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and where students have not attained basic learning levels. There is growing evidence
that many schools in developing countries fail to meet minimum learning standards,
producing primary school graduates without basic reading and numeracy skills
(NRC/IOM 2005; World Bank 2006). Furthermore, the persistence of gender bias,
particularly among teachers in terms of sexual double standards and of attitudes toward
the capabilities of boys and girls, further undermines the effectiveness of many school-
based adolescent sexual and reproductive health programs.

Health-related programs in schools

Some school systems provide basic preventive or curative health services to
students. These include school meal programs (which are increasingly common),
inoculation programs, de-worming programs, and, in some cases, basic health care (e.qg.,
in Egypt, where a nurse or doctor is assigned to each school). Meanwhile, hygiene in
many schools is well below minimum standards owing to lack of running water and
inadequate and unsanitary toilet facilities (e.g., Mensch and Lloyd 1998 for evidence
from Kenya).

The provision of sexual and reproductive health services within the school,
however, is undocumented and likely to be very rare, given parental and community
sensitivities. In certain instances, school-based adolescent and sexual health programs
have arrangements with local health facilities to visit the school and to encourage
students to attend their facilities. In one program in rural Tanzania, a sexual and
reproductive health curriculum was taught to students in the last three years of primary
school. As part of the program, once or twice a year teachers took the students to a local
health facility to familiarize them with the services available and to allow them to see
condom demonstrations, which were not allowed in the classroom (Plummer et al. 2007).
The formation of health clubs within schools can also bring health services into closer
proximity to the school, but the direct benefits for adolescent reproductive health have
not been measured (Duflo et al. 2006).

Much more typical of school-based health investments is the provision of
information on sexual and reproductive health as part of a life skills, family life
education, or AIDS prevention curriculum. It is rare, however, that the learning acquired
from these courses is graded or examined or that teachers are trained to teach the material
or rewarded according to the quality of their work. Evaluations of various programs that
have attempted to overcome some of these barriers through special teacher training or
through in-school lectures by outside experts have shown some effects on knowledge and
attitudes but rarely effects on self-reported behavior or biological outcomes such as HIV
status (NRC/IOM 2005; Gallant and Maticka-Tyndale 2004; Speizer, Magnani, and
Colvin 2003).

A recently completed and carefully documented and implemented randomized
school-based adolescent sexual health intervention in rural Tanzania found positive
effects on knowledge, attitudes, and self-reported sexual behaviors but did not find
effects on HIV rates after three years (Ross et al. 2007). Indeed, this study has raised
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questions about the efficacy of such programs in poor rural settings. In an evaluation of
the intervention in Tanzania, the authors speculated about whether the program’s low
measured impact might be partially due to difficulties in its implementation, given
constraints within the school and the community. They concluded: “When introducing an
intervention into a context in which both implementers and participants have very limited
educational levels and resources, basic standards of teaching and information must first
be established before more complex and interactive work can be done” (Plummer et al.
2007: 510). This evaluation revealed that while students gained better understanding of
adolescent reproductive health issues than their peers in comparison schools, this
understanding did not result in changed behavior or even in greater perceived self-
efficacy in implementing lessons learned.

One problem with all of these school-based programs may be that messages
primarily emphasize abstinence and do not help adolescents distinguish between more
and less risky behaviors. An interesting experiment in Kenya in a set of randomly
selected schools found that the provision of information to girls that HIV prevalence is
higher among adult men than among teenage boys led to a 65 percent decrease in the
incidence of pregnancies with adult partners relative to the comparison group after one
year (Dupas 2006). Information was provided to primary school students in grade 8 by a
trained officer from a local NGO rather than by a teacher. By contrast, the provision of
special training to teachers in the Kenyan government’s basic HIV/AIDS education
curriculum, which emphasizes abstinence as the only risk-avoidance strategy, had no
impact on pregnancy rates and little impact on other outcomes such as students’
knowledge and attitudes over the same period of time (Duflo et al. 2006).

Education policies with health benefits

In the most general way, any investment in improving school access or quality in
settings where learning outcomes remain poor is likely to have beneficial effects on
adolescents’ sexual and reproductive health for all the reasons discussed above. Improved
academic performance is associated with delayed sexual initiation and a reduced
likelihood of pregnancy. For example, in a three-armed randomized trial of alternative
school-based HIV/AIDS intervention strategies in western Kenya—including (1) training
teachers in the Kenyan government’s HIV/AIDS education curriculum, (2) encouraging
students to debate the role of condoms and write essays about how to protect themselves,
and (3) reducing the cost of education through the distribution of free uniforms—the
most effective intervention in reducing teen marriage and childbearing was a program to
subsidize the cost of schools through the provision of school uniforms for girls in
Standards 6-8, thus encouraging school attendance during the teen years and reducing
incentives for early dropout and childbearing (Duflo et al. 2006). The intervention
designed to support the further education of girls through lowering the cost of school
attendance was more effective in eliciting positive health behaviors than either of the
alternative interventions designed to affect health behaviors more directly by improving
the quality of sexual and reproductive health education.
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The acquisition of basic literacy and numeracy in primary school is a critical
building block for the development of healthy behaviors during adolescence and
adulthood. Results from a longitudinal study of adolescents in Cape Town, South Africa
(Marteleto et al. 2006) show that the higher the level of literacy and numeracy scores, the
more likely an adolescent will be to delay sexual initiation. The acquisition of basic
learning skills by a certain age depends not only on the quality of the school but also on
the age at which a child begins school. Policies to encourage students to start school on
time are likely to reap multiple benefits for adolescent reproductive health, given the
importance of peer influences, particularly for girls, and the difficulties of presenting
sensitive material to age-diverse classrooms.

