour.  The 

person wants to maintain a use pattern with little risk such as controlled 

drinking.  Help the person develop a healthy life style e.g. moving into a 

new neighbourhood.  Maintain a selected acceptable level of use and 

monitor the person and recognize when they are entering a new situation. 

 

Interventions in place to help adolescents involved in substance/drug abuse: 

 Programmes and interventions affecting substance abuse usually look to 

reduce demand and supply.  On supply side, reduction efforts are geared 

towards reducing cultivation, manufacturing, marketing, processing and 
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trafficking across borders.  In Uganda the Police and the National Drug 

Authority are empowered to deal with substance abuse.  The prevention, 

treatment, care and rehabilitation are mostly done by NGOs. 

 Prevention: this is meant to ensure that adolescents do not use drugs or 

put themselves at risk of suffering damage or causing social harm.  It 

involves giving information, education and awareness.  In Uganda, NGOs 

provide such information and Police crime prevention. 

 Treatment and care: at this stage, people dependent on drugs are 

identified and referred to hospitals for medical care.  Treatment is done 

only by the government hospital at Butabika mental hospital and mental 

health units at Mbale, Jinja, Masaka and Mbarara and sometimes in 

general out-patients in other hospitals. 

 Rehabilitation: after treatment, the drug addicts are discharged into the 

community.  Health workers working with the community ensure that the 

person adjusts well and does not reverse to any abuse culture again. 

 Explain other key service providers and their roles 

- Health workers 

- Police 

- Psychologists/Social workers 

- Church leaders/Imams 

- NGOs e.g. SOBER Uganda, UYDEL, PEARL programme 

 

Myths and facts about drugs and drug-use: 

 Alcohol is an addictive substance, not a drug. 

Myth: -  Alcohol is a drug as is any substance that affects the mind or 

body. Alcohol is both a drug and addictive substance. 

 Alcoholism is a disease. 

Fact:  -  Alcoholism is a disease, just as diabetes or epilepsy are 

diseases. It is a common disease in many parts of Africa, 

especially among males. It can respond to treatments, which 

include eliminating all alcohol consumption. 

 Young people are often introduced to drug use by their friends. 

Fact: -  Almost 50% of young people are often introduced to drug use 

by their friends. 

 It is rare for a teenager to be an alcoholic. 

Myth: -  Definitely not. Many secondary school students use alcohol 

weekly and many of them are addicted to it. 
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HANDOUT 2 
 

Substance Abuse Scenarios: 

 

1. Catherine is 15 years and has been going out with Ali who is 19 years. 

She doesn‘t like boys of her own age. Ali seems so ―cool‖ and more 

mature. One night, after a disco, Catherine considered inviting him to 

her house for a beer. Her parents are out for the evening and she is not 

supposed to have friends over when her parents are not at home. 

 
Still, Ali seems like a very nice guy who wouldn‘t come on too strong! 

What should she do? Why? What would you do? 

 
2. Were thinks he is very cool. He is only in Form 2 but hangs out with the 

guys in Form 4. Some of them take drugs. Today one of his friends, 

Kitimbo, passes him some bhangi. Were doesn‘t want to smoke it, but 

he also doesn‘t want to look like a chicken to his friend. What should 

Were do? Why? What would you do?  
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MODULE 7: 
 

PROVIDING YOUTH 

FRIENDLY SERVICES 
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SESSION 7.1: INTRODUCTION TO YOUTH 

FRIENDLY SERVICES  
HANDOUT 
 

Introduction: 

Many would agree that it is important to see a trained reproductive health 

service provider if one has a reproductive health problem. Yet, attending a 

reproductive health clinic is often a young person‘s last resort when faced 

with a reproductive health problem. Reproductive health programmes have 

largely addressed older, married women; thus young people perceive-often 

correctly-that family planning and sexually transmitted infection (STI) clinics 

would not welcome them. Many youth therefore rely on resources outside of 

the formal health service system, such as home remedies, traditional methods 

of contraception, provision of contraceptives through friends or relatives, 

clandestine abortion and contraception and medication purchased without 

a doctor‘s prescription from pharmacies or traditional health practitioners. 

Because young people tend not to use the reproductive health services 

developed by the formal health sector, programs have identified the need to 

develop specialized approaches that provide youth with services that are of 

high quality and medically sound and safe. 

