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EXECUTIVE SUMMARY

Young people represent the
world of tomorrow. They are the
future actors on the political,
social and economic stage, and
account for approximately 20
percent of the world’s population
(Blum and Nelson-Mmari, 2004).
The majority of these adolescents = T
live in developing countries, with ||
a continuously increasing
number residing in cities, where
unique challenges and
opportunities exist for pursuing healthy, fulfilled lives. Although young people share some
similarities in their development and transition from adolescence to adulthood, the place
where they live can have a significant impact on their lives.

While urban areas may have more infrastructure and services than rural areas, being
geographically surrounded by such resources does not guarantee access to them,
particularly for poor and marginalized young people. The social and cultural context
surrounding young people growing up in urban areas is also different, in both positive and
negative ways. Consequently, health behaviors and outcomes are affected.

Given that adolescence is a critical period in life, during which behaviors are formed that
can impact on current and future health (Springer et al, 2006; Foulger et al, 2013), efforts
are needed to find effective ways of supporting young people in making healthy choices
and ensuring they grow into adulthood with the capacity to contribute to the health,
productivity and development of future generations. Social and behavior change
communication (SBCC) is a means of achieving such change through the strategic use of
tested communication principles and methods to promote healthy patterns of decision-
making and behavior tailored to audience needs.

The Health Communication Capacity Collaborative (HC3) conducted a review and program
scan of peer-reviewed and grey literature on sexual and reproductive health (SRH) of
adolescents and youth in urban areas to explore the behavioral drivers, barriers and
contextual factors and identify SBCC interventions targeting the sexual health of urban
youth. The findings highlight promising practices and synthesize lessons learned, and offer
insight into the elements that may yield more positive results for behavior change among
urban youth.

KEY FINDINGS

The SRH behaviors of young people are influenced by the context in which they live and
by a range of protective and risk factors operating and interacting at multiple levels:



At the individual level, protective factors include education, ability to resist peer pressure,
a strong desire to avoid pregnancy, fear of contracting a sexually transmitted infection
(STI) and good knowledge of SRH matters. Counteracting these protective factors, the risks
include alcohol and drug consumption, poor negotiating skills and little or no knowledge
of SRH.

At the family and peer network level, factors that can protect urban youth from
unhealthy sexual behaviors include living with at least one parent and open
communication about sexual health with peers, family or partner(s). Common risk factors
are living alone, having a sibling with a premarital pregnancy and poor communication on
SRH matters with parents, peers or partner(s).

At the community level, access to reliable information on SRH and social connectedness
has been proved to be protective, while access to misinformation, negative attitudes of
service providers and social isolation has all been found to place youth at greater risk of
unhealthy sexual behaviors.

At the societal level, supportive policies can help create an enabling environment for
healthy choices. Although the review found little information about this, examples of
supportive policies include youth-friendly services and easy access to contraception. Risks
presented at the societal level relate to unequal gender roles, which affect young women'’s
ability to negotiate safe sexual relations, and poverty, which marginalizes many young
people and excludes them from the advantages afforded by cities.

In total, the review identified 29 SBCC interventions targeting behavior change for urban
youth SRH, spanning across three continents: Africa, Asia and Latin America. The majority
of the interventions were implemented in school and community settings, while four were
set in informal settlements. There was little variation in the target groups, with most
interventions limiting their audience segmentation to a specific age bracket, or to whether
the youth were in or out of school. Four interventions specified they only targeted
vulnerable young women.

The programs used a variety of approaches, including scripted sessions, peer education,
use of positive role-models, a curriculum providing decision-making skills and a holistic
approach addressing the broader factors that affect the sexual health of urban
adolescents, such as poverty or excessive alcohol consumption.

Most of the interventions also provided evaluations and an assessment of the results,
which helped identify the more promising approaches. However, intervention and
evaluation methodologies varied considerably, making direct comparisons difficult.

