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Executive Summary

Young people in Asia and the Pacific today face many challenges in their daily life.
Driven by overpowering external factors, such as poverty and migration, and a host of
psychological push factors, many are unable to think critically and act responsibly in the
face of health risks that could endanger their lives.  Further, many young people living in
disadvantaged socio-economic conditions in the region either drop out of school at an
early age or are never enrolled.  Their life circumstances are exacerbated by threats to
their physical and mental health, posed by HIV, drugs, sexual abuse and sexual
exploitation.

In this context, UNESCAP launched the four-year project entitled “Strengthening Life Skills
for Positive Youth Health Behaviour” in 2005.  The project addressed HIV and substance
use issues in selected locations in four countries – Cambodia, China, Philippines
and Sri Lanka.  The goal of the project was to empower young people, especially
out-of-school youth, with essential life skills so as to be better able to protect
themselves against the threat of HIV and drugs.

Four years on, the project has demonstrated that life skills education using the
peer-to-peer approach is an effective tool to promote positive youth health behaviour.
The project interventions, in all four project locations, involved a youth-centred approach
with activities covering aspects on psychological and social interaction, while at the
same time addressing wider social-structural issues.  The project interventions made a
difference for many youth to the extent of developing coping and negotiation mechanisms
in various situations.  Knowledge on safeguarding the youth from high-risk situations
was also learned.  Based on local needs, the project partners in each country also
developed support groups within the target communities for better follow-up.

The life skills approach can potentially change the way youth health promotion is
addressed in the region.  By providing a unifying framework, this approach can help to
move the region away from ineffective and costly single-problem focused strategies.
Building on a conceptual foundation of skills, programme developers have the flexibility
to create highly innovative and creative programmes.  Fulfilling this potential takes both
vision and resources and, very importantly, close collaboration with the many relevant
local, country and international stakeholders, including the youth themselves.

x



1.1. Background to the project

Young people in Asia and the Pacific today confront numerous challenges in their daily
life.  Driven by overpowering external factors, such as poverty and migration, and a host
of psychological push factors, including emotional pain, conflict, frustration, anxiety about
the future, peer pressure and curiosity, many are unable to think critically and act
responsibly in the face of risks that could endanger their lives.

The growing number of young people acquiring HIV infection and turning to drugs is an
alarming sign of the urgent need for a new form of education that goes beyond teaching
literacy and numeracy skills.  Generally missing from school and non-formal education
are the psychosocial competencies that enable young people to build self-confidence
and the ability to deal effectively and positively with demands in everyday life.

Adolescent girls and young women are particularly vulnerable to HIV infection and sexual
abuse.  With the widespread gender bias and gender discrimination that exists, many
young women tend to suffer from low self-esteem and inability to negotiate when they
find themselves in high-risk situations.

In the Asian and Pacific region, many children and adolescents living in disadvantaged
socio-economic conditions either drop out of school at an early age or are never even
enrolled.  Disadvantaged youth, especially those living in poverty, struggle in their daily
survival.  Their precarious life circumstances are exacerbated by threats to their physical
and mental health, posed by HIV, drugs, sexual abuse and sexual exploitation.  However,
poor and disadvantaged youth are not the only ones vulnerable to such health risks.
Studies have shown that young people across all income groups are at risk of the health
threats posed by HIV and substance use.1

There is an urgent need, therefore, for life skills training to enhance the physical and
mental well-being of young people, especially those living under socially and economically
disadvantaged circumstances.  According to WHO, life skills are:

“[A]bilities for adaptive and positive behaviour that enable individuals to deal
effectively with the demands and challenges of everyday life (WHO definition).
In particular, life skills are a group of psychosocial competencies and interpersonal
skills that help people make informed decisions, solve problems, think critically
and creatively, communicate effectively, build healthy relationships, empathise with
others, and cope with and manage their lives in a healthy and productive manner.
Life skills may be directed toward personal actions or actions toward others, as
well as toward actions to change the surrounding environment to make it conducive
to health”.2

Life skills are an effective tool for empowering young people to make informed and
responsible decisions about their own well-being.  Life skills training not only helps
minimize high-risk behaviour, it also builds young people’s confidence for engaging in
creative problem-solving to overcome the social and economic barriers to self-development.

Chapter 1

Introduction

1 The studies referred to are the baseline surveys conducted during the implementation of this
project, which are explained in the following sections of this chapter.

2 WHO.  Skills-based health education including life skills: An important component of a Child-Friendly/
Health-Promoting School (2003), p. 3, accessed from www.emro.who.int/mnh/news_leb_08.htm
on 25 May 2009. 1
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In 2004, ESCAP concluded a multi-year HIV prevention project involving six participating
countries, Bangladesh, Cambodia, China, India, Lao People’s Democratic Republic and
Nepal.  The project enhanced the capacity of Governments and civil societies to design
and implement effective youth-focused HIV prevention programmes, using life skills and
peer-to-peer approaches.  Over 1,000 trained peer educators reached more than 20,000
young people in non-formal education settings through community-based training and street
theatre.

Based on the experiences of the aforementioned project, in 2005, ESCAP launched
the project entitled “Strengthening Life Skills for Positive Youth Health Behaviour”.  The
project, funded by the Christian Conference of Asia, addressed HIV and substance use
issues in four countries, Cambodia, China, Philippines and Sri Lanka.  The goal of the
project was to empower young people with essential life skills so that they would be
better able to protect themselves against the threat of HIV and drugs.  Concretely, the
overall objective was to build a team of community-based trainers and initiate community-
based life skills training networks so as to create a supportive environment to facilitate
positive youth health behaviour development in selected communities in the four
participating countries.

A key outcome envisioned for the project was that the disadvantaged youth participating
in the project adopted positive health behaviour and healthy lifestyles.  This would mean
that, among other things, disadvantaged youth would be equipped with life skills to make
informed and responsible choices about their health, particularly on HIV and substance
use; a more supportive environment would be created to facilitate positive behaviour
development among disadvantaged youth; and good practice documentation on
community-based interventions on life skills development for youth would be available
as a reference source for policy and programme improvement.

It was also expected that Government agencies and non-governmental organizations
(NGOs) working on youth and HIV issues and youth groups would also benefit from this
project as their capability in developing effective grassroots programmes in life skills
training, advocacy and social mobilization would be strengthened.  Youth leaders and
officers in youth-focused Government agencies and civil society groups were therefore
the immediate beneficiaries of the project.

1.2. Project sites and partners

The project was conducted in selected communities in four countries: Cambodia, China
(Xinjiang Uygur Autonomous Region), Philippines and Sri Lanka.  The project targeted
disadvantaged youth (aged 15-24) from the lower socio-economic strata of society
who were deemed especially lacking in opportunities to learn essential life skills.

In Cambodia, the project sites were Dang Tong,
Kampong Bay and Kampot Districts in Kampot
Province.  ESCAP’s main project partner was the
Youth Department of the Ministry of Education,
Youth and Sports, a Government agency dedicated
to the development of the youth in the country.  The
Youth Department, in turn, worked with the
Provincial Department of Education, Youth and
Sports in Kampot, Office of Education, Youth and
Sports of the District, Provincial Health Department,
the Commune Development Councils and NGOs,
including the Cambodian Red Cross and CARE,
Cambodia.  A task force comprising representatives
of all these agencies and organizations was set up
to jointly implement the project.

Cambodia
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In China, the project activities were focused on
communities in two cities, Kashgar and Yining, of
Xinjiang Uygur Autonomous Region.  Both these
cities have multi-cultural populations, where the young
people are predominantly Uyghur in ethnicity.  The
Centre for STI/AIDS Prevention and Control of
Xinjiang CDC is a Government agency dedicated to
the surveillance, prevention and control of HIV in
Xinjiang Uygur Autonomous Region.  The Centre
partnered with ESCAP in this project and worked
closely with several other Government agencies
and religious authorities in the implementation of
project activities.

In the Philippines, the project site was
Pasay City, one of 17 cities and
municipalities in Metro Manila. The
country partner was the Pasay City
Government which worked in close
collaboration with the City Cooperative
Development Office in implementing the
project.  A task force comprising repre-
sentatives of the Pasay City Government,
City Cooperative Development Office,
City Social Welfare Development Office,
City Health Office and a number of
faith-based NGOs was also set up to
implement the project activities.

In Sri Lanka, the project was implemented in the
low-income settlements of the Colombo suburb
Mattakkuliya.  Lanka Jatika Sarvodaya Shramadana
Sangamaya (Sarvodaya), the largest NGO in the country,
partnered with ESCAP.  Sarvodaya, in turn, worked in
collaboration with other local NGOs, Government health-
care officials, United Nations agencies, schoolteachers and
religious workers in the implementation of the project.

Sri Lanka

China: Yining

Philippines
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1.3. Project phases and activities

The life skills approach, as
adopted in the project, aimed at
better health outcomes for youth,
including sexual and reproductive
health, and lessening the threat of
HIV and drug use by promoting
social skills, thinking skills and
negotiation skills.  The project
identified “Life Skills” as:

(1) Social and interpersonal
skills (including com-
munication, refusal
skills, assertiveness
and empathy);

(2) Cognitive skills (includ-
ing decision-making,
critical thinking and
self-evaluation); and

(3) Emotional coping skills (including stress management and increasing an
internal locus of control).

Participatory and interactive methodologies, including role-playing and other theatre
techniques, exploration of feelings, analysis of gender stereotyping, training in negotiation
skills, and question and answer sessions were employed in the process.  The idea behind
the approach was not just to impart information, but also to foster critical thinking, problem-
solving and interpersonal communication skills that could lead to informed, responsible
and voluntary decisions.

The four-year project was organized in three phases.  Phase I (2005) focused on
pre-intervention assessment (baseline data collection and analysis), development of
country-level capability in results-based project management, as well as adaptation and
translation of life skills training materials into national/local languages.  The ESCAP
publication HIV Prevention among Young People: Life Skills Training Kit 3 was translated
into the local languages in each of the four countries (see annex II for information,
education and communication materials from four countries).

Phase II (2006-2007) focused on local
capability-building in developing life skills
training programmes for disadvantaged youth,
and building a social network for long-term
support of this endeavour.  In each country,
training of trainers activities were conducted,
using the materials developed in Phase I.
Subsequently, training workshops for peer
educators were conducted in an ongoing
manner.  In each locality, peer educators were
selected to maximize the influence.  For
example, in China, key people (aged between
16-25 years) in the communities who were
relatively less mobile, had a certain education
level and were influential among other local
young people were selected to participate in

3 The kit is made up of six modules: Module 1 – Orientation on Peer Education and Life Skills, Module
2 – Challenges of Growing Up, Module 3 – Sexual Health and HIV/AIDS, Module 4 – Substance Use
and HIV/AIDS, Module 5 – People Living with HIV/AIDS and Module 6 – Skills Building for Peer
Educators. ESCAP.  HIV Prevention among Young People: Life Skills Training Kit (Bangkok, ESCAP,
2005), available at www.unescap.org/publications/detail.asp?id=1147.

Cambodia

China: Training of trainers
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the trainings.  In the four countries, trainings were mostly held at venues in the
communities, such as community activity centres, buildings of faith-based organizations
(FBOs) and private homes.  Subsequently, the peer educators participated in large scale
youth peer education activities, often in conjunction with other events, in the communities.

Finally, in Phase III (2008) the focus was on the post-intervention evaluation of
change in knowledge, attitude, skills and behaviour among the targeted youth and
documentation on good practices that emerged from project implementation.  In this
context, an endline survey was conducted in each of the four countries.  The outcomes
are summarized in the next chapter. The good practices identified are integrated
throughout this report.

1.4. Brief overview on results from the baseline surveys
Prior to the design and implementation of project interventions, a baseline survey and
study was conducted in each of the project sites in the four countries: Cambodia, China
(Xinjiang Uygur Autonomous Region), Philippines and Sri Lanka.  The aim of the study
was to assess general knowledge, life skills, attitude and behaviour concerning HIV and
substance use in youth aged between 15-24 years.  The survey objective, in collecting
baseline data, was to provide relevant and reliable current indicators at the beginning of
the project, with which to design necessary interventions as well as to measure the impact
of the project.  Survey samples ranged between 1,100 and 1,200 respondents in the
project sites.

Key indicators and data in the baseline survey included pertinent issues related to
the project, including behaviour, knowledge, attitudes and life skills (assertiveness),
smoking, alcohol/drug use, attitudes and perceptions regarding substance use, knowledge
about HIV, attitudes and perceptions about sex, attitudes to condom use and sexual
behaviour.  The sample questionnaire prepared by ESCAP is attached as annex I.
In each country, the questionnaire was modified to suit local characteristics.

1.4.1. Attitudes and life skills

For many of the young people covered by the surveys, there was a lack of life skills
and ability to communicate and some of them had a sense of being highly pressured in
their daily lives.  The part of the survey on assertiveness in all four countries generally
showed that young people were hesitant in making decisions, which was consistent
with their overall lack of confidence.  In the Cambodia study, for instance, about half
the Cambodian youth respondents indicated that they lacked the confidence to express
their opinion, or give and receive compliments.  Two thirds of the young men indicated
lack of confidence to initiate a conversation while most of the young women reported
that they would not do so.  Most of the young people indicated that they would not
dare to remind someone to return something they had borrowed.  In addition, most
of the young people indicated that they would not dare to ask for a favour.  Three
quarters of the young women indicated that they would not dare to ask for a favour
compared to half of the young men.