 

In some places, because of cultural sensitiveness, services are with-held from 

young people, especially if they are unmarried, and sometimes even from 

married women before they become pregnant for the first time. Furthermore, 

few providers have had any specialized training or gained much experience 

in meeting the special reproductive health needs of adolescents.  

 

Definition of Youth Friendly Services: 

These are services which have policies and attributes that attract youth to 

the facility or programme, provide a comfortable and appropriate setting for 

youth, meet the needs of young people and are able to retain their young 

clientele for follow up and repeat visits. 

 

Why do youth need specialized services? 

 Adolescence is a period of transition to adulthood 

 Adolescent behaviour includes experimentation and risk-taking, making 

young people more vulnerable 

 Generally they are healthy and do not see health as an issue needing 

service response 
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 Adolescents face fears, concerns and lack understanding about their 

own needs. 

 Significant social changes that affect society to some degree: 

- Broadened opportunities for women such as staying in school longer 

and entering the workforce in larger numbers 

- Rising age of marriage in most countries 

- Decreasing age menarche creating time period when women are 

single and capable of becoming pregnant 

- Sexual activity during non-marital time has increased as a result. 

 

Factors that prevent young people from using reproductive health services? 
A number of factors are likely to make adolescents and young people 

uncomfortable: 

 Unmarried young people often think that reproductive health services are 

not intended for them 

 They are often embarrassed at being seen in a reproductive health 

facility. 

 They are likely to be concerned about lack of privacy and confidentiality, 

or afraid that their parents might find out about their visit. 

 They are afraid of medical procedures, especially pelvic exams. 

 They might be ashamed of having experienced coercive or abusive sex. 

 They find the clinic staff hostile, insensitive to their needs and are often 

judgmental. 

 Many adolescents are unaware of the risk of pregnancy. They are 

unfamiliar with STD symptoms and don‘t know when to seek services. 

 Fear of ostracisation by peers. 

 They don‘t know where reproductive health services are located, or they 

are unfamiliar with the kinds of services offered. 

 The health facilities they might go to are not open at convenient hours. 

 There is no transportation to an existing clinic site. 

 The cost of services is beyond their means 

 They fear mixing with adults. 

 

What would adolescent/youth friendly services look like? 
 The staff have been specially trained to work with young adults 

 Staff are trained to respect young people and their needs 

 Staffs acknowledge the central importance to adolescents of privacy and 

confidentiality. 

 Clinic managers make sure there is extra time allowed for counselors or 

medical staff to discuss young people‘s special issues. 

 



 Trainee Handbook 

ADH Training Curriculum | 221 

 

Health facility characteristics: 

 Separate space or special times are set aside for young people – having 

clinics open at times when young people can conveniently attend is 

fundamental to effective recruitment and service provision. 

 Clinics are opening at times convenient for young clients to attend, such 

as late afternoons, evenings and weekends. 

 Facilities are conveniently located – young people sometimes express a 

desire to go out of their neighborhoods so that they will not be seen by 

family members and neighbours. At the same time, young people do not 

want to or cannot travel too far to reach service sites. 

 There is adequate space, and it is arranged so that young people‘s 

privacy is protected. Privacy and confidentiality rank extremely high 

among young people. Privacy must be arranged for counseling sessions 

and examinations; young people must feel confident that their important 

and sensitive concerns are not overheard by or retold to other persons. 

Adequate space is needed to assure privacy and that counseling and 

examinations can take place out of sight and sound of other people. This 

need requires separate rooms with doors and policies that support minimal 

interruptions and intrusions. 

For a young woman, the accompaniment of her boyfriend to the clinic 

can be an important element in the decision to seek services. 

 Clinic surroundings are comfortable, are as ―unmedical‖ as possible and 

made appealing for young people. 

 

Staff Preparedness: 
Having a specialized staff that is trained to work competently and sensitively 

with young people is often considered the single most important condition for 

establishing youth-friendly services. Acquired skills must include familiarity with 

adolescent physiology and development, as well as appropriate medical 

options according to age and maturity. 

  

In addition to those providing counseling and medical services to 

adolescents, other staff members should be positive toward these clients and 

oriented to young people‘s special concerns. Particularly important are the 

attitude and performance of the receptionist, who is typically the first point of 

contact for the young person. 