RECOMMENDATIONS

Despite differences in program design and evaluation methodologies, a number of
approaches in program design and implementation showed particular success in
achieving positive behavior change. Based on these findings, key recommendations for
program design and specific SBCC activities include:



Create an enabling environment: Evidence in the literature and in the interventions
examined show that behavior change is more likely to occur in an enabling environment
where protective factors are promoted and barriers removed. To achieve this, a multi-
component approach is necessary and SBCC programmers should consider:

e Dedicating time to informal discussions and exchange, which can fuel reflection
on dominant norms and lead to improved attitudes relating to SRH;

e Working with service providers, including health care staff, pharmacies and
laboratories to improve their attitudes and communication skills towards youth on
SRH topics, and to ensure their respect of patient confidentiality; and

e Engaging parents and leaders to change the dominant norms and support positive
attitudes around youth sexual health.

Involve young people: Engaging youth from the design stage of an intervention through
to implementation can ensure that the needs of the target group are addressed
adequately.

Segment and diversify audiences: Young people are a diverse group with differing
needs. The review revealed significant gaps in terms of audience segmentation, with the
majority of interventions either targeting youth in school settings or grouping young
people into one single category. The diversity of this audience is underestimated and a
large number of young people are excluded from, or not specifically addressed by, current
SBCC SRH programming. Efforts should be made to include frequently forgotten groups
and their particular needs, such as youth out of school, married youth, youth with children,
youth with disabilities and, where culturally (and legally) appropriate, youth who identify
themselves as lesbian, gay, bisexual or transgender (LGBT).

Engage secondary audiences: Secondary audiences such as parents, community leaders,
influential people in the community and admired community members can be effective in
promoting social and behavior change. Interventions should recognize the importance of
key secondary audiences and seek to identify them and devise ways of actively engaging
them to promote the desired behaviors in the primary audience.

Address the broader aspects of the intended audience’s lives that affect SRH
determinants and behavior change: Framing SRH in the context of broader youth needs
and including information and activities on SRH as part of more holistic programs, such as
income generation and livelihoods interventions, can have positive outcomes. Poverty and
substance abuse can also be risk factors for youth SRH and holistic interventions are
needed to equip young people with the skills and knowledge to mitigate these negative
forces.

Develop multi-component interventions that use a range of channels and activities
to reinforce messages: Common features of successful multi-component interventions
include community-based activities, the creation of enabling environments by working
with service providers, and the engagement of community leaders and other influential
community members.



Adapt interventions to the local cultural context: Cultural Cultural respect and
respect and contextual intervention adaptation is essential for
program acceptability. Particularly when an intervention
addresses SRH, the broader dimensions of culture that govern
sexual behaviors also need to be examined.

contextual intervention
adaptation is essential for

program acceptability.

Message development: Well-developed messages and communication activities can play
a critical role in affecting behavior change in adolescents, particularly in three key areas:

e Provide clear, accurate information: Clear, accurate and accessible information
should be at the core of any SBCC intervention where knowledge levels need to be
improved. Pre-testing messages with the audience group is important to ensure
that information is received as intended.

o Emphasize the dangers associated with risky sexual behaviors: During
adolescence, when behaviors are often motivated by curiosity and a sense of
invulnerability, the need for protection becomes secondary, placing the young
person at risk. There is scope, therefore, for SBCC programming to increase threat
perception of certain behaviors among young people, in conjunction with
messages and activities that increase individual self-efficacy and self-confidence to
engage in protective behaviors.

o Create a positive image of condoms: Negative images frequently associated with
condoms (e.g. that they demonstrate mistrust and infidelity) can lead to
embarrassment and stigma, thus reducing the likelihood of young people using
them for protection. SBCC interventions can create more positive images of
condoms as representing feelings of love, care and protection.

Use TV, the Internet and social media for reaching youth: Young people cite mass
media as a key source of information and access to television, mobile phone technology
and the Internet is rapidly increasing, especially in urban areas. These communication
media should be considered as important channels for reaching urban youth.

Make activities and messages fun and appealing for youth: Including entertainment
and fun aspects in SBCC programming on SRH is an effective way of attracting young
people and engaging their attention.

Use popular role models: The power of popular public figures, such as sports stars and
singers, can have positive effects on behavior change. Interventions should seek ways of
involving admired personalities who deliver activities directly to the young people or
promote positive practices through their appearance in the media.