1.4.2. Smoking

In all four countries, the smoking rate amongst the surveyed age group was found to be
not as high as that of adult males, but the age of first trying smoking a cigarette was
found to be quite young.  A gender difference was also found. In the China survey, for
example, barely 2 per cent of the girls had ever tried smoking, compared to more than
a quarter of the boys under 20.  In all four surveys, peer pressure for smoking was a
significant reason why most smokers started the habit.  In Sri Lanka, initiation into use
of tobacco and drugs was primarily by the influence of friends and classmates.
The influence of friends was also strong for older youth respondents, who had long been
out of school.  It appeared, therefore, that school systems were conducive to the spread
of substance use among children, particularly when the age of starting to smoke was
given as under 10 years.  Other reasons given for smoking practices included relaxation
and keeping up with fashion.
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1.4.3. Alcohol

The numbers who consumed alcohol was not high, except in the Philippines study, but
of those who drank many got drunk regularly.  In the China case study, two thirds of the
boys under 20 years and close to nine tenths of the young men consumed alcohol while
over two thirds of the women in the older age group had consumed alcohol at least
once, often as a post-natal traditional medicine.  Half of the males indicated they got
drunk either always or sometimes, against less than 15 per cent of females.  In the
Philippines study, 82 per cent of the respondents reported to have ever tried drinking
alcohol.  The modal age at the first try was also within the 15-18 years age group.
A total of 17 per cent started drinking at the very young ages of 10 to 14.

1.4.4. Drugs

As for “drugs of addiction”, most respondents were familiar with the issue and knew
someone who used drugs.  In the China study, narcotic control and HIV prevention
programmes conducted in the areas surveyed appeared to have had a strong influence
on young people’s attitudes and perceptions related to substance use.  The survey
demonstrated how many young people were able to choose not to use drugs and also
had low regard for those who did.  However, most of them only knew simple means
of rejection and there was a common lack of skills in dealing with this issue.

1.4.5. Attitudes and perceptions of substance use

In the Sri Lanka study, a peculiar relationship between substance use and education
levels was found, in that both smoking and drug use began low among the youth who
had “no schooling” or had a primary education, increased gradually, peaked at the
secondary education level and dipped at high school levels.  For alcohol use, the pattern
differed slightly with a gradual rising trend right up to the high school levels.

Gender differences were consistent in all the studies.  These reflected the situation in
Cambodia where girls either disagreed more strongly than boys did with the statement
that substance use has positive impacts, or agreed less strongly than boys (figure 1).
In other words, girls were more confident in voicing their negative opinions on cigarettes,
alcohol and drugs.

Figure 1.  Cambodia: Attitudes and perceptions on substance use in the baseline survey
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male female

Smoking makes people admire you*

48%
43%
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*Sex differences statistically significant at 95% (P < 0.001)
Domrei – UNESCAP Youth Survey, 2006
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4 The baseline survey in Sri Lanka differentiated the research areas in terms of distinct characteristics
such as physical geography, income level and proximity to influence of wider society.  In this context,
the four selected communities were grouped into the three types of “isolated”, “moderate” and
“interactive” communities.

In the Philippines study, the out-of-school youth (OSY) interviewed smoked, drank alcohol
and used illegal drugs at much higher levels than OSYs in general across the country.
There were at least two possible reasons why Pasay figures were higher: (a) Pasay is
in a highly urbanized location in Metro Manila; and (b) the Pasay City sample was made
up exclusively of out-of-school youth; this group exhibited higher rates of substance use
than in-school youth.  OSYs interviewed were aware of the problems that use of
substances had on their health and social behaviour as well as on relationships since
they had experienced such problems.

In the Sri Lanka study, about a quarter of the youth that used substances had incidents
of violent behaviour, and about 10 per cent of such cases had faced police arrests.
Contributing to this problem, a major role was accorded to friends, peers and classmates,
while the family role was considered minimal.  When the locations were examined in
the context of patterns of substance use, alcohol use was found to be high in the
“isolated” community in particular and lowest in the “interactive” community.4  The reverse
was true of smoking and drug use, where the “interactive” community had the highest
prevalence of tobacco and drug use.

1.4.6. HIV/AIDS

Awareness and knowledge on HIV was relatively high among all respondents in all four
surveys.  For example, in Cambodia, only two respondents said they had never heard of
HIV and the majority of the respondents in all three districts knew at least one person
who was infected with HIV.  Generally in all four countries, knowledge on HIV transmission
was high, though myths persisted, for example, that one could contract HIV by touching
an HIV infected person or through mosquito bites.

While knowledge on HIV was high, it was not matched with knowledge on prevention.
The level of misinformation was quite alarming – some even believed there was a vaccine
to protect against HIV infection.  The lack of knowledge and the misinformation being
more pronounced among young women and their greater preoccupation with pregnancy
places them at the frontiers of exposure to transmission through sexual activity that
may not always be by their choice.

In Cambodia, the use of condoms in preventing HIV infection was generally well known
among the respondents.  However, a third and a half of the respondents in Cambodia
did not know that washing the genitals after sex, and that withdrawal, respectively, do
not protect against HIV infection.  A third of the respondents were not sure if having
sex with a virgin could cure HIV or not.  A higher proportion of girls (60 per cent) than
boys (47 per cent) knew where to get HIV testing.

In the Sri Lanka study, the responses indicating the action taken by youth who had
symptoms of genital-related diseases revealed that a large proportion (78 per cent)
were practising informal home remedies or self-medication with drugs purchased from
pharmacies without a doctor’s prescription.

In the China study, respondents commonly lacked knowledge on preventing sexually
transmitted infection (STI) through the use of a condom.  They also lacked awareness
of why and how to seek standardized STI diagnosis and treatment.  Both males and
females were not confident in using condoms to practice safe sex.  Young people in
Kashgar City seemed to have unsafe sex more often and had more open ideas in relation
to sexual behaviour than those in Yining City.  This finding was of interest as Kashgar
City is regarded as a much more religiously and socially conservative place than Yining City.

Exposure to knowledge on HIV/AIDS was mainly through the conventional media. In the
Sri Lanka study, the school system accounted for knowledge obtained by 14 per cent of
youth, which was very low in relation to the high proportion of youth attending school.
Community programmes had had a minor impact.
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1.4.7. Sexual behaviour

All four surveys found that youth engaged in risky sexual activities.  In the Cambodia
study, boys were less assertive than girls with regards to condom use.  Fewer were
willing to talk about safe sex with their partner, while they were also less willing to put
on a condom and more hesitant to refuse sex without a condom.  The Philippine study
characterized the OSY sex experiences as of high prevalence, spontaneous and mostly
unsafe including low use of condoms and contraceptives and multiple partners.  The
Sri Lanka and Cambodia studies both revealed high sexual activity among unmarried
youth with multiple partners and with sex workers without protection even by educated
youth.  Additionally, the practice of married youth – more young men than women – having
sex with “spouse and others” denoted a promiscuity within marriage which posed a serious
health risk to spouses. Generally, men reported that when they had last had sex with a
sex worker they had used a condom to prevent STI.  Husbands very rarely used condoms
with their wives, but over half wore a condom when they had sex with a girlfriend.

In both sites in the China study, the numbers of people who reported premarital sex
were similar.  However, in Kashgar the numbers of people of who reported having had
more than one sexual partner while in a marital relationship was higher and the use
of condoms was lower than in Yining.  The demographic differences between the two
groups implied that local culture and economic and anthropological features can
influence youth’s knowledge, attitude and behaviours significantly.  Overall, the low rates
of reported premarital sex indicated an influence with young people feeling confident
about their sexual partner or not feeling the need to use preventive methods in
longer-term relationships.  In general, when there were high-risk behaviours there was
a low understanding of the need for testing services.
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Project results and outcomes
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This chapter looks at the success, or lack thereof, of the activities implemented, results

The examination is based on the comparison of data from baseline and endline surveys
to measure the impact of the project as well as progress reports on implementation of
activities in project sites.

The surveys were conducted in all four countries project sites, with the objective of
collecting endline data to be compared with baseline data to measure changes in
indicators developed at the beginning of the project.  Importantly, the endline surveys
were conducted to ascertain if the project interventions had achieved and to what degree
the following:

• Project Goal: The health of disadvantaged youth is less threatened by HIV
and substance use.

• Project Outcome: Disadvantaged youth participating in the project adopt
positive health behaviour and healthy lifestyles.

• Project Output: Disadvantaged youth are equipped with life skills to make
informed and responsible choices about their health, particularly on HIV
and substance use.

This section examines the key indicators and data with regard to assertiveness, smoking,
alcohol, drugs of addiction, attitudes and perceptions about substance use, HIV knowledge
and attitudes and perceptions related to sex, condom use, and sexual behaviour.

The researchers in the Cambodia and China studies used the same questionnaires for
the endline surveys as were used for the baseline surveys, with some extra questions
added to assess exposure to the project interventions.  This design allowed for elucidating
changes that occurred in the project target population that were most likely due to the
project interventions.  The researchers in the Philippines and Sri Lanka designed their
surveys to compare impacts of outcome between youth who were exposed to project
interventions and those who were not.

2.1. Cambodia

The endline survey indicated that around three quarters of respondents aged 20-25
and a third of those aged 15-19 had heard about the project intervention meetings.
Overall, 409 respondents, or 43.6 per cent, were directly exposed to the project
interventions (having attended a meeting, met a peer educator or both).  There were
significant differences between the three districts for those respondents aged 15-19 years
old who attended a meeting or met a peer educator.  Around a third of 15 to 19-year-
olds had attended a meeting.  Those in the urban district of Kampong Bay were twice
as likely to have attended a meeting than those in the more rural Dang Tong.  Around a
third of the overall number (28.8 per cent) had met with a peer educator, with those in
Kampot significantly less likely than those in the other two districts to have done so.

2.1.1. Assertiveness

With regard to assertiveness, there was an overall increase in boys and girls in all age
groups who reported that they would definitely dare to give their opinion (table 1).  Boys
reported they were more likely to give and receive compliments, ask favours and ask for
something borrowed to be returned.  Results regarding assertive behaviour were less
clear for girls aside from a question about expressing opinions.  These sex differences
in part reflect cultural norms for boys and girls in Cambodia where girls are generally
discouraged from being assertive.

à
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Table 1.  Cambodia: Proportion who would dare to tell their opinions, by age and
gender, in the endline survey

Gender Age Category Daring Baseline % Endline % p-value

Male 15-19 years old Definitely dare 18.27 46.21 0.000*
Probably dare 35.22 19.32
Probably don’t dare 24.25 11.36
Definitely don’t dare 22.26 23.11

20-24 years old Definitely dare 26.14 56.44 0.000*
Probably dare 31.95 19.02
Probably don’t dare 26.14 5.52
Definitely don’t dare 15.77 19.02

Female 15-19 years old Definitely dare 26.99 37.16 0.045*
Probably dare 30.97 28.38
Probably don’t dare 19.60 16.55
Definitely don’t dare 22.44 17.91

20-24 years old Definitely dare 29.47 44.86 0.003*
Probably dare 22.46 20.56
Probably don’t dare 18.95 14.95
Definitely don’t dare 29.12 19.63

* Significant if p < 0.05.

2.1.2. Smoking

The endline survey data was similar to the baseline data on smoking, with less than
2 per cent of the girls ever having tried smoking, compared to about one in five boys.
There were no significant increases in smoking for the combined sample.  However, in
Kampong Bay, there was a significant increase in boys aged 15-19 who had tried smoking
between the baseline (11.6 per cent) and the endline (20.5 per cent).  The average
number of cigarettes smoked per week increased to 16 for younger smokers and 44
for older smokers.  A third (32 per cent) of respondents reported peer pressure as the
reason for smoking, a significant increase from the baseline (5.4 per cent).  However,
this reported increase might, at least in part, have been a result of learning about peer
pressure through project interventions.

2.1.3. Alcohol

Regarding alcohol use, almost three quarters of boys (73.5 per cent) under 20 years
of age and 93.3 per cent of those 20-25 years old had ever tried alcohol.  Only a third
(32.4 per cent) of young women under 20 and 59.8 per cent of those 20-25 years old
had tried alcohol.  The proportion of males who had tried alcohol tended towards a rise
between the baseline and the endline.  This rise was statistically significant for males
aged 15-19 years old (table 2).  It is encouraging to see that the proportion of females
who had tried alcohol appeared to have declined over time for both age groups.

Table 2.  Cambodia: Respondents who had tried alcohol, by age and gender,
in the endline survey

eulav-p% enildnE% enilesaByrogetaC egAredneG

*230.084.3721.56dlo sraey 91-51elaM
)sn(401.052.3983.88dlo sraey 42-02

)sn(101.034.2346.83dlo sraey 91-51elameF
)sn(851.018.9569.56dlo sraey 42-02

* Significant if p < 0.05; ns = non-significant.
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2.1.4. Drugs

As with baseline data, practically everyone (98 per cent) had heard of drugs, though it
was only among the 20-24-year-old men that the proportion of people who knew someone
who took drugs exceeded one in five.  The most widely tried substance was the synthetic
amphetamine called yama, followed by “ecstasy” and “ice”.  There was a rise in the
number of youth who had tried “ecstasy” and “ice” since the baseline, where the use of
neither was reported.  This finding was consistent with the growth in popularity and
availability of these drugs in the region.

2.1.5. Attitudes and perceptions of substance use

With regard to “attitudes and perceptions of substance use”, the interviewers read six
statements (for instance, “smoking makes people admire you” and “drinking is a good
way to deal with problems”) and asked the respondents if they strongly disagreed,
disagreed, agreed or strongly agreed.  The number of boys who strongly disagreed
with all statements increased significantly from the baseline survey indicating that
the project interventions had helped to reinforce stronger disapproval towards substance
use for young men.  There were no differences over time for the girls, probably due to
very high levels of disapproval for substance use at the baseline.

2.1.6. HIV

Almost all participants knew about HIV (only seven respondents had not heard of it).
Overall, the number of young people who knew someone with HIV decreased over time,
probably representing the success Cambodia has had in fighting the epidemic.  Knowledge
about HIV improved from the baseline to the endline, with youth from Dang Tong improving
their HIV knowledge on all but one question.  However, some myths about HIV persisted.
Around 66 per cent of respondents thought having sex with a virgin could cure the
disease and 48 per cent thought pulling out the penis before orgasm would prevent
infection.