 

Services Provided: 

The more health needs of young people can be met within the facility or 

program, the greater assurance that they will receive the care they need. 

Whenever it is necessary to send young people to another service, there is an 
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increased risk they will not actually show up. While it is not always possible, 

attempts should be made to identify and provide the most needed RH 

services as ―one-stop shopping‖.  

 

Peer Education/Counselling programme: 

Evidence shows that many young people prefer talking with their peers about 

certain sensitive issues (although they also tend to believe that health care 

professionals know more about the technical issues). It is productive, 

therefore, to have peer educators or counselors available as alternatives or 

supplements to some aspects of the counseling activities. 

 

Supportive Policies: 

Given that reproductive health projects for young adults are new, 

operational policies governing how providers should serve this group are 

evolving and not always clearly spelled out. This makes service decisions 

subjective, placing the responsibility on providers who may have varying 

views. Clear, detailed operational policies are likely to result in a more 

consistent and evenhanded provision of services. And to the extent that such 

protocols are actively supportive of young people‘s access, there is a greater 

potential for recruiting and maintaining a young clientele. These policies 

should include clear protocols for protecting client confidentiality, including 

privacy in the registration process and the secure storage of client records. 

 

When laws restrict available services by age, clinics face constraints beyond 

their control. However, staff should have clear legal guidelines, with 

operational policies detailing the full extent of services allowable under the 

law. 

 

Equipment and Supplies: 

Adequate equipment and supplies with consideration for adolescents‘ 

different sizes of speculum. The supplies and drugs need to be affordable for 

the youth. 

Administrative Procedures: 

Because adolescents are present-minded and rarely plan ahead, the 

possibility of receiving services without an appointment can increase 

adolescent access. If an adolescent is turned away and told to return at 

another time, or if the adolescent must wait several weeks to be seen after 

making an appointment, there is a significantly greater likelihood that the 

potential client will not show up. With young people, it helps to ―seize the 

opportunity‖ when they show an interest in getting RH care. Having to wait a 

long time to be served in a clinic, particularly with an increased chance that 
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someone will see them there, is also unappealing to the adolescent client. 

Young people may choose to endure the wait initially, but if they do, this 

situation can be a barrier to their return. 

 

Programme Design Characteristics: 

 Drop-in clients are welcomed 

 Overcrowding is avoided and waiting times are short 

 Service charges are as low as possible, so that young people can afford 

them. 

 Boys and young men are encouraged to attend, and special male 

services are offered 

 Audio-visual and print material dealing with issues relevant to young 

people are offered in waiting areas. 

 The availability of special programs for young people is widely publicized 

in such places as schools, factories and recreational and other community 

settings. Such open publicity often serves to increase young people‘s 

comfort level with a program. 

Some characteristics are less common and more experimental in nature: 

 Peer counselors work with clients 

 Informal and formal group discussions are held 

 The health facility provides a wide range of reproductive health services 

such as STD/HIV prevention, STD diagnosis and treatment, nutritional 

services, sexual abuse counseling, pregnancy diagnosis, prenatal and 

postpartum care and post abortion acre services. 

 Peers or adult professionals working in outreach programmes promote 

information and some commodities (such as contraceptives, iron tablets, 

vitamin supplements). 

 Recreation activities at service site 

 

What do young people say they want? 
 Services that are affordable 

 Services that are easily accessible 

 Convenient scheduling and location 

 A clinic which seriously observes infection prevention practices 

 Confident service providers 

 Special hours and quick service 

 Confidential services 

 Conducive attitude of service provider and other clinic staff. 

 Places with multiple services. 
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Adolescent sexual and reproductive health services: 

 Information and counseling 

 Counselling on sexuality, sexual abuse, condom negotiation and use 

 Pregnancy testing 

 Pre-natal/ delivery and postnatal care 

 Maternal care and delivery 

 Contraceptive method choice, use and follow-up 

 STI screening, counseling and treatment 

 HIV testing and counseling 

 Post abortion care 

 Referral and follow-up 

 

Service providers role in promoting access and quality of ASRH services: 

 Provide health education 

 Screen and counsel adolescents according to their needs 

 Provide RH services including ANC and delivery  

 Treat and manage STIs 

 Supply condoms and contraceptives 

 Integrate counseling in sexuality, gender and life skills in service provision 

 Prepare adolescents for referral and ensure they receive appropriate 

management at the referral point. 