Ensure that peer education is a component of a wider behavior change strategy
rather than a stand-alone intervention: Considerable evidence suggests that peer
education alone does not succeed in the objective of achieving behavior change, but can
be an important approach for sharing information, stimulating discussion and promoting
attitudinal change. Avenues for improving peer education should be explored, such as the
use of near-peers (those of similar, but slightly older ages than the target audience) or
complementing peer education with other behavior change activities. Addressing skill-
building, decision-making, the ability to deal with peer pressure, communication skills and
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an understanding of the cultural values around sexuality are all needed to support positive
SRH behavior change.

Build sustainability into program design: Find ways of integrating program activities in
existing systems to increase the likelihood that activities will be delivered and sustained.
Opportunities for mainstreaming can be found in the school curriculum, in community
events and in other significant occasions that mark community or family life. Interventions
should also plan follow-up phases whereby successful activities are delivered at regular
intervals post-intervention to reinforce positive outcomes.



INTRODUCTION

The Health Communication
Capacity Collaborative (HC3) is a
five-year, global project funded by
the United States Agency for
International Development (USAID)
and designed to strengthen the
capacity of developing countries to
develop and implement state-of-
the-art health communication
programs. Led by Johns Hopkins
Bloomberg School of Public Health
Center for Communication Programs (JHU-CCP), HC3 addresses important health issues
such as child survival, family planning (FP), maternal and newborn health, HIV/AIDS,
malaria, TB and non-communicable diseases.

One area of focus for HC3 is the health of young people. Recognizing that youth and
adolescents represent the world of tomorrow, investing in their health and well-being is
critical to promoting growth and development. Further, their potential as positive
influencers on behaviors across generations, and their capacity to be active agents of
change within their communities, makes young people a powerful resource for the
success of many public health agendas, including the Millennium Development Goals
(Sawyer et al, 2012).

Adolescents represent 20 percent of the world’s population, with more than 85 percent
residing in developing countries (Blum and Nelson-Mmari, 2004). According to the World
Health Organization (WHO), adolescence occurs between the ages of 10 and 19, while the
term “youth” refers to those aged 15 to 24, and “young people” are those aged 10 to 24.
For the purpose of this document, unless age ranges are specified, youth, young people
and adolescents are discussed generally and in overlapping terms. This is because not all
documents reviewed adhered to the WHO's definitions, and not all documents specified
age cohorts specifically. To tease out such distinctions in the reviewed literature was not
consistently possible.

Adolescence is an important phase in life, during which health behaviors, attitudes and
lifestyles are established for current and future health (Springer et al, 2006; Foulger et al,
2013). Nearly two-thirds of premature deaths and one-third of the total burden of disease
in adults are associated with behaviors and conditions that began in youth, including
tobacco consumption and unprotected sexual intercourse (WHO, 2008; Gore et al, 2011).
Investing in the promotion of healthy practices in young people has therefore the
potential of contributing to the health, well-being and productivity of future generations.

The transition into adolescence is associated with a series of physical, emotional, cognitive
and social changes that can bring about risky patterns of behavior. These new
vulnerabilities affect young people everywhere, regardless of geographical location. Yet,
the social and physical environments do play an influencing role on risks presented to
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youth and their resulting behaviors. In an urban or city environment, while opportunities
like jobs, better housing, education and health care might be more prevalent than in rural
domains, these benefits are often unevenly distributed, and urban poor have limited or no
access to many urban amenities (UNFPA, 2007). The lives of poor urban youth are
therefore characterized by inadequate housing, high rates of unemployment, limited or no
infrastructure, poor social services, violence and crime (UNFPA, 2007; Gutierrez et al, 2006;
Ndugwa et al, 2010). While harmful traditional practices like early marriage may dissipate
in the urban environment, protective traditional values, such as community-based
relationships and accountability, can also give way to more individualized ways of
thinking. Urban young people are exposed to greater sexual freedoms, more liberal ideas
about sexual relationships and more occasions for engaging in unhealthy sexual
behaviors. Cities also offer youth additional access to media and new technologies, which
feed the exchange of ideas and behaviors acted upon by youth on a global scale.

For programmers, urban environments offer unique assets to reaching youth, such as
increased access to media and technology, greater availability of infrastructures and a high
population density. With this said, it is important that programs addressing the sexual and
reproductive health of urban youth appreciate both the unique challenges and
opportunities offered by an urban setting. One method of reaching city-based youth that
can harness the structural benefits of the urban milieu is social and behavior change
communication (SBCC). SBCC is a means of achieving behavior change through the
strategic use of a combination of tested communication principles and methods to
promote healthy patterns of decision-making and behavior.