2.1.7. Sexual behaviour

The results comparing data on sexual behaviour from the baseline to the endline
were encouraging.  Since the baseline, males had become more likely to: (a) bring
up issues related to condoms/safe sex; (b) convince their partner to use condoms and
(c) refuse to have sex without a condom.  Unfortunately the proportion of males who
said they would never refuse to have sex without a condom rose significantly from
0.6 per cent to 12.4 per cent.  There were no significant differences for females in
attitudes towards condom use, perhaps a result of some very strong positive attitudes
at the baseline.

Figure 2.  Cambodia: Respondents who said they would bring up condoms/safe
sex in conversation, by gender, in the endline survey
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Notably, in the endline survey, 100 per cent of boys who had had sex with a sex worker
reported using a condom, but only 5.4 per cent had used a condom the last time
they had had sex with their spouses.  Around four out of five young people had used
a condom the last time they had had sex with their girlfriend/boyfriend.

2.2. China

The endline survey findings from China indicated positive impacts of providing young
people with life skills training and personal resources and building their confidence in
negotiating with their peers.  The results of the quantitative and qualitative surveys were
consistent.  The demographic information collected in the endline survey was similar to
that of the baseline survey, which made it possible to compare the data in relation to
attitude, perception and behaviour so as to evaluate the effectiveness of the project.

2.2.1. Assertiveness

Generally, not much difference was found
between the baseline and endline surveys
with regard to assertiveness.  However,
on certain points, such as starting
conversations with a stranger and giving
and receiving compliments without feeling
shy, the intervention group provided much
higher rates of positive response than
the control group.  There were also higher
numbers of young people who expressed
confidence in being able to negotiate
condom use and being definitive in
resisting drug use.  (For scenarios,
questions and answers on self-assurance
of safe sex, see box 1.)

2.2.2. Smoking

The prevalence of smoking among young people remained fairly consistent from the
baseline to the endline.  The rate of smoking increased by 20 per cent from the baseline
data, but the age of first trying to smoke was delayed significantly.  In the baseline,
51.4 per cent first reported having tried a cigarette between the age of 15 and 18 years
and 19.9 per cent first reported having tried a cigarette older than 18 years of age.
In contrast, in the endline, the two proportions were 43.3 per cent and 35.4 per cent,
thus more people delayed their time for first trying a cigarette.  The number of those
who smoked to relax increased considerably, at the same time, those who smoked to
socialize, to be fashionable and to appear mature decreased, also considerably (table 3).

Table 3.  China: Reasons for smoking, by survey

)772 = n( enildnE)856 = n( enilesaB:gnikoms rof snosaeR

6.469715.44392xaler oT
To reduce mental pressure 271 41.2 83 30.0

4.03486.83452ezilaicos oT

3.8329.32751elbanoihsaf eb oT

7.8424.61801erutam raeppa oT

To increase/keep self-confidence 14 2.1 6 2.2

7.027.111)yficeps esaelp( rehtO

China

12



An overview and discussion paper

2.2.3. Alcohol
In the endline survey only a few people had ever drunk alcohol, accounting for
15.7 per cent of participants, mostly males.  This outcome was similar to that of the
baseline survey and closely related to religious belief.

2.2.4. HIV
There was a great change in knowledge of HIV transmission routes and prevention
measures.  Table 4 below indicates the percentages of correct answers, and shows the
significant increase between the baseline and endline surveys.  At the same time, the
percentage of the community outreach programme as main channels to get HIV/AIDS
knowledge increased, indicating the impacts of the project in the community (table 5).

Table 4.  China: Percentage of correct responses regarding HIV/AIDS transmission
routes, by survey

)7001 = n( enildnE)2502 = n( enilesaBsecruos egdelwonK
Friends/peers/classmates 177 29.5 315 31.3

7.6768.995sevitaler/srebmem ylimaF
6.783887.3965noisiveleT
7.652754.05403oidaR

3702senizagam/srepapsweN 4.3 276 27.4
6.061166.65143retsoP

Community outreach programme 242 40.1 667 66.2
8.519511.0113rehcaeT
0.3033.241koobtxeT
9.097.101srehtO

Table 5.  China: HIV/AIDS knowledge sources, by survey

Transmission routes and prevention measures Baseline (n = 2052) Endline (n = 1008)
HIV cannot be transmitted through mosquito bites 1,009 49.2 894 88.7
HIV cannot be transmitted through touching people 1,297 63.2 871 86.4
infected with HIV
HIV can be transmitted from an HIV-infected mother to her 1,790 87.2 965 95.7
baby during pregnancy, delivery or through breast feeding
HIV can be transmitted through sexual intercourse without 1,500 73.1 959 95.1
using condom
HIV can not be transmitted through sharing the same 247 12.0 394 39.1
utensils used by an HIV-infected person
HIV can be transmitted through receiving blood from 1,929 94.0 992 98.4
an HIV-infected person
HIV can be transmitted through sharing the same needle 1,797 87.6 988 98.0
or syringe with an HIV-infected person
HIV transmission cannot be prevented through eating 933 45.5 760 75.4
nutritious food
HIV transmission cannot be prevented through doing 673 32.8 771 76.5
exercise regularly
HIV transmission can be prevented through correct 1,412 68.8 935 92.8
and consistent use of condoms whenever having sex
HIV transmission can be prevented through not sharing 1,763 85.9 939 93.2
needles/syringes with others
HIV transmission cannot be prevented through taking 597 29.1 585 58.0
herbal medicines after having sex
HIV transmission can be prevented through taking 471 23.0 603 59.8
antibiotics before and after having sex
HIV transmission cannot be prevented through washing 827 40.3 735 72.9
oneself thoroughly (particularly one’s private parts) after sex 13
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2.2.5. Sexual behaviour

Although the sexual experience of participating youth had not changed significantly,
compared to the results of the baseline survey, there was a significant reduction in those
reporting having multiple sexual partners in the endline survey.  The overall rate of
condom use did not change between the baseline and endline surveys, but the proportion
of condom use in the intervention group (17.5 per cent) was significantly higher than
that of the control group (11.2 per cent).  The endline survey also found more youth
(87.6 per cent) against premarital sex than the baseline survey (74.9 per cent).

A total of 94 per cent of the participants strongly disagreed or disagreed with
the notion that having many partners meant one was more popular and successful.
This perception changed significantly in the endline as compared to the baseline.
The proportion strongly disagreeing or disagreeing with the notion that having many
partners meant one was more popular and successful in the intervention group was
higher than that of the control group.

2.2.6. Leisure activities

In addition to the above, project
interventions influenced leisure
activities.  More respondents reported
involvement in physical exercise and
interactions with other members of
their youth group/club/association.  The
number of young people participating
in community and group activities,
rather than watching television or
staying at home, also increased
significantly.

Box 1.  China: Scenarios and answers to check self-assurance of safe sex
for female and male respondents in the endline survey

The scenarios below were read out to the survey respondents.  Answers are also
summarized.

Scenario for female respondents:

“You are in a low mood, and feeling a little bit lonely.  You meet a guy who makes you
feel really good about yourself.  He gives you lots of compliments and presents.  You feel
very close to him, after some intimate talking about your life. Then you begin kissing
and hugging each other.  At this point, he gives you signals that he would like to have sex
with you.”

“Bring up the issue of condoms or safe sex in a conversation in this situation”:
44.9 per cent of females in the survey were quite confident to do that, 22.2 per cent were
very confident; much higher than in the baseline; but there was no difference between
intervention and control groups.

“Convince him that the two of you should use a condom or have safe sex, even if he says
‘I hate that thing’”: 44.0 per cent of females in the survey were quite confident to do that,
much higher than in the baseline; 23.0 per cent were very confident, no obvious change
to the baseline and there was no difference between the intervention and control groups.

“Refuse to have sex if he insists on not using a condom or having safe sex”: 47.2 per cent
of females in the survey were quite confident to do that, 22.2 per cent were very confident,
much higher than that of baseline.

14
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Box 1.  (continued)

Scenario for male respondents:

“You are with a woman you just got to know.  You really enjoy being with her.  You’ve both
had several drinks, so you are feeling pretty good.  Then she gives you signals that she is
interested to have sex with you tonight”.

“Bring up the issue of condoms or safe sex in a conversation in this situation”:
25.3 per cent of males in the survey were quite confident to do that, 42.2 per cent were
very confident; much higher than in the baseline; but there was no difference between
the intervention and control groups.

“Convince her that the two of you should use a condom or have safe sex, even if she
says ‘I hate that thing’”: 22.6 per cent of males in the survey were quite confident to do
that, no difference to the baseline; 39.3 per cent were very confident, much higher than
the baseline; there was no difference between the intervention and control groups.

“Refuse to have sex if she insists on not using a condom or having safe sex”:
24.1 per cent of males in the survey were quite confident to do that, lower than the
baseline; 35.4 per cent were very confident, much higher than the baseline, the proportion
in the intervention group was also higher than that of the control group.

2.3. Philippines

The Philippines endline study took the form of a comparative analysis of OSYs across
three groups: (1) no intervention group which included OSYs who had not participated
in either the project interventions or in the follow-up programme; (2) low intervention
group which consisted of OSYs who had participated in the project trainings but not
in the follow-up activities and (3) high intervention group which referred to OSYs
who had participated in both the trainings and any follow-up activities.  This data
was supplemented by in-depth interviews with a subset of 20 youth and 4 focus group
discussions with youth and other stakeholders.

2.3.1. Assertiveness

In terms of assertiveness, the findings showed no difference among the three groups
as measured in the scale used in the survey.  In situations involving negotiating for
condom use in casual sex, about 6 in 10 reported they were either “confident” or “very
confident” they would refuse sex with a potential partner who did not want to use a
condom.  More female respondents than males, however, reported that they would refuse
to have sex under this situation.

2.3.2. Smoking

The findings of the survey indicated both a high level of exposure to smoking and a
clear gender differential.  At least two in three (68.9 per cent) OSYs had ever tried
smoking, with the males exhibiting a higher figure than the females (78.4 per cent vs.
55.4 per cent).  Differences were not as significant across type of intervention, although
those with no intervention registered the highest exposure level while the high intervention
group registered the lowest (table 6).

Initiation to smoking was mostly the result of peer pressure regardless of sex.  Curiosity
trailed behind as a secondary reason.  This was consistent with the finding showing
most of them pointing to their friends, peers and classmates as the most influential
persons contributing to their smoking.  Interestingly, it was the high intervention group
that had the lowest proportion who referred to peer pressure and the highest proportion
who tried smoking out of curiosity, although differentials were not significant (table 6).
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Table 6.  Philippines: Percentage distribution of Pasay City OSYs, by smoking
characteristics in the endline survey

Type of respondents Sex
Characteristics No inter- Low inter- High inter- Male Female Total

vention vention vention
Percentage ever smoked 70.1 68.2 67.4 78.4 55.4 68.9
(N of cases) (273) (195) (132) (352) (249) (600)
Mean age started smoking 15.6 15.6 15.7 15.5 15.9 15.6
(among those who ever tried)
(N of cases) (191) (132) (87) (273) (137) (410)
Among those who ever tried smoking
Percentage currently smoking

4.041.733.54ylralugeR 48.2 28.5 41.6
Not regularly/sometimes 27.1 36.4 24.7 32.6 23.4 29.5
Average number of sticks/day 6.1 4.3 5.0 5.3 5.4 5.3

Percentage not currently smoking 27.6 26.5 34.8 19.2 48.2 28.8
(N of cases) (192) (132) (89) (276) (137) (413)
Reason tried smoking

7.034.422.81ytisoiruC 22.0 24.6 22.9
6.254.151.357.741.157.55erusserp reeP

Influenced by family members 3.1 5.3 3.4 3.3 5.1 3.9
4.923.820.036.125.724.43eciohc lanosreP

Had a problem at that time 5.2 3.8 5.7 4.8 5.1 4.9
Others (e.g., Asked by father 8.3 10.7 12.5 10.6 8.7 10.0
or relative to light the stick)
(N of cases) (192) (131) (88) (273) (138) (411)
Influential person to R’s smoking

5.15.15.13.25.10.1sgnilbis/stneraP
5.15.15.11.10.06.2sevitaler rehtO

Friends/peers/classmates 71.7 72.7 70.5 69.0 77.4 71.8
0.525.325.22flesym/ydoboN 26.3 17.5 23.4

Others (e.g., Neighbours, 2.1 2.3 1.1 1.8 2.2 1.9
girlfriend, employer)
(N of cases) (191) (132) (88) (274) (137) (411)
Reason for smoking

1.336.93noitaxaler roF 24.7 38.2 26.5 34.3
Reduce mental pressure 6.8 4.6 3.4 5.5 5.1 5.4
To socialize/be fashionable/appear 21.4 20.8 13.5 16.0 26.5 19.5
mature/keep self confidence
To escape from problems 7.3 8.5 4.5 5.1 11.0 7.1
To experience smoking 24.0 23.8 25.8 20.0 33.1 24.3
Others (e.g., After eating, 44.3 53.1 62.9 56.4 40.4 51.1
improves digestion, pastime)
(N of cases) (192) (130) (89) (275) (136) (411)
Percentage who ever tried to stop
smoking (among those who ever tried) 77.0 81.1 78.2 74.5 87.1 78.6
(N of cases) (187) (132) (87) (274) (132) (406)
Reasons for wanting to quit smoking
(among those who tried to stop)

8.264.165.362.668.954.36snosaer htlaeH
3.324.522.226.712.526.42eciohc lanosreP

Boyfriend/girlfriend/family pressure 6.3 6.5 7.4 6.4 7.0 6.6
Others (e.g., Cannot afford, 5.6 8.4 8.8 7.9 6.1 7.3
bad breath, etc.)
(N of cases) (142) (107) (68) (203) (114) (317)
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2.3.3. Alcohol

Findings show that OSYs were more likely to venture into drinking alcohol than
smoking.  About 9 in 10 OSYs had ever tried alcoholic beverages with no apparent
differences across respondent type.  Gender differentials were significant, however,
with 93.5 per cent and 85.1 per cent prevalence for males and females, respectively.
As with smoking, peers had a dominant role to play in drinking, with most respondents
initiating drinking due to peer pressure.  Significantly more of the no intervention group
relative to those who received some intervention claimed personal choice as the
reason for which they tried drinking (22.4 per cent, 14.3 per cent and 13.3 per cent
for no, low and high intervention, respectively).  Significantly more females than males
tried drinking out of curiosity.