 Maintain privacy and confidentiality 

 Maintain quality of care and ensure patient‘s safety 

 Observe the rights of the client. 
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SESSION 7.2: INTEGRATING ADOLESCENT 

SEXUAL REPRODUCTIVE HEALTH 

INTO RH SERVICES 
HANDOUT 
 

INTRODUCTION: 

Providing young adults with specialized reproductive health information, 

counseling and services is a relatively recent practice. 

 

Yet reproductive health services are often very much needed by young men 

and women and are not adequately available elsewhere. Since clinical 

services are already established and available in many places, they could be 

adjusted to serve young people well with proper staff training and other 

selected changes. 

 

Meaning of Integration: 

Having a full range of Reproductive Health including Adolescent 

Reproductive Health, primary health care services to meet the RH needs of 

every client/patient at every health unit, with the level and actual range of 

services offered being appropriate to the level of health unit designation, as 

suggested by MOH and technically competent providers available to 

provide the services. 

 

Mean of Access: 
Services that are free from unnecessary and inappropriate physical, medical 

and social barriers. All clients have a right to access a health facility. The 

barriers include location, hours of service, availability and attitude of the 

service providers and range of services. 

 

Meaning of Quality of Care: 

Doing the right thing in the right way at the right time, right away according 

to set standards and using the available resources. 

The components of quality of care include: 

- Technical competence 

- Efficiency 

- Interpersonal relations 

- Effectiveness 

- Access to services 
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- Continuity 

- Safety 

Purpose of Integration: 

- Increases accessibility of availability of the services 

- Improves on quality of care 

- Maximises utilization of the available resources e.g. equipment, staff 

time 

- Increases client satisfaction 

- Improves client provider relationship 

Steps to establish/strengthen youth friendly services: 

1. Target audience identification and needs assessment: 

Needs assessment should be conducted with representatives of the 

targeted young people. Especially important to determine are 

preferences and needs related to: clinic hours and location, services 

separated or combined with other age groups, integrated with other 

services, providers‘ gender, cost of service and type of counseling 

(peer vs. adult; directive vs. non-directive). 

2. Involvement of youth, community and family members: 

 Young people should be involved in many or all the steps so that 

they contribute to what will attract and sustain the program 

 Community and family members should be involved to ensure 

support and acceptance. 

3. Hold brief meeting with supervisor, then with other colleagues to: 

- Share knowledge and skills acquired in training  

- Seek support and concurrence to start plans to establish adolescent 

friendly services. 

- Plan to integrate services 

- Begin the needs assessment with involvement of supervisor 

4. Identify opportunities for integration at your clinic: 

- Assess the existing health services offered at the clinic particularly RH 

services 

- Type, age and client load 

- Identify the strengths and limitations of the services offered and 

modes of offering the services. 

5. Hold meeting with supervisor and colleagues and health unit 

management committees to: 

- Review personnel tasks and make a list for each cadre 

- Draw a workplan and re-allocate services according to providers‘ 

training and interest. 

6. Reorganise the clinic to: 

- Create space and ensure smooth client flow in order to: 
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 serve clients on first come first served basis 

 Check any ill clients who need immediate care 

 Avoiding clients to queue twice 

 Avoiding unnecessary delays 

-  Waiting area to include: 

 Reading materials on RH issues 

 TV and radio to help avoid adolescents being bored, and as 

learning aid 

 Health talks by providers and peers 

- Counselling/consultation rooms that ensure privacy and 

confidentiality: 

 Are equipped with supplies 

 Avoid unnecessary referrals 

- Include recreation space/room to allow: 

 Group discussion 

 Peer education and counseling  

 Indoor games 

7. Orient the community and youth to create demand for services 

through: 

- Client recruitment activities 

- Identifying and offering services to young persons who come for other 

services. 

- Put-up notices in public places 

- Work with community leaders to reach the community 

- Liaise with community health workers to spread the news and refer 

clients for services 

- Link up with peer educators and providers. 
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SESSION 7.3:  CLINIC ORGANISATION TO 

ENHANCE YOUTH FRIENDLY 

SERVICES 
HANDOUT  
 

ORGANISING ADOLESCENT SERVICES 

1. Conduct a needs assessment of adolescent services provided at the 

health facility 

2. Identify existing problems in providing an integral quality service for 

adolescent clients 

3. Identify human resources and materials available in the institution 

4. Develop proposals to solve the problems identified 

5. Present an action plan to implement the proposals 

How to conduct an analysis of Existing Services: 

1. Talk with the staff at the facility, especially the clinic manager providing 

reproductive health services to assess willingness to strengthen adolescent 

services. The head of the clinic will be key to leading all staff to change 

attitudes and practices towards improved adolescents. 