The final report presented here is structured around the above two objectives. The first
section presents an overview of youth and adolescent health with a particular focus on
issues concerning urban young people. Emphasis is placed on behaviors affecting their
sexual health, including risk and protective factors, as well as gender-related matters.

The second section aims to document evidence-based programming by analyzing specific
SBCC interventions addressing AYSRH in cities. Examples of interventions within the last
ten years, from 2003 to 2013, are provided to identify the key features associated with
successful implementation such as approaches, target groups and results. Lessons learned,
gaps in programming and recommendations are presented at the end.



METHODOLOGY

The literature search involved both peer-reviewed journals and grey literature, and
addressed a range of factors, including AYSRH behaviors, contraceptive practice, condom
use, unwanted pregnancy, sexually transmitted infections and HIV/AIDS, while also paying
attention to gender dynamics. The peer review search focused on documentation over the
last 10 years and queried the following three databases: PubMed, Scopus and POPLINE.

The grey literature search was conducted using the following websites: WHO, UNFPA,
UNICEF, The World Bank, The Communication Initiative, Population Council, Interagency
Youth Working Group, The Urban Reproductive Health Initiative and The Guttmacher
Institute.

To address the two objectives of the review, two separate searches were carried out in the
peer-reviewed journals.

The first search looked at drivers of SRH behaviors among urban young people and used
the following search terms: determinant, condom use, family planning, media, knowledge,
attitude, practice, pregnancy, behavior, sex, education, peer and family. Connection terms
used were “and” and “or,” and each search included words relating to the setting (“urban,”
“city,” “peri-urban,” “suburban,” “metropolitan”), as well as words relating to the target
group (“youth,” “young people,” “adolescent,” “teenager”).

"mu nu

" u

The second search identified potentially relevant SBCC interventions addressing SRH in
urban youth and adolescents and included the following search terms: sex, pregnancy,
contraception, family planning, HIV, reproductive, intervention, behavior change,
outcome, indicator, communication and community. This search also included words to
help define the setting and to define the target group.

The grey literature review limited the searches to urban youth, but was more flexible with
regard to other terms to allow capturing as much relevant information as possible.

In total, the two searches yielded over 200 results. After abstract review, a total of 155
articles were retained and 29 relevant SBCC interventions targeting urban youth were
identified.

STUDY LIMITATIONS

Although every effort was made to collect and review interventions addressing AYSRH in
urban settings in developing and transition countries, it is recognized that many may have
been missed due to limited documentation about the intervention or no information
regarding location. Among those retrieved and reviewed, in some cases information on
the intervention setting was unclear, meaning that it could not be categorized as an urban
intervention. In other instances, although an intervention was addressing urban AYSRH,
the literature available was too scarce to fully understand it and it was not included in this
analysis. Further, excluding citations from western countries, though necessary for focus of
the study, may have limited exploring domestic successes that could be applied to a
developing context.



KEY FINDINGS: SECTION 1:
BEHAVIORAL DETERMINANTS

A GLOBAL PERSPECTIVE ON THE HEALTH AND WELL-BEING OF YOUNG PEOPLE

Adolescence is a transitional period from childhood to adulthood, characterized by
biological, physical, psychological, emotional and social changes. It is a critical time in a
person’s life during which patterns of behavior are established that contribute to future
health and well-being (O-Prastertsawat and Petchum, 2004; Springer et al, 2006). In
particular, sexual maturation, coupled with curiosity and a sense of invulnerability, can
lead to unhealthy sexual practices (Senderowitz et al, 2002) with potentially devastating
consequences on morbidity and mortality. The high prevalence of sexually transmitted
infections (STls) in young people for example, including human immunodeficiency virus
(HIV), is of paramount concern.