2.3.4. Drugs

When the respondents of the survey were asked if they had ever tried illegal drugs,
at least 12.6 per cent responded in the affirmative.  As with smoking and drinking,
a consistent gender difference was noted (17.3 per cent for males and 6 per cent
for females) with no significant variation across type of respondents.  Marijuana and
methamphetamine or shabu were the most commonly used drugs, with no significant
differences observed across gender and respondent type.  As well as with other
substances, friends, peers and classmates were dominant in influencing the respondents’
introduction to drugs.  A positive note is that those in the high intervention group exhibited
very positive behaviour, with 94.7 per cent claiming to have dropped the habit and
only 5.3 per cent currently using, albeit on a very irregular basis.

2.3.5. HIV

The survey findings also indicated a greater awareness of HIV transmission and prevention
among respondents of both intervention groups compared with the no intervention
control group.  However, misconceptions about prevention of HIV still prevailed even
among those exposed to the project interventions.  Among the misperceptions were
persistent beliefs that good nutrition, exercise, personal hygiene and taking antibiotics
could prevent HIV infection.

2.3.6. Sexual behaviour

The study findings indicated a high level of risky sexual behaviour.  Male respondents
also reported early initiation to sex, including sex with the same sex, commercial sex
and casual sex.  They also reported a higher number of sexual partners than the females.
Respondents acknowledged the influence of their peers for their initiation to these risky
behaviours.

What stood as significant across the intervention groups was the attitude and perceptions
towards sex.  Among those who had undergone project interventions on some level,
findings showed a significantly higher proportion who disagreed with the idea of
premarital sex (table 7).  This suggested that while the project interventions may
not have been able to bring about some observable behavioural change, they seemed
to have had some impact on OSY attitudes.
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Table 7.  Philippines: Percentage distribution of Pasay City OSYs, by attitude
towards sexual behaviour in the endline survey

Attitudes and perceptions
 Type of respondent Sex

towards sex No inter- Low inter- High inter- Male Female Total
vention vention vention

Attitude towards the statement:
Premarital sex is acceptable

Strongly disagree 10.9 14.4 11.5 10.0 15.3 12.2
846.73eergasiD .7 51.1 39.9 50.2 44.2

8.94.88.015.117.89.9erus toN
8.231.626.730.627.728.93eergA
0.10.07.10.05.08.1eerga ylgnortS

(N of cases) (274) (195) (131) (352) (248) (600)
Attitude towards the statement:
Having more partners means one
is popular or successful

Strongly disagree 21.2 16.9 18.2 13.6 26.9 19.1
275.17eergasiD .3 71.2 72.4 70.7 71.1

5.60.27.98.62.78.5erus toN
7.24.03.48.36.35.1eergA
______eerga ylgnortS

(N of cases) (273) (195) (132) (352) (248) (600)
How many of R’s friends does
he/she think have had sex
experience

1.76.016.42.68.70.7enoN
4.625.231.221.722.922.42wef A
5.214.318.114.210.311.21flah tuobA
6.935.030.641.141.932.93tsoM
5.410.315.512.319.016.71llA

(N of cases) (273) (192) (129) (348) (246) (594)
How many of R’s friends does he/she
think have had several sex partners

5.528.739.612.528.926.22enoN
4.433.537.335.138.733.33wef A
7.81.79.91.79.55.11flah tuobA
0.621.918.031.927.021.82tsoM
3.54.07.81.79.51.4llA
2.04.00.00.00.04.0sdneirf on sah R

(N of cases) (270) (188) (127) (344) (241) (585)
Percentage who think that R’s
family’s religious beliefs shape R’s
attitude towards sex 27.7 28.2 28.2 27.6 28.9 28.1
(N of cases) (274) (195) (132) (352) (249) (601)

The findings of the survey suggested that the project succeeded in improving the
knowledge of OSYs and in fostering more positive attitudes towards sexual and
reproductive health issues.  However, the impact of the project was less visible in
terms of the changes in risky sexual and non-sexual activities of OSYs.  This was quite
expected given the limited study time frame, which was not amenable to making
conclusions regarding the project impact on behavioural change.
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2.3.7. Project impacts

The survey noted that the most commonly recalled topic, among respondents, from the
life skills training was HIV, followed by drugs and sex.  The majority of those who
participated in the life skills training found it useful, applicable and worth sharing with
their friends.

2.4. Sri Lanka

The Sri Lanka endline survey identified three clusters of youth: (a) those exposed
to project interventions; (b) those exposed to life skills training outside the project
and (c) those youth not exposed to any training.  These clusters were further
disaggregated in terms of youth in risk behaviour (RBs) and those who were not
(NRBs).  The analysis then drew out patterns of impact that emerged from the qualitative
data of all three clusters.

2.4.1. Smoking, alcohol and drugs

In the case of the youth exposed to project interventions, a significant impact was recorded
where 36 per cent of RBs had reduced smoking, 38 per cent had reduced their use of
alcohol and 34 per cent had reduced use of drugs, while 3 per cent had stopped
using drugs altogether.  Life skills training had played a major role in all three clusters
with 36 per cent citing training for reduction in use of tobacco, 33 per cent, in use of
alcohol, and 31 per cent in use of drugs – the 3 per cent that stopped using drugs
attributed this solely to the training.  With reference to beneficial change in behaviour
practice, others shared the credit. Regarding smoking and alcohol use, family
(20-30 per cent), friends (25-40 per cent) and media (15 per cent) were significant, while
in terms of drug use, family (31 per cent) and school (15 per cent) played important
roles.  On the negative side, two thirds of the respondents had failed to act on knowledge
and information regarding the harmful effects of substance use on their health.

Among those with no exposure to project
interventions – only drug use was considered –
31 per cent of RBs had reduced use, while
1 per cent had stopped the habit.  Family was
cited by 42 per cent as the main agent of
change, and 22 per cent cited friends and
peers. Interviews showed that a few of these
young people had friends who had undergone
training and their advice had had an impact on
them.  This was so in the case of drugs and
alcohol use in particular.  Those who reduced
smoking cited friends but admitted that the
media and law enforcement strictures for public
smoking and alcohol use had provided an initial
foundation for the messages to find acceptance.

An unexpected outcome among trained youth was an admission to an increase in
substance use.  Among respondents exposed to project interventions, 26 per cent had
in fact increased smoking, 8 per cent had increased their use of alcohol and 10
per cent their use of drugs.  A prime factor in such increases – and perhaps influencing
those who had not reduced their substance use – was peer pressure (30-40 per cent).

It seems that the introduction of new types of chewing substances enabled youth to
take these preparations openly without fear of elders’ sanctions and threats of raids
by police, since they appeared harmless – but they were addictive.  Training appeared
to have influenced some youth to move more towards chewing substances rather
than into hard drugs.
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Box 2.  Sri Lanka: Needs of rehabilitation

In addition to the activities under the project, some youth pointed out the needs for
rehabilitation activities for addiction.  They admitted they were left with an urge to reform
but did not know how or where to go: “[F]or us who are addicted the trainers must have
separate programmes in rehabilitation or at least direct us to places that have such
programmes”; “We believe that our condition cannot be remedied in a short training course…
we know that rehabilitation is a long tedious process.  Some of us want that but that is not
given”; “We found the training interesting but the nature of the training did not hold out any
hope for us to get over our addiction, so we lost interest, attendance was irregular, went
when we felt like it”.  A 25-year-old male youth who spent 1000-2000 Sri Lanka rupees
a day on drugs said “I have soaked my system in drugs every day, I earn and spend
on these, this is my life.  But after the training I want very badly to give up – but how do
I do it?”

There were other youth whose responses were in a similar vein but their contention was
that the training did not address their environment: “[T]raining is good but we go back to
our friends who have been smoking drinking taking drugs together – we cannot suddenly
give them up”; “[T]his environment is steeped in substance use even our families – parents
are into it – so how can training change us”. An unmarried male youth who had gone
through the training had remained an addict, because he averred that intense social pressure
exerted by youth in the location and by dealers and pushers had to be contended with
and he had not been able to resist these forces.  He commented:

“…[E]arlier addicts were over 20-year-old youth but now they begin at 12 years.
They are lured by pushers cashing in on their curiosity to experiment.  Once
they get the taste they are hooked for life. The training programmes have shown
clearly the harm it does to our health.  We are still young and our entire life is
in ruins.  I am far too advanced to reverse my lifestyle but having learned of
the harm it does to the system make it a point to try to advise and persuade
young siblings and their friends to refrain from ever experimenting with danger.
This is my contribution to society”.

2.4.2. Attitudes and perceptions of substance use

The role of friends in increasing practices was reinforced when it was found that most
of those continuing in substance use had friends who were addicted; 90 per cent of the
RBs trained had such friends; compared with only 38 per cent of NRBs.  All RBs in the
“other” trained cluster had such friends; 96 per cent of “untrained” RBs had such friends,
compared with 37 per cent of NRBs.  Perceptions of substance use were positive among
a majority of untrained youth who emphasized the influence of friends who had training
and knowledge and had apparently been passing on the messages to receptive youth.
That some were indeed receptive was evident from informal discussions with trained
youth who were interacting with their friends in persuading them to change.  Untrained
youth attributed positive change to the advice of friends.

The way training influenced their perceptions of substance use was examined through a
collective index that differentiated between positive and negative perceptions.  The index
put together responses to such questions as “Substance use makes youth look cool”,
“… makes them popular” and “… is the best way to solve their problems”.  Considering
the positive responses – i.e., those who did not subscribe to these statements – among
the youth exposed to the project training, 98 per cent of NRBs were positive compared
to a lower 64 per cent among the RBs.  Among the untrained, 70 per cent of RBs
and 95 per cent of NRBs had positive perceptions.

The extent to which perceptions had changed were extracted from the in-depth interviews;
98 per cent of the NRBs had positive perceptions – they did not perceive substance
use as a way of solving problems, but only 64 per cent of RBs had positive perceptions.
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The older NRBs of both clusters had found their lifestyles had distanced them from
addicted friends.  These were also youth who had aspirations for their future.  Among
RBs there were conflicting responses.  Some trained youth were continuing in addiction
but admitted to an unsavoury image of addicts.  They nevertheless, succumbed to forces
that were drawing them despite their positive attitudes.  In these cases practice and
precepts were widely divergent.

The question arose then as to how the RBs and the NRBs who had such friends
resisted their influence.  Some RBs in the trained cluster admitted to an increased
awareness of the likely influence of such friends; they were distancing themselves from
them, although they did admit to difficulties in sustaining such practices in that
environment.  Their family background and their admission to the influence of religious
and social sanctions determining their behaviour were key factors.  The aspirations
they had for education or training for employment and a positive social life in the future
were some of the reasons given for their keeping away from addiction.  A sense of
determination played a significant role among the trained.

2.4.3. HIV

In terms of knowledge and information related to HIV infection among the youth
exposed to training, it was found that 87 per cent and 85 per cent of RBs and NRBs,
respectively, had correct knowledge of the links between sex and HIV.  Among the
other trained youth, 78 per cent of RBs were aware in contrast to 53 per cent of
NRBs.  Among the RBs who were not exposed to the training, 82 per cent indicated
correct knowledge; 70 per cent of the NRBs indicated correct knowledge.

Additionally, among the trained youth, 79 per cent of RBs and 98 per cent of NRBs
attributed their correct knowledge to the training they received.  For RBs, other actors
such as media, friends and school had also played a role in their improved knowledge.
However, some of the youth trained by other NGOs and some NRBs among the project-
trained group complained of the inadequacy of knowledge of HIV/AIDS despite their
exposure to training.

2.4.4. Sexual behaviour

In terms of sex-related activities, the analysis was based on selected issues in respect
of sexual activity of all three clusters of RB youth, and for NRBs the data elicited pertained
to their knowledge, perceptions and skills.  The youth cluster, which was exposed to
training had 15 per cent unmarried youth who were sexually active with one partner and
21 per cent of unmarried youth who had more than one and even more than three
partners.

Greater awareness of HIV did not always translate into improved behaviour.  This
observation was noted in 14 respondents who were exposed to training but were
not practising safe sex.  Among the sample of 185 selected RBs who were not
exposed to training, 32 reported they were not practising safe sex.