2. Collect information, using standard guidelines of youth friendly services, on 

the range and quality of adolescent services at your facility. The 

assessment will help you to: 

- Obtain general background information about your facility, its size, and 

location. 

- Gather information on client volume and range of services provided 

- Gather information about the staff providing services at the facility and 

their level of training. Determine whether any of staff have had 

experience as a trainer. 

- Determine how the facility keeps track of services provided and 

information about clients. Observe the administrative system and 

determine the presence or absence of treatment protocols, related to 

providing services for adolescents. 

- Determine whether the facility has youth-friendly characteristics. Are 

the hours convenient for youth? Is the location of the facility 

convenient for youth? Is there adequate space and sufficient privacy? 

Does the facility have a peer education/counseling programme? Are 

the fees for service affordable? Are youth involved in decision making 

about how programmes are delivered? Do the policies support 

providing services for youth? Does the facility inform the community 

about services for youth? Are administrative procedures youth friendly? 
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MODULE 8: 
 

 

EVALUATION OF 

TRAINING 
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SESSION 8.1: INTRODUCTION TO WORK PLAN 
 

HANDOUT 

 
Meaning of work plan 

A work plan is a summary of flexible activities that are planned to solve a 

particular work problem or problems in a way that is appropriate for a 

particular work situation within a given period 

 

Purposes of making a work plan 
 To identify roles and responsibilities of individual or staff members in a team 

 To have orderly or meaningful sequence of assignments. 

 To promote priority problems in a way that all staff members of a particular 

place are aware of. 

 To have a team approach in solving problems and provide opportunity for 

sharing and using each other as a resource. 

 To have a quick reference of the activities that are going on in a 

particular place. 

 To provide feedback to senior staff about the resources that may be 

needed in a particular institution. 

 

Steps in preparing a work plan 
 Describe your problem  

 Select the important problem to form a situation 

 Set operational objectives and targets 

 Review the facilitating factors/resources and obstacles that are included 

in the situation and the operational objectives. 

 Write a work plan 

 

Activities involved in implementing a workplan 

 Organizing human resource 

 Involving staff in planning and implementing 

 Motivate staff 

 Appropriate delegation 

 Organizing clinic activities 

 Controlling and assessing work so as to ensure standards 

 Managing resources appropriately 
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Element/Component of a workplan 
 Title 

 Time frame 

 Objective (operational) 

 Activity titles 

 Beginning and completing dates 

 Resources required and sources 

 Persons responsible/involved 

 Indicators 

 Comments/remarks 
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SAMPLE OF WORK PLAN 
 

NAME OF TRAINEE……………………………………………………………….. 

HEALTH FACILITY…………………………………………………………………. 

 

PROBLEM/SITUATION 

 

OBJECTIVE ACTIVITY DATE TO 

BEGIN 

DATE TO END RESOURCE 

REQUIRED 

PERSONNEL 

INVOLVED 

COMMENTS 
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WORK PLAN FORMAT 
 

 

NAME OF PROVIDER…………………………………………  WORKSITE…………………………………………. 

 

ACTIVITY BEGINNING DATE COMPLETING 

DATE 

PERSON 

RESPONSIBLE 

RESOURCE 

REQUIRED 

COMMENTS 
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BACKHOME APPLICATION PLAN 
FORMAT OF CHANGE ONE EXPECT TO MAKE IN A CLINIC AFTER TRAINING 

 

1. NAMES:……………………………………………………………………………… 

2. NAME OF CLINIC:………………………………………………………………….. 

3. DISTRICT:…………………………………………………………………………… 

 

 

Priority changes I 

wish to 

make/introduce 

What I shall prepare 

or do to effect the 

change 

What I will see 

happened in the 

clinic colleagues or 

clients as a result of 

change 

When I shall make 

the change 

COMMENTS 

 

 

 

 

 

 

 

 

 

    

 