In 2007, youth aged 15 to 24 accounted for 45 percent of all new HIV infections worldwide
(WHO, 2008), while 111 million of the 333 million new STls recorded globally each year
occur in young people below
the age of 25 (Blum and Nelson-
Mmiari, 2004). Furthermore,
pregnancies and childbearing
in teenage years are associated
with significant health risks for
adolescent women, especially
in low- and middle-income
countries, where related
complications are the leading
cause of death among girls
aged 15 to 19 (WHQO, 2012). Of
equal worry is the incidence of
unsafe abortions, which in developing countries is estimated to range between 1 million
and 4.4 million a year among women under 20 years (Blum and Nelson-Mmari, 2004).

In addition, over the last twenty years, a number of political, economic and social factors
have altered young people’s lifestyles and the landscape in which health behaviors occur.
Today, young people grow up in a context of rapid urbanization and globalization,
increased school enrollment, high-speed travel, instantaneous communication, easy
access to information, more non-conventional ideas, and social challenges that can lead to
unemployment, violence, frustration and disaffection. These global forces affect the
circumstances in which young people’s behaviors are formed and their impact on longer-
term health outcomes, in both positive and negative ways.

YOUNG PEOPLE AND THE URBAN ENVIRONMENT

Cities have traditionally attracted people in search of a better future, whether in terms of
economic or educational opportunities, or simply to escape poverty and, in some cases,
conflict or natural disaster (UNICEF, 2012). Since the 1970s, rural-to-urban migration has
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accelerated (Glover et al, 2007; Luke, 2005), and at the beginning of the 21* century,
approximately 50 percent of the world’s population was living in urban settings, compared
to 30 percent in the 1980s (Blum and Nelson-Mmari, 2004).

One trend that has been observed and that will continue to intensify over the coming
decades is an ever-growing number of adolescents living in urban areas. In 2009,
approximately 50 percent of the world’s adolescents lived in cities, and it is expected that
this share will rise to 70 percent by 2050, with the strongest growth occurring in
developing countries (UNICEF, 2011).

Cities typically generate wealth, jobs and investment, and are therefore associated with
economic development. Urban youth are often better off than their rural counterparts,
enjoying higher standards of health, protection, education and sanitation (Baker, 2008,
UNICEF, 2012). However, these comparisons rely on aggregate figures and do not address
that urban advances have been uneven, and a large proportion of urban youth remain
marginalized and excluded from the benefits granted by cities.

Where disaggregated data are available, they uncover wide urban disparities in health and
education between wealthy and poor youth, deriving from unequal access to services and
amenities (UNFPA, 2007; UNICEF, 2012). Poor urban youth are faced with greater
unemployment than adults, and, if they work, they are more likely than wealthier youth to
be in the informal sector, where there is risk of exploitation and abuse (UNFPA, 2007).

Poor urban youth engage in riskier sexual behaviors (Adedimeji, 2008; UNFPA, 2007;
Gutierrez et al, 2006), report higher morbidity and mortality from HIV and other diseases
(Baker, 2008), and are more affected by violence, prostitution and substance abuse (Blum
and Nelson-Mmari, 2004, Ndugwa et al, 2010) than their wealthier peers. HIV prevalence in
cities in Sub-Saharan Africa is higher than in rural settings (Voeten et al, 2004), with
prevalence exceeding 50 percent in some cities (Baker, 2008), and, globally, national
surveys provide serological evidence that HIV is more prevalent in urban centers (UNAIDS,
2004).

An increasingly urban world is also contributing to a rise in communicable and non-
communicable diseases inked to health behaviors (UNICEF, 2012) and young people
around the globe are now battling with tobacco-related morbidities, excessive alcohol and
drug consumption, violence and unintentional injuries, and infectious diseases such as
STls and HIV/AIDS.

A particularly vulnerable group is young migrants, who increasingly relocate to cities in
search of work and better education opportunities. Although the majority of young
internal migrants move with their families or caregivers (Van de Glind, 2010; UNICEF, 2012),
significant numbers also move independently. A World Bank analysis of census and
household data from 12 countries found that half of migrants aged 14 to 17 moved on
their own (McKenzie, 2007).

Young, unaccompanied migrants are more vulnerable than those who move with their
families and more likely to live in poverty, be unemployed or work in the informal sector,
lack access to adequate social services, and be affected by violence and crime (Ndugwa et
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al, 2010; Gutierrez et al, 2006). Migrant girls, who in many countries are more numerous
than migrant boys (Temin et al, 2013), are also likely to suffer from social isolation. In
Ethiopia for example, 40 percent of recent migrant girls reported having no friends versus
17 percent of migrant boys (Erulkar, 2012).