Another indicator of healthy practice was the course of action taken with regard to
symptoms of sexually-related diseases.  Six of the youth exposed to training reported
having such symptoms in the previous year.  Of this number, two respondents did not
take any action, two resorted to self-prescribed medication and two sought medical
attention.
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Box 3.  Sri Lanka: Reflections of a youth peer educator

I was invited to join the training workshop by a community leader in Malwatta area.  When
I joined I was a heavy smoker and was also drinking alcohol.  My mother and grandmother,
whom I was staying with, were worried about my habits and me.  I was frustrated with

my life.  But things changed for me after
I participated in the project activities.  From
the monthly meetings, I became aware of the
many consequences of taking drugs, alcohol
and smoking.  Soon after, I began sharing my
experience with my friends and wanted them
to join me in the meetings and discussions.
Initially, they not only refused but also insulted
me.  I persisted, however, and by repeatedly
convincing them I managed to bring them in
one by one. I feel happier with my life now;
I am glad that my family now does not worry
about me.  I’m also very happy because my
friends are now changed for the better as well.
We work together now to improve our living

conditions.  I feel that I am now much more educated on sex and sexual matters about
which they did not teach us at school.  I am happy that I am now in a position to help
others in my community, through what I learned.  In fact, I am now sought by other youths
in my community when they have problems, which they find difficult to find solutions for.
I feel a new sense of confidence and have also earned the respect of the elders in my
community.  I realized that I could also do something for the betterment of my fellow youth;
I feel a purpose in my life, which I had never had before.  I hope there will be a continuation
of these activities in the future so as to give the same opportunities to other youth as
I have had through this project.  These activities can reach people who are frustrated
with life, as I was; like me, they can come and spend their free time in a meaningful way
if we have a place where we can meet regularly.  This project is very important to bring
our people to contribute towards making my country a better place to live for all.

If not for the project I could not think where I would be today… maybe dead by getting
involved in violence, or in jail by trying to rob someone, or in hospital by the harms of
drugs/alcohol to my body.
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This section looks at good practices from the implementation of the project.  The practices
that worked in different and specific contexts and which could be adapted and
applied elsewhere as part of effective life skills approaches to encourage positive
youth health behaviour are reviewed.

3.1. Knowing the situation before designing interventions,
and ongoing monitoring and following up

As mentioned earlier, the baseline
surveys found highly variable levels
of awareness and basic knowledge
of health issues among young people
aged 15-24 in selected locations in
the four countries.  The findings were
deemed useful to design and
implement relevant and effective
project interventions.  The baseline
survey, in collecting data and
indicators at the beginning of the
project, was also helpful to measure
the impact of the project against the
endline survey conducted at the end
of the project.

Project partners also used regular
monitoring and evaluation to identify
progress and improve interventions.  In all project sites, coaching and monitoring meetings
among life skills trainers/field supervisors, team leaders and the country partners were
held at least on a monthly basis to identify and address issues and challenges in the
field.  These meetings also proved useful in the preparation of progress reports and the
regular updating of the project status.

Importantly, some project sites implemented additional training for peer educators following
the evaluation meetings. Most significant for the development of peer educators’ knowledge
and skills was the personalized coaching that followed the training in project locations.
Coaching always took place in the communities so the youth outreach educators could
immediately see how to apply knowledge to their actions, explain topics in a friendly way
and practise in the presence of an experienced trainer.

Cambodia: Research for the endline survey
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3.2. Undertaking community-based interventions

Undertaking interventions through commu-
nities was found to be critical.  The selection
of a venue was important, as the places
where the interventions were executed
determined the success achieved.  All the
country partners focused their activities in
community centres of sorts and the local
religious centres.  Organizing community
activities such as exhibitions, which allowed
for the creativity of participating youth to be
displayed, was found to have many benefits.
It promoted the skills and talents of the
youth within the community and served as
an incentive to continue with the programme
and encourage other youth to join in.

In China, for example, the Centre for STI/
AIDS Prevention and Control of Xinjiang
CDC established Community Youth Life Skills

Training Bases at project sites in Yining and Kashgar Cities.  Existing facilities in the
communities were utilized to set up drop-in centres where books, newspapers and
magazines related to agricultural science and safe sex were provided.  Sports facilities,
such as for basketball and football, were also made available.  These centres provided
an environment to further conduct various community activities.

In addition, the CDC with the local Youth Leagues organized indoor group activities
to integrate training with workshops for reading and/or making simple arts and crafts.
Various sports activities, such as football, basketball and dancing competitions, were
organized in communities regularly; information, education and communication materials
were distributed during
outdoor activities to attract
more community youth to
participate. Meanwhile,
religious leaders were asked
to talk about life skills in
mosques and communities.
As a result of community-
based activities, participants
indicated that various
kinds of activities had
provided them with more
options, especially for young
women who had had more
opportunities to participate.
Parents of participants
showed strong support for
their children to participate
in these activities.  Parents
believed that their children
could not only receive life skills training, but also learn vocational skills.  The openness
of these activities appeared to reduce parents’ concerns for their children, providing them
with structured learning opportunities.  Additionally, participation in these activities
encouraged many other young people in the community to volunteer their services.
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As in the other project locations, in the Philippines,
community-based life skills networks encouraged
partnerships with stake-holders from different
sectors. Government agencies, FBOs, youth
organizations and private sector partners contributed
to the implementation of the programme from
providing technical assistance to actual participation
in trainings.  FBOs, being located in the community,
offered the use of their facilities for activities,
including livelihood skills training, orientation
meetings and follow-up meetings.

Similar community support to project interventions
was witnessed in Cambodia and Sri Lanka. In
Cambodia the project activities were conducted in
the villagers’ homes, public schools and community
compounds. The selected places were easy to
access, very comfortable and encouraging for young
people, especially people living with HIV and drug
users.  They were comfortable with the community environment and support, which lent
to easy participation in activities. Peer educators, with the support of the project
team, also paid regular visits to families with persons living with HIV in the community.
This contributed to increased understanding and acceptance.

In Sri Lanka, community
leaders played an active
role in project intervention
activities, which enabled
ownership of the programme.
Most of the activities were
initiated and organized by
the youth themselves and
the project team played
the role of consultant and
provider of part of the funds
needed.  Organizing activi-
ties such as shramadanas
(volunteer community service
programmes), alms-giving,
and Wesak lantern com-

petitions for the benefit of the community through the peer educators provided the
youth with a prominent place and the opportunity to practise leadership and
communication skills.  Organizing sports events such as cricket matches where the
youth themselves decided to prohibit an otherwise common feature at such events –
alcohol and smoking – sent a powerful message to the community.  Alcohol, hitherto
a standard feature, was no longer welcome, and the youth realized that it was not
a necessary ingredient to enjoyment since the day was full of fun.
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3.3. Engaging youth through peer-to-peer approaches

Peer education is a strategy
to provide information
through peer educators or
peer leaders – young
people who have been
trained and thus have
greater knowledge on the
topics which they are
then charged with passing
on to others like them.
This strategy was used
in all four countries and
proved especially effective.
Through the training,
participants received the
necessary capacity-building
required to deal with and
influence their peers.  It was
common during the trainings
to find the participation increasing, with the trainees bringing along friends from the
community after promoting the programme among them.

The programmes, however, varied
considerably in each country by the
type and amount of training provided
to the peer educators, the methods
they were expected to use, and the
extent of the responsibilities, support
and supervision given to them.  Peer
education proved especially useful for
reaching youth who were stigmatized –
those outsiders: (a) were unlikely
to understand and (b) might view
judgmentally.

The peer-to-peer approach used in
all four countries allowed young people
to be more inclined to discuss sexual
behaviour and other sensitive subjects
with their peers than with parents or
other adults.  The peer trainings also

provided the participants an opportunity and forum to discuss their concerns, fears
and doubts regarding substance abuse, sexual practices and other matters, which
were normally not talked about for various reasons including social stigma.  Further, the
training provided the participants an opportunity to have an external view and assess
the negative influences and practices youth are exposed to, things which previously
they considered “normal”.
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Reports from the field indicated
that focusing these conversations
on reducing risks could empower
youth to protect themselves.  It was
noted also that while young people
often had considerable energy and
enthusiasm for peer education,
effectiveness depended upon careful
training, support, materials, monitoring
and feedback mechanisms.  Targeted
peer education was also adopted
successfully to raise awareness and
disseminate information among hard-
to-reach or marginalized youth.
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Box 4.  Cambodia: Phrases for positive perspectives

The Cambodia project team stressed the following three points during the follow-up trainings
with peer educators, which were conducted on a monthly basis:

“Keep Smiling”, to make people around you happy.  When the peer educator feels
happy and smiles, others will be happy and react in a friendly manner.  Therefore,
peer educators have to express their happy feelings to encourage others.

“Open Heart”, to take advantage of new opportunities that present themselves.
People are often reluctant to accept the opinions and advice of others and the
opportunities they imply.

“Value of Life”, to understand and teach others to stop and stay away from risky
health behaviour, such as substance abuse and unsafe sex.

China

Philippines
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3.4. Linking interventions to other initiatives
and the larger social environment

The project interventions
that showed positive results
did so because they were
linked to other initiatives
to provide an enabling
environment.  While the
project was focused on
enabling young people to
increase control over and
to improve their health,
by strengthening the skills
of individuals, there were
also actions directed
towards changing social,
environmental and economic
conditions so as to alleviate
their impact on public and
individual health.

In the Philippines, a two-pronged approach in implementing the project proved especially
effective.  On the one hand, behavioural interventions were designed and implemented

of HIV infection and drug use.  On the other hand, “structural” interventions were initiated
to address broader societal issues that served as either risk or protective factors affecting
vulnerability to risky behaviour such as poverty, dysfunctional family, roles of the church
and the educational system.  Concretely, the Pasay component of the project initiated
the Pasay H.O.P.E.S. programme, which was characterized by:
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• H – HIV prevention measures such
as life skills trainings, peer
educators training and health
referrals among OSYs with
STIs;

• O – Outsourcing livelihood skills;

• P – Placement of jobs or gainful
employment;

• E – Education through alternative
learning systems; and

• S – Sports, arts and culture
development.

Philippines: Rowing class

Philippines
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In Cambodia, active participation and
cooperation were sought from all stakeholders
throughout the project implementation process.
The project established a strong structure
mobilized from the national level to the
grassroots level, which involved officials from
the Ministry of Education, Youth and Sports,
the Youth Department, provincial level officials,
district level officials as well as commune level
representatives.  This network of collaboration
demonstrated a sense of commitment, which
strongly encouraged project activities to be
sustained and monitored for its effectiveness.

In China, the project team engaged local
government leadership and enforcement
agencies to actively support the project
communities.  This resulted in life skills training
for youth being included into the medium- and long-term plan of HIV prevention and
control of Yining and Kashgar Cities. Additionally, the project was recommended to
the China-Australia Xinjiang HIV and AIDS Prevention and Care Project (XJHAPAC)
and Global Fund Four Office in Xinjiang as a model for replication.  Based on this,
XJHAPAC supported the Kashgar Prefecture Youth League Programme with a budget
of 500,000 RMB to conduct life skills training for community young people in three
counties of Kashgar Prefecture.  In 2008, the Global Fund Four Project cooperated
with Yining City Youth League and Hami City Radio Station to conduct life skills
training in other communities in Yining City and Hami City.  Subsequently, the Global
Fund Four AIDS Prevention Project invested 740,000 RMB to extend the successful
model in 18 cities of Xinjiang.

In Sri Lanka, the project
served as a catalyst to
motivate the communities to
approach local authorities
regarding certain issues
they faced, such as the
allocation of land and
construction of a community
centre.  Project stakeholders
also lobbied local authorities
to address the problems of
illicit alcohol and hard drugs
production and distribution
activities.

Importantly, in all project locations, partners complemented life skills training with
livelihood skills training.  Livelihood skills related to income generation and included
technical/vocational skills, job-seeking skills (such as interviewing), business management
skills, entrepreneurial skills and skills to manage money.  Such trainings were appreciated
both by participating youth and their parents because they gave youth an opportunity
to learn a new skill which could also at later stages be developed into self-employment.
To this end, joint activities were organized with the private sector as well as Government
ministries/agencies dealing with improving vocational skills and increasing work
opportunities.
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Project partners also engaged
religious authorities and
FBOs and communities in
Cambodia, China, Philippines
and Sri Lanka in the efforts to
promote positive youth health
behaviour.  Muslim, Buddhist
and Christian community
leaders not only welcomed
activities directed at prevention
of HIV and drug use but lent
their support, shared their
resources and pledged their
commitment to the project
activities.  However, certain
cautions might be necessary,
as some participants pointed
out that the fear of being
forced to convert to another faith made them reluctant to participate in the activities
at the venues of FBOs.

3.5. Developing sustainability of interventions

Going by the project reports, it appeared
that, in the long run, the project
interventions stood a good chance of
becoming sustainable.  All partners
committed themselves to ongoing efforts
to establish, improve and continue the
life skills programme by way of integrating
them into their regular operations.

Perhaps the most poignant example of a
sustainable follow-up was the case of
Cambodia where the project interventions
directly led to ongoing national efforts
towards formulating a National Youth
Policy for the country.  In the course
of the project implementation, the local
project partner – the Youth Department
of the Ministry of Education, Youth and
Sports sought technical assistance

from ESCAP to formulate the National Youth Policy for Cambodia, which drew on
the lessons from the project to inform a youth health policy within the framework of
the National Youth Policy.

Linking the project with existing programmes of Government agencies as well as
NGOs was an effective way of enhancing the chances that the project would be
sustained after the external funding support had stopped.  This was certainly true of all
project locations – in the Philippines the project was linked to a self-help job placement
project; in Sri Lanka the project was tied to the national counterpart organization’s
existing development programmes; in China the project was linked to the larger youth
programmes of the communities funded by the Global Fund and in Cambodia the
project was linked to the national authorities mandated to address the problems of
HIV, AIDS, STIs and drugs.

Philippines: Barista training
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3.6. Engaging parents, local authorities and
community leaders

Engaging parents, local authorities and
community leaders played a significant
role in reaching out to more youth and
making the interventions sustainable.
The orientation programmes, at the
beginning of the project, gave the
project teams an opportunity to achieve
congruence with local authorities
as well as to seek the understanding
and the support from the parents of
the youth.