CONCLUSIONS AND IMPLICATIONS

Boys and qgirls, particularly when they become adolescents, represent a
challenging client population for both schools and health service providers. They become
even more challenging as clients if they reach adolescence without the requisite literacy,
language, and critical thinking skills to negotiate this complex stage of their lives. It is at
this point that they are expected to assume increasing responsibility for their own health,
through the proper assessment of risk and the adoption of a healthy lifestyle. Without an
adequate educational foundation, many of the school-based sexual and reproductive
health programs designed for adolescents are bound to fail. Thus, basic school quality at
the primary level becomes a necessary building block for the achievement of good health
during adolescence and beyond, both for those who end their formal education in primary
school and for those who continue to secondary school or beyond.

School quality varies both across and within countries. In some poor countries,
primary schools are systematically failing in their principal task of teaching children
basic literacy and numeracy. In most settings, the quality of schools varies, with some
schools being excellent, many being adequate, and some failing completely. Typically,
the population groups that suffer the greatest ill health are the same groups that lack
access to quality schools. For these reasons, the design of adolescent health policies will
depend on careful analysis of the circumstances and needs of specific adolescent sub-
populations, including an assessment of the learning environment and the demographic
make-up of the classroom. Adolescents with the greatest health needs are those who are
most disadvantaged educationally. For these young people, improvements in basic school
quality may themselves be the most promising and cost-effective intervention for
adolescent reproductive health.

To the extent that health agencies continue to invest in school-based adolescent
reproductive health programs in settings where school quality is sub-par, further
innovation is essential, as is impact evaluation. Results to date have been disappointing.
For example, community-based adolescent reproductive health programs may confer
more benefits than school-based interventions because they do not rely on the same
teachers who are already overstretched in the classroom. Furthermore, alternative
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groupings of children, taking into account both age and grade distinctions, are possible
outside the structure imposed by the formal and grade-based classroom.

Indeed, it would be informative to compare alternative program approaches using
randomization across settings with similar levels of school quality—for example, the
provision of teacher incentives for improved learning outcomes, versus the provision of a
community-based and age-graded reproductive health program, or the provision of
school-based information about the health consequences of alternative sexual risk
strategies.

NOTES

1 We do not know precisely the percent of 10-14-year-olds who were attending
school 20 years ago because we do not have data on current enrollment but only
ever enrollment. Some members of the older cohort might have attended school
but dropped out before reaching age 10.

2 These data are typically based on the response to a question about whether a child
resident in the household was attending school at any time during the current
academic year. In some surveys, however, the question was posed slightly
differently. In surveys conducted in Bangladesh, Coéte d’Ivoire, Gabon,
Guatemala, India, Indonesia, Niger, South Africa, Togo, Turkey, and Vietnam,
the household respondent was asked whether each resident child was “currently
attending.”

3 The analysis of 11 school-based interventions includes four in primary schools.
However, two of the programs in primary schools took place in Standard 8; most
school systems end the primary cycle at grade 6.

4 This figure is based on data collected from reproductive-aged women. Countries
that conducted surveys with ever-married women only were excluded.

5 Rates are age standardized by giving single-year-of-age rates equal weight.
Sample sizes for 15-, 16-, and 17-year-olds are sufficiently large to permit
calculation of individual rates.

6 For this comparison, the calculated percentages are not standardized by individual
ages because the numbers are too small, but contraceptive use is less strongly
associated with age than with first sex.
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Figure 1 Changes over 20 years in the percent of boys and girls who ever
attended school
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Figure 2 Percent of 15-year-old boys and girls currently enrolled
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Figure 3 Distribution of current grade attended by 15-year-old girls enrolled in
school by country and region

Percentage enrolled at each grade level

Source: Tabulations from DHS
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Figure 4 Gender gap in percent of students (aged 15) behind grade for age
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Figure 5 Distribution of age of female students enrolled in grade 6 by country
and region
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Figure 6 Percentage of 15-17-year-old unmarried girls who have had sex, by

enrollment status
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Table 1 Percent of 15-17-year-old girls using a modern method of contraception among those
who report ever having had sex, by region, country, and school status.

Percent using contraception

Ratio
Region/country Survey year In school Out of school Out: In school
Africa
South Africa 1998 71.1 63.4 0.9
Burkina Faso 2003 68.2 41.1 0.6
Cameroon 2004 66.1 50.8 0.8
Namibia 2000 65.1 69.8 11
Gabon 2000 59.1 45.6 0.8
Lesotho 2004 54.0 41.2 0.8
Mozambique 2003 53.7 31.1 0.6
Congo 2005 51.1 50.1 1.0
Uganda 2000-01 47.9 47.4 1.0
Togo 1998 44.3 26.6 0.6
Ghana 2003 40.6 40.4 1.0
Mali 2001 35.3 7.6 0.2
Guinea 2005 33.9 16.9 05
Nigeria 2003 33.2 19.2 0.6
Benin 2001 28.3 7.8 0.3
Zambia 2001-02 24.6 22.3 0.9
Malawi 2004 214 14.1 0.7
Madagascar 2003-04 12.0 9.3 0.8
Tanzania 2004 10.5 20.5 2.0
Kenya 2003 9.9 25.3 2.6
Rwanda 2005 3.6 11.3 3.1
Latin
America/Caribbean
Colombia 2005 78.9 72.3 0.9
Honduras 2005 52.9 42.1 0.8
Bolivia 2003 33.8 12.8 04
Haiti 2005 33.1 19.5 0.6
Peru 2000 24.1 25.8 11

Source: Tabulations from DHS data
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