Furthermore, the fast pace of urbanization has denied affordable and proper housing to
many impoverished people, whether internal migrants or not, who have resorted to
renting or erecting illegal dwellings on vacant land. These informal settlements house
large numbers of young people (Viener et al, 2012) and are characterized by one or more
of the following criteria that jeopardize the health and well-being of their dwellers: no
access to improved water, no access to improved sanitation, no security of tenure, no
durability of housing and insufficient living space (UN-HABITAT, 2006).

Other than suffering from the negative health and social outcomes associated with the
limited infrastructures in these settlements, young people living in informal settlements
are also more likely than their rural peers and wealthier city counterparts to live on their
own or with friends, thus lacking any formal parental control on their behaviors, which can
expose them to greater risks. In Nairobi informal settlements, 44 percent of young people
do not live with their biological parent (Ngom et al, 2003), and in Ethiopia, 30 percent of
urban girls age 10 to 4 live on their own (Erulkar and Ferede, 2009).

Despite these challenges, urban areas also offer potential for young people. Compared to
their rural peers, young urban residents are generally more likely to be enrolled in school
and attain higher levels of education (Voeten et al, 2004, Darj et al, 2010), though this is
not always true of poorer urban dwellers (Kabiru et al, 2011; Ngom et al, 2003; Mabala,
2006). Urban youth also tend to demonstrate more knowledge of contraception and other
reproductive health matters than their rural counterparts (Gupta et al, 2003), and they
have access to a wider range of information sources and media (Foulger et al, 2013;
Mohammadi et al, 2006).

In summary, urban youth are not a homogenous group and are differentiated by wide
disparities. Although many have access to better amenities, health facilities, education and
communication sources, the lives of poor urban young people are typically characterized
by inadequate housing, limited access to appropriate health and social services,
independent living, and informal or hazardous work.

SEXUAL BEHAVIORS OF URBAN YOUNG PEOPLE

Urbanization and modernization expose young people to new ideas and new behaviors.
While harmful traditional practices like early marriage and sexual initiation rites (e.g.,
female genital mutilation) erode, so, too, do protective social networks and traditional
controls on sexuality, particularly for women. This leads to increased sexual freedoms and
new forms of romantic relationships (Zabin, 2009). Several studies have highlighted that
urban youth have a tendency to engage in riskier sexual behaviors than their rural
counterparts. In a review of Demographic and Health Surveys (DHS) data on urban-rural
differences from 28 sub-Saharan African countries, Voeten et al (2004) noted that the
proportion of young men and women engaging in high-risk sex and having multiple
partners was higher in urban areas for all 28 countries.
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In El Salvador, young urban males are more likely to report initiating sex at an earlier age
than their peers in rural areas (Springer et al, 2006); and in urban Cameroon, as much as 29
percent of young males and 16 percent of young females report having initiated sex
before the age of 15 (Meekers et al, 2003). In Chinese cities, adolescents are increasingly
having more liberal views about dating and are more likely to engage in premarital sexual
relationships than their rural peers (Wang et al, 2005; Zabin et al 2009). In Ho Chi Minh City,
Vietnam, an increasing number of young people consider sex before marriage acceptable
(Vinh et al, 2003).

Urban areas also offer a higher concentration of “meeting venues” such as bars, nightclubs
and brothels. The nightlife, coupled with opportunities for commercial sex, less restrictive
cultural rules around sexuality, and the individualism and anonymity that cities offer,
facilitates casual sexual encounters (Voeten et al, 2004; Yamanis et al, 2010). In Burkina
Faso and Cameroon, studies suggest that new and multiple partnerships, as well as
commercial sex, are more frequent in urban areas (Khan et al, 2006; Meekers et al, 2003).