Generally, parents welcomed the
opportunities offered by the project to
get their children involved in some
useful activities where they would
spend their time productively, rather than their time being spent idling or involved in some
harmful activity.  Parents were found to be concerned about the increasing trend of youth
getting involved in substance abuse.  Due to various reasons, including cultural constraints,
parents felt powerless to deal with substance abuse or broach the topic of STIs or the
external influences the children faced in the community.  At the same time, parents were
fearful to bring up  the subjects for discussion or to find remedies because they felt that
their environment was under the control of the very elements they wanted to control.

 

China: Iman from the community
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In the case of Sri Lanka, it was found that very few females attended the training
of trainers and the peer educator training.  This could be attributed to cultural
aspects where female children are guarded more closely by the community than
male children.  The parents and the community did not like very much the idea of the
youth of the two sexes mixing.  This gender prejudice was clearly demonstrated by
the parents when they allowed their daughters to attend the sewing class where the
participants, including the instructor, were female.  Thus, the project team especially
organized orientations targeting mothers to seek the understanding and the support
of their activities.

Sri Lanka: Mothers from the community
participating in an activity

Sri Lanka
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The project demonstrated that life skills education using the peer-to-peer approach is
an effective tool to promote positive youth health behaviour.  Moreover, there were
important lessons from the implementation of the project activities.  This section
summarizes the main lessons learned.

4.1. Life skills approach is ideal for education
on sensitive issues

The project stakeholders, in their evaluations, recognized that the life skills approach,
with its emphasis on communication and decision-making, can be applied to many
subjects.  It can be especially appropriate in the sensitive arena of sexual and reproductive
health in the context of HIV and drug use threats to youth health.  In this regard, the
following topics can be included in trainings:

• Concept of holistic health

• Nutrition

• Personal hygiene

• Understanding the reproductive system

• Sexuality and safe, informed sexual behaviour

• Benefits of postponing early marriage and pregnancy

• Having children by choice and not chance: contraceptive methods (including
emergency contraception)

• Prevention and treatment of HIV and other STIs

• Care and support for people living with HIV

• Addressing sexual harassment and violence

• Avoiding maternal morbidity and mortality

• Substance abuse

Further, peer education has become one
of the most common approaches to
addressing adolescent sexual and
reproductive health in recent years.  It is
based on the premise that young people
are more inclined to discuss sexual
behaviour and other sensitive subjects
with their peers than with parents or other
adults.  Formalizing and focusing these
conversations on reducing risks can
empower youth to protect themselves.

Philippines
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Finally, an important lesson learned
is that, while information about HIV
and drug abuse is useful to young
people, information alone is not
enough to overcome the risk of HIV
infection or the dangers of drugs.
Young people need to gain certain
life skills which allow them to lead
a healthy life.  Training in life skills
usually involves participatory ways
of learning, such as using games.
These trainings can contribute to
modifying behaviour, not just to
giving knowledge.

4.2. Life skills approach should be participatory
and youth-focused

The best way to change attitudes and to attract
more youth to participate is to enable them to be
involved in the detailed implementation of projects.
Activities should be arranged in seasons and
time periods which allow more young people time
to be involved.  In fact, the life skills approach should
be participatory, allowing inputs from various
stakeholders, though the focus should always be
on youth.  Leadership mobilization for key persons
in the community and youth leaders is of critical
importance.  Moreover, parents should be invited
to participate in the activities at the beginning of
projects to get the support from families.
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Collaboration between multiple
stakeholders is essential to
ensure integration of life skills
training into other activities
occurring with young people
in the community as the
target.  In this regard, high-
level advocacy and coordina-
tion can integrate life skills
training and activities into
other social programmes,
like the prevention of HIV,
to share resources and
experiences and to maintain
the sustainability of projects.
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Creating a community-based life skills network
requires partnerships from different sectors.
Governments have strength in promoting,
advocating and initiating programmes, but
sustaining and continuously influencing
young people requires a need to partner
with institutions that are present in the
community, examples of which are FBOs
and youth organizations.  The experiences
of China, Philippines and Sri Lanka show
that FBOs and youth organizations helped
in implementing the project from technical
assistance to actual trainings. FBOs are
located in the community and offer their
facilities as venues for life skills training,
livelihood training, orientation meetings and
follow-up meetings. They also provide the
young people with follow-up through values
formation seminars.

4.3. Life skills training should include monitoring
and evaluation, supervision and coaching
as essential components

While young people often
have considerable energy
and enthusiasm for peer
education, the effectiveness
of interventions depends
on careful training, support,
materials, monitoring and
feedback mechanisms.
In this regard, there should
be clear criteria developed
to enable a choice of
facilitators for peer educa-
tion.  At the same time,
training should be prompt
and lasting and supervision
should be systematic and
detailed. For example, some
facilitators may not accept
certain responsibilities, the

quality of peer education may not be ensured due to a lack of basic knowledge and
skills, and poor quality information dissemination may not meet the requirements
of targeted groups.  Additional and ongoing support is necessary for facilitators and
peer educators to enable them to develop and use skills.

Regular supervision and inspection at different levels should be conducted during
implementation of projects to identify and manage problems in a timely manner.  Working
approaches should be flexible so that plans can be modified any time to solve
practical problems.  Supervision concerning certain activities should be carried out
in communities to motivate community members to work voluntarily and actively.
This can help them to work more independently and build their capacity.
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4.4. Life skills training should be mainstreamed

Additionally, the project
evaluations recognized that
life skills training for positive
youth health behaviour
should be included within the
wider mainstream education
curriculum.  There is a need
to advocate for and support
age-appropriate, gender-
sensitive education that helps
young people understand
the issues related to the
health aspects of their
development.  When young
people are equipped with
accurate and relevant
information and education,
and when they have
developed skills in decision-
making and communication and have access to counselling and services that are
non-judgmental and affordable, they are better able to:

• Take advantage of educational and other opportunities that will affect their
lifelong well-being;• Avoid risky health behaviour and situations;• Protect themselves against sexually transmitted diseases including HIV; and• Improve their reproductive and sexual health, self-esteem and social
participation.

Life skills training in communities, schools, religious centres and work places should be
also included as a part of a range of activities which promote the health of young people.
These should include broader issues such as provision of health services, policy on
health, nutrition, hygiene and sanitation, teaching and learning and a focus on using
the aforementioned places to promote health within the wider community.

4.5. Life skills training should reach the disadvantaged
and marginalized

Within the target communities themselves,
it was found that exposure to the project
was higher in urban areas than in rural
ones.  For example, in Cambodia, the
youth in the urban areas were twice as
likely to attend a project meeting as
those in the more rural areas.  In the
future, youth in more isolated rural areas
would benefit more from life skills training
and education.  This group would also be
more likely to show change because
of the exposure to project interventions.
In rural and semi-urban communities,
young people have very few places to
meet.  Where communities identified
and established “youth friendly” venues,
the access to information and activities
improved, as did the numbers of young
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people who frequented these venues.  Expansion should also involve widening of
geographic coverage to include underserved locations in order to intensify the impact
of projects as a whole.

It was also observed that the project should expand its coverage to cater not only to
OSYs but to involve other disadvantaged sectors of the young population, such as street
children, sex workers or those already in the criminal justice system.  Greater efforts,
therefore, to target activities at these more needy youth would pay dividends in the future.

Targeted peer education can also raise awareness and disseminate information
among hard-to-reach or marginalized populations.  It has been used effectively, for
instance, to reach out to young sex workers, ethnic minorities, street youth and
other groups of young people who are not in the classroom.
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4.6. Life skills training should be sustained

As a long-term strategy, the project invested a lot of scarce resources in building
community-based life skills training networks which were found to be of value for
the communities and for the disadvantaged youth.  However, the question remains
of how to sustain the process initiated by the project.

Considering the nature of societies in which risky behaviour has been entrenched, early
signs of impact appeared encouraging.  The trainers themselves averred that training
and interaction with peer change agents needed to adopt a process of persistent
interaction with youth through long-term programmes.  Such a process would prevent
affected young people reverting to old habits and more importantly provide a bulwark
against new adoptions of risk practices by youth who are “clean”.  Skill training and
empowerment of youth to resist these forces should, therefore, be a continuing
programme.

It was noted that certain shortcomings of the training emerged.  One was the
incapability of having an impact on addiction, a significant need of young people,
although not directly related to the project goal; the other was the lack of skills
imparted to follow precept with practice.  Admittedly, these are hard-core practices and
attitudes that require sustained programmes over a long  period.  More time is needed
to establish the practices of the learned skills.  A minimum of five years seems to be
needed to establish and start a life skills programme to work with adolescents in
their close environment.
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This section looks at some principles for a model approach for the development of
community-based life skills training networks.  The principles are based on the lessons
learned and good practices of the project as it was implemented in the four project
locations over the course of the four years of implementation.  Based on the project
findings, there are three key elements of life skills programmes, all of which need to be
translated into the local context to determine specific skills and content focus:

(a) Developing life skills applied to issues relevant to young people’s developmental
tasks and social context;

(b) Combining life skills development trainings with informational content to address
the social and developmental tasks relevant to the youth; and

(c) Adapting programming that contributes to the development of life skills, including
peer-to-peer approaches and interactive learning processes.

In terms of the formulation and implementation of interventions, the following points need
to be ensured:

(a) Making interventions based on sound evidence with monitoring and evaluation
as critical components;

(b) Contextualizing interventions that meet local needs;

(c) Selecting trainers based on their ability to influence youth, taking into
consideration the local situation of the target population;

(d) Conducting trainings of trainers that facilitate the application of participative
methodologies and discussion of sensitive issues;

(e) Making interventions with clear advocacy strategies to increase the understanding
and support of policymakers; and

(f) Ensuring sustainability.

5.1. Developing life skills applied to issues relevant to
young people’s developmental tasks and social context

Broadly defined, a life skills approach, as applied in
the project, develops skills in youth, aiming both to
build the needed competencies for human
development and to adopt positive behaviours that
enable them to deal effectively with the challenges
of everyday life.  Effective project interventions
apply skills to issues relevant to young people’s
developmental tasks and social context, such as
developing a sexual identity, understanding peer
pressure or managing emotions.  This was shown,
in the project implementation, to have a positive
impact on youth behaviour.  Project interventions that
address these specific skill areas showed their
effectiveness in promoting desirable behaviours,
such as sociability, improved communication,
effective decision-making and conflict resolution,
and preventing negative or high-risk behaviours, such as use of tobacco, alcohol and
other drugs, unsafe sex and violence.  The results of the project evaluations found
that life skills development can delay the onset of drug/tobacco/alcohol use, prevent
high-risk sexual behaviours and promote positive social adjustment.

Cambodia
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In the area of substance abuse,
prevention programmes focused
on assertiveness training and
communication strategies for
refusal and negotiation, com-
bined with problem-solving and
decision-making skills and
relaxation techniques.  In the
area of preventing high-risk
sexual behaviours, interventions
combined knowledge-based
education with social skills
training, including teaching
negotiation skills and refusal
skills, to produce changes in
contraceptive behaviour of young
people.  Problems associated
with adolescent sexual activity
(low contraception use, STIs and
teenage pregnancy) were related
to deficits in communication skills,
assertion skills and problem-solving skills.

Skills for coping with emotions through learning self-management and controlling stress
(often incorporating social problem-solving skills) are a critical dimension of most life skills
programmes. Social competency programmes and substance abuse prevention
programmes also acknowledge their importance.  Cognitive-relaxation coping skills target
emotional and physiological arousal, and focus on increasing skills for emotional control.
Relaxation techniques are taught to help young people calm down, so that they
are better able to think about and deal effectively with frustration and provocation.
Managing anxiety is another important emotional coping skill.

Emotional coping skills also
include strengthening an
internal locus of control or a
belief in personal control
and responsibility for one’s
life, and in a generalized
expectation that one’s
actions will be reinforced.
Aspects of this include:
learning to delay gratification
of short-term rewards, to
put forth personal efforts in
the service of actualizing
goals and to seek help in
times of distress.  While
patterns of thinking are an
important determinant of a
locus of control, motivation
is important for setting goals

and initiating tasks, and perseverance regarding the task. Programmes that
effectively develop these skill sets (social, cognitive and emotional coping skills)
in adolescents can have a powerful impact on development, providing young people
with the competencies needed for growth.
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5.2. Combining life skills development trainings
with informational content to address the social
and developmental tasks relevant to the youth

Skills acquisition alone is not enough.  It needs
to be combined with informational content
addressing the social and developmental tasks
relevant to this stage in life.  Effective life skills
programmes should include a normative content
and teach young people how to apply skills to
specific behaviours.  Accurate and developmentally
appropriate content of relevance to young people
(for example, sexuality, substance use, nutrition
and fitness or interpersonal conflict) provides
a context for learning skills. Skills are not
automatically and consistently applied to every
problem or social task encountered.  Rather,
to produce a meaningful effect on development
or behaviour, young people need to practise
and apply learned skills to specific, relevant
social tasks.

5.3. Adapting programming that contributes to the
development of life skills, including peer-to-peer
approaches and interactive learning processes

Another important lesson from the
implementation of the project
and therefore a recommended
methodology for developing skills
is a critical aspect of effective
programming.  Not only is a life skills
approach made more effective by
using interactive teaching methods,
skills are learned through interaction,
role playing, open discussions, small
group activities and other techniques
that are an integral part of the
approach.

Familiarizing young people with
communication, negotiation and problem
solving skills is an important prevention
strategy.  In addition, retention of
behaviours can be enhanced by
rehearsal.
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The methods for skills acquisition involve cooperative learning, peer support, continual
opportunities for rehearsal, accurate feedback and constructive criticism and modelling
of skills by other peers and adults.  Some of the methods of skills acquisition, as practised
in the project and which proved effective, include:

• Role playing

• Situation analysis

• Small group work

• Debates

• One-on-one rehearsals

• Decision mapping or problem trees

• Literature content analysis

• Relaxation and trust-building exercises
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Peer-to-peer approaches are another powerful methodology to maximize the impacts
of life skills trainings.  The project interventions capitalized on the power of peers
to influence social norms and individual behaviours.  By working cooperatively with
peers to promote positive social behaviour, the normative peer structure was changed
to support health behaviour, and may also have increased the attachment of high-risk
peers to these social norms.  Peer groups can be formed naturally and, in such
group situations, young people can experiment safely with newly acquired skills in an
atmosphere of positive peer support, as attested to in the project case studies.
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5.4. Effectively formulating and implementing
the interventions

5.4.1. Making interventions based on sound evidence with
monitoring and evaluation as critical components

Moving ahead an agenda of life skills
programmes in the Asia-Pacific region
requires advocating for approaches based
on sound evidence.  At the heart of
implementation is a planning process that
begins with assessment.  What outcomes
does a country or community want to achieve?
What assets and resources should be used?
Ensuring a fit among the programme to be
used, the interests and needs of providers
and young people, local conditions and
resources is essential.  A good model should
provide a tool to guide programme planners
through a relatively efficient process of
considering all these issues to produce a
customized conceptual framework relevant
to specific national or local issues.  At the same time, it is critical to ensure that the
outcomes of the assessments are translated into action.

Evaluating the effectiveness
of a life skills programme
requires a clear programme
design. This is crucial, as
the project demonstrated.
What is the overall purpose
of the programme and what
are the measurable goals?
What are the expected
outcomes in terms of
improvement in skills, changes
in behaviour or changes in
attitude and/or beliefs in
the target adolescents?  What
changes could be expected
in the programme environment
or programme provider?

Although developing measurable indicators often lags behind advances in programme
design, existing life skills initiatives provide guidance on how to capture impact.

Process components measure the extent to which programmes actually reach the
intended audience, and how programmes are implemented.  Two important dimensions
are coverage and quality.  Extent of provider training, fidelity to the programme design,
and programme duration are just some of the components of implementation
that may affect intervention outcomes. Measuring the extent to which programme
implementation is the same in all programme sites is a key to comparing effectiveness.
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The outcome indicators selected for programmes depend on the desired programme goals.
Life skills programmes generally analyse changes in skill levels, attitudes and beliefs, as
well as changes in behavioural outcomes.  These can be both self-assessed and assessed
by programme providers and parents.  In the health arena for youth, as the project
demonstrated rightly, the following are often the critical skills measured: assertiveness,
refusal skills, extent of locus of control, decision-making and problem-solving.

Depending on the desired behavioural outcomes, programmes can measure substance
use, changes in sexual behaviour, decisions made about smoking and condom use.
Substance abuse prevention programmes often apply objective measures of alcohol or
tobacco use, such as breathalyzers, and violence prevention often looks at numbers
of conflicts, or whether conflicts result in violence.

Changes in attitudes and knowledge are another component of evaluation plans.  In the
area of health promotion, a number of self-reporting measures assess the attitudes
and knowledge of young people about health behaviour.

Since life skills programmes tend to be comprehensive in scope, it is important to
acknowledge proposed effects beyond changes in individual behaviours, attitudes or
skills.  Changes in social norms or norms among peers, changes in programme
providers, and changes in connection to community, family, parent or school are all
potential effects and should be measured.

The project also raised some key implementation issues and challenges: which should
be monitered:

• Policies on the youth, including what they state, whether and how they are
enforced;

• Conditions, concerns and interests of programme providers;

• Cooperation across programmes and sectors;

• Programme sustainability and expansion; and

• Need for more accurate indicators and evaluation.
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5.4.2. Contextualizing interventions that meet local needs

Importantly, a focus on individual skill
development is a powerful methodology for
promoting youth health, but it must be placed
within a wider local context.  For example, without
adequate and appropriate information, education
and communication materials, the ability to spread
the use of a life skills approach is very limited.
In many programmes, materials available tend to
be in English, and are often not relevant to the
needs of many countries in the region.  Materials
should be adapted to local needs, as in the
project, but necessary adaptation and revision is
made more difficult when health patterns and
issues in the local context vary considerably.
Developing life skills modules for training
programme providers and working directly with
young people are the most costly aspects of
programme development. Even when programme
providers decide to use a specific model, as
happened in the project, they often find it difficult
to adapt to their population and setting.  Materials
reproduction is an ongoing challenge.

5.4.3. Selecting trainers based on their ability
to influence youth, taking into consideration
the local situation of the target population

Based on the project
evaluations, implementers
need to be aware of the
potential challenges they
face using the life skills
approach.  Life skills pro-
gramme providers require
a blend of professional
and personal qualities.
Some individuals bring
these to the job and others
must be trained to acquire
them.  Who can teach life
skills effectively?

Usually life skills pro-
grammes are offered by
social workers, counsellors,
teachers and psychologists

or other health-care providers.  In the project, however, the providers were a mix of
professional personnel and youth peer educators trained for the purpose.  Professionals,
teachers, community leaders and parents can play a critical role as project leaders.
Nevertheless, many adults need to unlearn authoritarian approaches in order to learn to
become effective programme providers.

Peer leaders have been found to play a critical role in social influence approaches
to behaviour change, given that they are generally credible and accessible role models.
At the same time, young people are usually more comfortable discussing sensitive
matters, including substance abuse and sexual activities, with their peers.  An
added benefit of using peer leaders is that the young leader often also benefits from
the position as a role model and programme provider (see box 3).
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Parents are in a unique position to affect the behaviour of their children.  Indeed, young
people largely develop skills such as communication, problem-solving and critical thinking
through modelling at home.  In this regard, it is important to consider training parents
on how to enhance their own skills, thereby improving the social and emotional
learning, problem-solving and communication skills of their children.  At least, efforts
to seek their understanding of the nature of trainings, for example an orientation
targeting parents, should be made.

What is clear is that all of these types of possible providers have the potential to possess
the characteristics of an effective life skills programme provider.  The interactive teaching
methods required by life skills programmes point towards choosing providers with the
following characteristics:

• Competence in group process; someone who can enhance interaction and
simultaneously focus and direct a group;

• Ability to act as a guide as opposed to being dominating;

• Respect for the young person and his or her freedom of choice and individual
self-determination; and

• Personality traits that include warmth, supportiveness and enthusiasm.

Given the challenging methods posed by a life skills-based approach, ensuring adequate
training for programme providers can be a key factor in programme effectiveness.

5.4.4. Conducting trainings of trainers that facilitate the
application of participative methodologies and
discussion of sensitive issues

Training adults in active teaching
methodologies can be difficult; but it is
essential.  Some teachers are uncomfortable
with participative methodologies, but with
practise, they began to overcome their
reluctance.  In many ways, training of life
skills programmes mirrors the teaching
principles of the programmes they are trained
to implement.  Provider training should
incorporate active teaching methodologies
that include what is known about adult
learning styles.  The trainer models the
activities (e.g., open discussion, role plays
and cooperative group work), and the
participants require extensive opportunities
for practising those methods.  Combined with
feedback, this model mimics the skills
development process discussed earlier for
young people.  Informational content should

include an analysis of the adults’ perceptions of adolescence, their own stereotypes and
myths and clarification of their own values around issues relevant to young people.

Another issue concerns the programme providers’ level of comfort addressing sensitive
issues and questions that young people raise.  Hygiene, sexual health, dating, friendships
and difficult decisions about the future are topics that a life skills programme provider
needs to be prepared to discuss – either by answering questions or knowing where to
go for more information.  This requires training in content about adolescent sexuality,
stages of development, body image and resources available in the community.
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The specifics of training vary widely in terms of design, length, content and methodology.
Consideration of the following is important, as results from the project confirmed:

• A multiphase approach to trainers’ development is important, including continued
training, follow-up and personal coaching sessions;

• Approaches to training should fit the level of the skills of providers;

• Active participation of providers in making decisions about programme adoption
is important;

• In terms of the length of programme training, flexibility is required but this
should not compromise the need for ongoing training; and

• Pairing experienced life skills programme providers with new trainees is an
effective strategy for training.

5.4.5. Making interventions with clear advocacy strategies to
increase the understanding and support of policymakers

Advocacy strategies are crucial to ensure
an enabling environment for life skills
development for youth.  Many of the project
reports indicated that senior level
policymakers, at the national and local
levels, recognized the importance and
supported the cause of life skills
development for positive health behaviour.
Unfortunately, with a few exceptions, there
was no connection between this reporting
and the public policy agenda.  As such, it is
important to generate debates about the
importance of prevention and skill building
for young people.  There is a need to
address them with the chief technocrats
and bureaucrats and have these issues
feature prominently on the public agenda.
The media is also important in this regard.

Most countries in the region do have policy and legislation to support health promotion
programmes in general as well as youth health promotion.  Typically, they take the
form of requirements for schools to address prevention of substance abuse or health
education in general.  Policies also exist in many countries of the region to make
adolescent health a priority.  However, Government ministries in many countries have
not operationalized these policies, citing a lack of materials and guides for teaching
prevention, or training health personnel to use promotion strategies.  Typically, no budget
line items exist to fill these needs.  At the local level, government representatives report
uneven support from school authorities and health directors.  However, some of
programme implementers of the project noted that support for the life skills approach
grew as school authorities began to see the impact of the programme on teachers,
students and the environment in the school.
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5.4.6. Ensuring sustainability

Programme sustainability and expansion of a life skills initiative is a crucial issue.  The
scarcity of resources is a constant cause of pressure for most programmes, and
programme provider training is rarely ongoing.  Programmes endure when providers
receive a continuum of training, such as pre-training assessment, face-to-face skill building
and follow-up mentoring and coaching.  The project interventions in this analysis were
relatively new, so they were just beginning to develop mechanisms for follow-up.

Funding is often secured for only the first few phases of curriculum development, facilitator
training or pilot-testing.  As in many new educational and health initiatives, sustaining
resources for long-term implementation is a challenge.  Institutionalization of the initiatives
at the local level, with leadership from a local organization, is a priority.  The quality of
planning for the many phases of programme implementation often determines whether
a programme will be sustainable over the long-term.  Furthermore, programme successes
are strongly influenced by clear vision which reflects the needs and the local conditions
of young people and commitment of all relevant stakeholders.
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Questionnaire

Date:

Serial No. of the interviewer

Name of the village

Name of the town

Name of the interviewer

Supervisor

Data entry operator

Good morning/good afternoon/good evening.  My name is ________________________________

Thank you for taking your time to talk to me.

This study is to gather information about young people. Your participation in this survey is extremely
important and completely voluntary.  Your name will not be recorded.  We will keep your answers
confidential and only for research purposes.  It is important that you participate, however you are
free to stop the interview at any point of time.  The interview will take about __________ minutes.

Section 1.  General information

pikSedoCsrewsna dna snoitseuQ.oN

101. Gender
1elameF
2elaM

102. Age __________

103. Ethnicity
1__________
2__________

Other (please specify)

104. Languages spoken
1__________
2__________

Other (please specify)

105. Which religion do you believe in
1malsI
2msihdduB
3ytinaitsirhC
4)yficeps esaelp( rehtO
5enoN

106. Education (highest grade attained
at the time of the interview)

1loohcs dednetta reveN
Attended at least 3 years of primary school 2

3noitacude yramirp detelpmoC
Attended about 3 years of secondary school 4

5noitacude yradnoces detelpmoC
6egelloc detelpmoC
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Section 1. (continued)

pikSedoCsrewsna dna snoitseuQ.oN

107. At present, you are:
1loohcs nI

2 noitces ot oG2loohcs fo tuO

108. What do you do for a living?
1boj raluger a evah I
2sboj ddo evah I

I stay at home to help with housework 3
4gnihton od dna dnuora gnah I
5)yficeps esaelp( rehtO

109. What do you do with the money you earn?
1stnerap ym ot ti fo lla eviG
2dna ylimaf ym ot ti fo trap eviG

spend the rest for personal consumption
Spend all of it for my own consumption 3

4)yficeps esaelp( rehtO

110. Have you ever been outside of your
village/town/city for work?

1seY
211Q ot oG2oN

111. In the past 12 months, how long have you
stayed away from your home/village?

1htnom 1 naht sseL
2shtnom 3-1
3shtnom 6-4
4shtnom 6 naht eroM

112. What’s your current marital or relationship status?
1elgniS
2rentrap a htiw gniviL
3deirram eb ot degagnE
4deirraM
5detarapeS
6decroviD

113. Where do you live now?
1emoh ’stneraP
2emoh s’evitaler rehtO
3tnemtrapa/esuoh nwo yM
4tnemtrapa/esuoh detneR
5moor detneR
6mrod egelloC
7)yficeps esaelp( rehtO

114. How long has this been your living
arrangement? __________ (in months or years)

115. Do you have any children?
1seY

2 noitces ot oG2oN

116. How many children do you have __________
No. of daughter(s) [age (1) _____, (2) _____ ]
No. of son (s) [age (1) _____, (2) _____ ]
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Section 2.  Substance use

pikSedoCsrewsna dna snoitseuQ.oN
201. Have you ever smoked a cigarette?