For poor urban youth, sexual health is additionally compromised by the conditions of
extreme deprivation and poverty in which they live. Data from Nairobi informal
settlements indicate earlier sexual initiation, higher rates of premarital intercourse and
lower levels of condom use among their young residents (Ngom et al, 2003; Kabiru et al,
2011) compared to their wealthier peers. Rates of adolescent pregnancy are higher in
Nairobi informal settlement residents (2.5 percent) than among those living elsewhere (0.9
percent) (Ngom et al, 2003), and in southwest Nigeria,
For poor urban youth, risky sexual activity common to poor young urban
sexual health is dwellers includes early sexual initiation, multiple
partners and not using a condom at last intercourse
(Adedimeji et al, 2008).

additionally compromised
by the conditions of

extreme deprivation and Poverty also increases the likelihood of young people
poverty in which they live. engaging in transactional sex. Transactional sex, or
sexual exchange, can be defined as a relationship in
which material goods are exchanged for sexual acts (Pettifor et al, 2004; Magnja et al,
2007), and it appears to be a frequent practice among youth in developing countries. In a
review of studies from Africa, Luke and Kurtz (2002) found that the prevalence of youth
engaging in transactional sex was as high as 80 percent among 14- to 19-year-old girls in
Tanzania, and 90 percent among 15- to 19-year-old girls in Uganda. Another synthesis of
studies on transactional sex in 12 African countries revealed that between 2 percent and
26.6 percent of young women aged 15 to 19 years had engaged in transactional sex, and
between 10.3 percent and 48.4 percent of men in the same age range reported having
provided money or goods in exchange for sex (Chatteriji et al, 2004).

Although transactional sex is common, it has not been predominantly associated with
urban settings, and Darj et al (2010) found that in Uganda, the phenomenon is more
common among rural than urban women. Nevertheless, poverty, which affects many
urban youth, is a driver for transactional sex, and poor urban adolescent girls appear to be
particularly at risk as poverty pushes many to commercial or transactional sex and exposes
them to higher incidence of sexual exploitation and abuse (Hallman, 2004). Transactional
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sex has been associated with limited ability to negotiate protected sex (Maganja et al,
2007), unsafe sexual practices and lower levels of condom use (Luke, 2005; Bankole et al,
2007). In urban western Africa, transactional sex has been associated with poor condom
use (Boileau et al, 2009).

Generalizations can be made about urban youth engaging in riskier sexual practices than
their rural peers. However, as seen earlier, urban youth are a heterogeneous group and
some studies caution that differences exist between youth categories in the same cities
(Speizer et al, 2013), which need to be taken into account in policies and programming.
Zabin and colleagues (2009) analyzed sexual behaviors in young people of different age
groups in three Asian cities and noted a significant difference between the sexual
behaviors of younger and older adolescents. In that region, those aged 15 to 19, who are
growing up at a time of particularly rapid national change, are more affected by the
influences of modernization and more likely to engage in sexual behaviors than youth
aged 20 to 24 who reached puberty before the economic transition. In Ghana, a study
observed differences in risky sexual practices in different youth social groups, with young
people in apprenticeship programs (carpenters, masons, etc.) and unaffiliated youth
(street vendors or cart pushers, for example) being significantly more sexually active than
youth in school. Moreover, unaffiliated young people were the most accepting of
dominant gender norms that condone violence toward women (Glover et al, 2003).

Despite the numerous opportunities in cities for engaging in risky sexual behaviors, there
is evidence that urban youth also have more knowledge of protective behaviors and, in
particular, of modern contraception. Urban young people tend to be better educated than
their rural counterparts (Voeten et al, 2006) and several studies have demonstrated that
they are better informed on sexual health matters, including the menstrual cycle,
contraception and STls, and that they have higher rates of contraceptive use. Young urban
Nigerian women for example, have been found to have higher levels of knowledge and
awareness of reproductive health and of modern contraceptives compared to rural
women (Ozumba et al, 2005).

In Uganda, young, educated women living in cities reported greater use of contraceptives
than women in rural areas (Gupta, 2003), while the rate of contraceptive use among urban
youth in Ethiopia was found to be 35 percent compared to 2 percent among rural youth
(Seifu et al, 2006). In South Africa, young women were almost twice as likely to use
condoms than their rural peers (Katz, 2006), and the partners of urban women in Nigeria
had more positive attitudes towards modern contraception than the partners of rural
women (Ozumba et al, 2005). In Asian cities such as Ho Chi Minh and Beijing, the use of
condoms