1seY
602Q ot oG2oN

202. How old were you when you first tried smoking a cigarette?
101 ega woleB
241-01 sega neewteB
381-51 sega neewteB
481 ega evobA

203. Who influenced you most to start smoking?
1rehtaf yM
2rehtom yM
3sgnilbis yM
4sevitaler yM
5setamssalc/sreep/sdneirf yM
6)yficeps esaelp( rehtO

204. During the past 7 days, about how many
packs of cigarettes have you smoked?

1lla ta enoN
2taht naht ssel ro kcap 1
3yad rep kcap 1 naht sseL
4yad rep kcap 1
5yad rep kcap 1 naht eroM

205. Why do you smoke?
(You can give more than one answer)

1xaler oT
2erusserp latnem ecuder oT
3ezilaicos oT
4elbanoihsaf eb oT
5erutam raeppa oT
6ecnedifnoc-fles peek/esaercni oT
7)yficeps esaelp( rehtO

206. Do you drink alcohol?
1yad yreve knird I ,seY
2keew a semit lareves ,seY
3htnom a semit lareves ,seY
4raey a semit wef a ,seY
5snoisacco laiceps no ylnO

(for example, festivals/celebrations)
902Q ot oG6reven ,oN

207. Why do you drink alcohol?
(You can give more than one answer)

1xaler oT
2erusserp latnem ecuder oT
3ezilaicos oT
4ecnedifnoc-fles peek/esaercni oT
5)yficeps esaelp( rehtO

208. How often do you get drunk?
1knird I revenehw ,syawlA
2semit eht fo flaH
3yllanoisaccO
4reveN

209. Have you ever taken illicit drugs?
1seY

3 noitces ot oG2oN
210. Which drug do you take most?

1nioreH
2muipO
3anaujiraM
4enimatehpmA
5)”eci“( enimatehpmateM
6)yficeps esaelp( rehtO

(use local terms for various drugs)
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Section 2. (continued)

pikSedoCsrewsna dna snoitseuQ.oN

211. How often do you take drugs?
1yad a ecnO
2yad a ecno naht eroM
3keew a semit lareveS
4keew a ecnO
5htnom a ecnO
6htnom a ecno naht sseL
7)yficeps esaelp( rehtO

212. How do you take drugs?
(You can give more than one answer)

1gnitcejnI
2gnikomS
3gnitsegnI
4gnilahnI
5)yficeps esaelp( rehtO

213. Who influenced you most to start using drugs?
1ylimaf yM

My friends/peers/classmates/acquaintance 2
3regnartS
4)yficeps esaelp( rehtO

214. Why do you take drugs?
(You can give more than one answer)

1xaler oT
2erusserp latnem ecuder oT
3ezilaicos oT
4wol gnileef morf feiler teg oT
5)yficeps esaelp( rehtO

215. Do you share needles and syringes with
any other drug users?

1seY
2oN

216. Have you had any of the following problems
from smoking, alcohol or using drugs?
(You can give more than one answer)

1)srehto ro/dna fles( yrujnI
Emotional/behavioural problems for which 2

you needed help
School (failing grades/trouble with teachers, 3

discontinuing school)
4)sdneirf fo ssol( spihsdneirF

Breaking up with a boyfriend/girlfriend, 5
or spouse (if married)

6)krow gniunitnocsid( kroW
7)ecilop eht yb pu dekcip teg( lageL
8)stnerap htiw sthgif( ylimaF
9ecneloiV
01htlaeh gninesroW
11)yficeps esaelp( rehtO

217. Whom did you discuss these problems with?
1elcnu/tnua/rehtom/rehtaF
2nisuoc/retsis/rehtorB
3setamssalc/sreep/sdneirF
4dneirflrig/dneirfyoB
5efiw/dnabsuH
6redael suoigileR
7rekrow htlaeH
8rekrow ytinummoC
9rekrow htuoY
01rehcaeT
11)yficeps esaelp( rehtO
21eno oN
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Section 3.  Attitude and perceptions related to substance use

Strongly Neither StronglyPlease indicate how much you
disagree Disagree agree or Agree agreeNo. agree or disagree with the disagree

following statements
1 2 3 4 5

301. Smoking makes you look cool 1 2 3 4 5

302. Drinking is a good way of dealing 1 2 3 4 5
with your problems

303. Those who smoke cigarettes 1 2 3 4 5
or drink alcohol have lots of friends

304. Taking drugs makes you look cool 1 2 3 4 5

305. Taking drugs is a good way 1 2 3 4 5
of dealing with your problems

About how many of your None A few About Most All
No. friends do you think

half

1 2 3 4 5

306. Smoke cigarettes 1 2 3 4 5

307. Drink a lot 1 2 3 4 5

308. Use drugs 1 2 3 4 5

(For those who are not currently smoking cigarettes, drinking or using drugs, ask questions
309-313)

If someone asked you to Definitely Probably Not Probably Definitely

smoke, drink or use drugs, would would sure
would would

No.
how likely would you

not not

1 2 3 4 5

309. Tell them “no” or “no, thanks” 1 2 3 4 5

310. Tell them not now 1 2 3 4 5

311. Change the subject 1 2 3 4 5

312. Make up an excuse and leave 1 2 3 4 5

313. Tell them you don’t want to do it 1 2 3 4 5
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Section 4.  Sexual behaviour

pikSedoCsrewsna dna snoitseuQ.oN

401. Have you ever had sex?  (“Sex” here refers to
penetrative sex, either vaginal or anal.  Please probe
to make sure the respondent understands this.)

1seY
5 noitces ot oG2oN

402. (For unmarried girls) Have you ever been pregnant?
1seY
2oN

403. In the last 12 months, how many sex partners
did you have sex with?

1enoN
2nosrep enO
3elpoep owT
4elpoep eerhT
5elpoep eerht naht eroM

404. Your last 3 sex partners include
(circle all responses given):

1,esuopS
2rentrap ni-eviL
3dneirflrig/dneirfyoB
4ecnatniauqcA
5regnartS
6rekrow xes laicremmoC

405. In your last sexual experience, was condom(s) used?
1seY

804Q ot oG2oN

406. Was condom(s) used each time you had
sex in the last year?

1seY
2oN

407. What were the reasons for your using a condom?
1ycnangerp tneverp oT

To prevent sexually transmitted infections 2
3)yficeps esaelp( rehtO

408. Is it easy to get condoms in your area?
1seY
2oN

409. In the past 12 months, did you have the following
symptoms (circle all responses given):

1egrahcsid latineG
2noitaniru no niap gninruB
3seros/sreclu latineG
4aera latineg eht ni gnillewS
5gnihctI
6)yficeps esaelp( rehtO

5 noitces ot oG7evoba eht fo enoN

410. What did you do when you had the above symptoms?
1cinilc/latipsoh cilbup a ot tneW
2cinilc etavirp a ot tneW
3relaeh lanoitidart a ot tneW

Bought medicine from a pharmacy for self-treatment 4
5)yficeps esaelp( rehtO
6ti tuoba gnihton diD

411. Are you cured?
1seY
2oN
3erus toN
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Section 5.  Attitude and perceptions related to sex and condom use

Please indicate how much you Strongly Dis- Not Agree Strongly
No. agree or disagree with the disagree agree sure agree

following statements 1 2 3 4 5

501. Premarital sex is acceptable 1 2 3 4 5

502. Having many partners means
one’s popular and successful 1 2 3 4 5

About how many of None A few About Most AllNo. your friends do you think half
1 2 3 4 5

503. Have had sex 1 2 3 4 5

504. Have had several sex partners 1 2 3 4 5

Please read out the following scenario to female and male respondents respectively.  Explain the
following before you read out the scenario:

“Now, I am going to describe a situation to you, and ask you some questions. Please try to
imagine yourself in this situation, even if it is likely you’ve never experienced such situation before”.

Scenario for female respondent:

You are in a low mood, and feeling a little bit lonely these days.  You meet a guy who makes
you feel really good about yourself.  He gives you lots of compliments and presents.  You feel
very close to him, after some intimate talking about your life.  Then you begin kissing and hugging
each other.  At this point, he gives you signals that he would like to have sex with you.

Not Not so Quite Very
No. How confident are you that  confident confident confident confidentlla tadluoc uoy

1 2 3 4

505. Bring up the issue of condoms or safe 1 2 3 4
sex in a conversation in this situation

506. Convince him that the two of you 1 2 3 4
should use a condom or have safe sex,
even if he says, “I hate that thing”.

507. Refuse to have sex if he insists on not 1 2 3 4
using a condom or having safe sex

Scenario for male respondent:

You are with a woman you just got to know.  You really enjoy being with her.  You’ve both had
several drinks, so you are feeling pretty good.  Then she gives you signals that she is interested
to have sex with you tonight.

Not Not so Quite Very
No. How confident are  confident confident confident confidentlla tadluoc uoy taht uoy

1 2 3 4

505. Bring up the issue of condoms or safe 1 2 3 4
sex in a conversation in this situation

506. Convince her that the two of you 1 2 3 4
should use a condom or have safe sex,
even if she says, “I hate that thing”.

507. Refuse to have sex if she insists on not 1 2 3 4
using a condom or not having safe sex
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Section 6.  Assertiveness

How likely would you be Definitely Probably Not Probably Definitely
No. to do the following things  would would sure would not would not

1 2 3 4 5
601. Tell people your opinion, even if you 1 2 3 4 5

know they will not agree with you
602. Start a conversation with someone 1 2 3 4 5

you don’t know well
603. Give and receive compliments 1 2 3 4 5

without feeling shy
604. Ask someone for a favour 1 2 3 4 5
605. Ask people to give back things 1 2 3 4 5

that they have borrowed, if they
forget to give them back to you

Section 7.  Knowledge on HIV/AIDS

pikSedoCsrewsna dna snoitseuQ.oN
701. Have you heard about HIV/AIDS

1seY
8 noitces ot oG2oN

702. How did you learn about HIV/AIDS?
(You can give more than one answer)

1setamssalc/sreep/sdneirF
2sevitaler/srebmem ylimaF
3VT
4oidaR
5senizagam/srepapsweN
6retsoP
7emmargorp hcaertuo ytinummoC

Teacher (the teacher talked about HIV/AIDS in class) 8
Textbook (information on HIV/AIDS appeared in the 9

textbook, but the teacher didn’t explain it in class)
01)yficeps esaelp( rehtO

703. Do you know anyone infected with HIV/AIDS?
1seY
2oN

704. Do you know where to do an HIV test?
Yes (please name at least one place) __________ 1

2oN
705. Have you ever had an HIV test?

1seY
807Q ot oG2oN

706. What’s the result of your HIV test?
1evitisoP
2evitageN
3wonk t’noD

Do you agree HIV can be transmitted Agree Not sure DisagreeNo. 321snaem gniwollof eht hguorht
321setib otiuqsoM.707
321VIH htiw detcefni elpoep gnihcuoT.807

709. From HIV-infected mother to her baby 1 2 3
during pregnancy, delivery or through
breast feeding

710. Sexual intercourse without using condom 1 2 3
321htiw slisnetu emas eht gnirahS.117

an HIV-infected person
712. Receiving blood from an HIV-infected person 1 2 3
713. Sharing the same needle or syringe 1 2 3

with an HIV-infected person
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No. Do you agree HIV transmission can be Agree Not sure Disagree
prevented through the following means 1 2 3

321doof suoitirtun taE.417

321ylraluger esicrexe oD.517

321fo esu tnetsisnoc dna tcerroC.617
condoms whenever having sex

717. Do not share needles/syringes with others 1 2 3

321xes evah ton oD.817

719. Take herbal medicines after having sex 1 2 3

321retfa dna erofeb scitoibitna ekaT.027
having sex

321ylhguoroht fleseno hsaW.127
(particularly one’s private parts) after sex

No. Do you agree with the following Agree Not sure Disagree
321stnemetats detaler-VIH

722. People who have been infected with HIV 1 2 3
quickly show serious signs of being infected

723. There is a vaccine that can stop adults 1 2 3
from getting HIV

724. A woman cannot get HIV if she has sex 1 2 3
during her period

725. A person can get HIV from oral sex 1 2 3

726. Coughing and sneezing do not spread HIV 1 2 3

Section 8.  Leisure time activities

pikSedoCsrewsna dna snoitseuQ.oN

801. What do you often do in your leisure time?
(You can give more than one answer)

1ekoarak ot oG
2sdneirf htiw knird dna taE
3semag llab yalP
4)sdrac ,ssehc ,.g.e( semag yalP
5tahc dna sdneirf htiw pu teeM
6rehtegot ecnad dna gniS
7VT hctaW
8)yficeps esaelp( rehtO

802. Do you exercise (physical exercise)?
1seY

408Q ot oG2oN

803. How often do you exercise in a week?
1ecnO
2semit 3-2
3semit 5-4
4yadyreve tsomlA

804. Why do you not exercise?
1emit oN
2seitilicaf oN
3tseretni oN

No friends to join in the exercise/games 4
5)yficeps esaelp( rehtO
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Section 9.  Social/Community Involvement

pikSedoCsrewsna dna snoitseuQ.oN
901. At present are you a member of any youth group,

club or association?
1seY
2oN

902. Has the youth group/club/association helped
you in any way?

1seY
2oN

903. Do you feel comfortable talking about sex with
other members of your youth group/club/association?

1seY
2oN

904. Do you attend a mosque, church, temple, or participate
in other religious events/services regularly?

1seY
2oN

905. Does your family’s cultural/religious beliefs
shape your own attitude concerning sex?

Yes (please explain) _______________ 1
2oN

Section 10.  Skill Development

pikSedoCsrewsna dna snoitseuQ.oN
1001. Are there institutes which provide training course/s

in your area to develop your livelihood skills?
1seY
2oN

1002. Have you participated in any of the training course/s?
(You can give more than one answer)

1hsilgnE
2retupmoC
3gniweS
4yrnosaM
5yrtnepraC
6naicirtcelE
7)yficeps esaelp( rehtO

1003. Why did you not participate in the training course/s?
(You can give more than one answer)

1yenom oN
2emit oN
3tseretni oN

No friends to join in the training course 4
5lufpleh toN
6aera ym ni elbaliava toN
7)yficeps esaelp( rehtO

Special Notes/Observation by the Interviewer
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Annex II

Examples of information, education and
communication materials from four countries
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Cambodia: Game on various risks

Cambodia: Posters
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China: Information brochures in Mandarin and Uyghur

China: Information brochures
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Philippines: Information material

Philippines: Information material
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Sri Lanka: ESCAP tool kit translated

Sri Lanka: PosterSri Lanka: Poster
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