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The Youth Affairs Council of Western Australia (YACWA) is coordinating The Youth Educating Peers
(YEP) Project, which is funded by the Sexual Health and Blood Borne Virus Program (SHBBVP),
Department of Health, Western Australia. The focus is on working with local youth sector agencies to
deliver sexually transmitted infections (STI) and blood borne virus (BBV) education to their young clients
using best-practice peer education strategies, as well as exploring the use of Information Communication
Technology (ICT) within this peer-influence process. This project is part of a broader Department of
Health (WA) SHBBVP strategic plan involving a range of collaborative partnerships and projects, aimed

at reducing STI and BBV rates in young people and improving their health and wellbeing.

This paper reviews the literature pertaining to STI/BBV youth peer education, adolescent sexual and
reproductive health (ASRH), young injecting drug users (IDU) and ICT’s application within STI/BBV
behaviour change interventions. In reviewing this body of literature, including exploring a range of
contextual issues relevant to STI/BBV issues for young people, this paper has synthesised a best-
practice peer education methodology, framework and philosophy for reducing sexual health and blood
borne virus risk taking behaviours in young people. The key themes emerging from this review are

summarised below:

Framing the issues
Diversity - young people are not a homogenous group, and diversity of experience and
culture should be explored and addressed to ensure program messages are relevant to all
young people
Integrated STI/BBV education - STl and BBV education should be taught concurrently to
reflect the social realities (sex and drugs) of young people’s lives
Ecological framework — social, cultural, structural, interpersonal and individual forces
interact to drive young people’s health and ill-health behaviours. Thus to achieve success,
peer-based programs need to consciously define their ecological contexts, both strengths and
weaknesses (individualist approaches are repeatedly met with limited success)
Social influences - social expectations, gender stereotypes and risk perception are key
influential factors for STI/BBV risk taking behaviours in young people
Gender and power - the socialisation of gender roles and power differentials are core to the
experience of adolescence, therefore developing critical thinking and other life-skills relating
to negotiating and reducing STI and BBV risk within this context is essential
Injecting Drug Use (IDU) - drug-related risk-taking decisions are context-dependent, being
shaped by social (peers), cultural, economical and environmental factors. Peer-based

interventions within a harm reduction, ecological framework that recognise the context-bound
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nature of IDU as well as the diversity of the IDU community, will have the greatest chance of
reducing BBV risk-taking.

Information Communication Technologies (ICT) - there are a range of ICT opportunities
for peer-led health promotion activities with young people, given their high use of ICT;
however there is a limited evidence base for their effectiveness and many considerations for,
and challenges with, their use. More research is needed to clarify areas such as: what are
the risks associated with this medium as a health communication tool; will young people (in
particular marginalised young people) use and respond to peer-led health messages in an
ICT medium, and if they do respond, will this result in individual behaviour change (eg.
access to services, reduced risk-taking) and/or socio-environmental changes (eg. peer
norms); the need to explore the gender differences in help-seeking in response to ICT
messages; and whether or not young people prefer to receive their STI/BBV education and
support face-to-face with a trusted person. It is likely that ICT has a role within STI/BBV peer
education programming, however exactly what this role is and its level of integration with
other behaviour change strategies, is yet to be explored and evidenced.

Youth workers - Youth Workers have a crucial role to play in empowering and supporting
marginalised young people’s social, emotional and sexual development relating to STIs and
BBVs.

Targeting marginalised young people  — there is a need to target those young people who
are the most disadvantaged in terms of STI/BBV education and support (and therefore
considered at high risk of STIs/BBVS), as peer educators - otherwise peer education runs the
risk of becoming general community education that is often ineffective in reaching those who

are engaging in risky STI/BBV behaviours.

Peer education
Youth Participation / Action Research - a best-practice peer education program is one that
adopts a Participatory Action Research (PAR) or youth participation approach, actively
engaging young people in the development, implementation and evaluation of programs that
directly affect them. The focus is on the process of knowledge acquisition, ownership and
subsequent empowerment to take action regarding issues surround their sexual health and
blood borne virus (BBV) risk behaviours
Defining peer education - the literature does not have a clear definition of peer education,
however programs can be conceptualised and developed based on whether the focus is on
‘peer development’ (stage one) or ‘peer delivery’ (stage two). Defining the program focus will
depend on factors including the young people’s needs and capacity, the program context and
the goals of the program
Theoretical explanation - given the extensive variation in peer-based programs and the lack
of a clear definition, peer education draws on a range of behaviour change theories for
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theoretical justification. Collectively these theories postulates that STI/BBV risk taking
behaviours result from the complex interplay between: individual factors (self-efficacy, self-
esteem, knowledge, attitudes, beliefs); social influences (social and peer group norms); skills
development; resources; and broader structural, socio-cultural and environmental contexts.
Formative research - formative research or needs assessment with the target group and
community is critical — both for determining whether or not a peer-based program is relevant
to the target group’s needs and context, and for developing a program that clearly and
accurately defines and addresses the key risk and protective factors (individual and
environmental)

Training and capacity building - the training and supervision of peer educators, managers,
coordinators and trainers who design and implement the programs is critical for effectiveness,
as comprehensive, regular training and support directly impacts on the quality of programs,
which directly determines its effectiveness. This training process also increases the capacity
of the individuals and organisation to better respond to young people’s STI/BBV issues and
better manage peer education programs, and thus contributes to the sustainability of the
program

Peer educator training - when training, supporting and developing young people to be
STI/BBV peer educators, the most pertinent components are that: young people are involved
in the design and delivery of the program; it is interactive and participatory; it is placed within
a life-skills framework that focuses on emotional, cognitive and skills development and
empowerment of the young people to take action; it develops critical-thinking skills relating to
gender, sexuality and socio-cultural contexts and its impact on STI/BBV risk-taking
behaviours; is placed in a context that is consistent with young people’s social realities (eg.
sex and drugs together); there are clear goals, objectives, roles and responsibilities
established; and young people are given ongoing support, supervision and training to develop
within their role

Integration - peer education is only one part of the STI/BBV prevention puzzle — it needs to
be integrated with other services (eg. testing), health promotion interventions (eg. community
and agency capacity building) and health promotion strategies (eg. mass media, condom
distribution etc), to be situated within a broader, multi-level, strategic framework for supporting
young people around STI/BBV issues. Partnership development is crucial for achieving such
an integrated approach and for sustaining peer-based programs

Evidence - there is little rigorous, systematic evaluation of peer education programs so
effectiveness is difficult to determine. However there is a wealth of qualitative, process-driven
evaluation of peer education programs, evidencing peer education as an effective tool for
engaging, educating and empowering young people on STI/BBV issues. Behavioural and
biological impacts however are rarely evidenced, indicating the challenges programs face in
demonstrating long-term significant impacts, as well as the need for peer education to be part

6
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of a multi-faceted, integrated community response to STI/BBV risk-taking behaviours in young
people

Evaluation - whilst evaluation of STI/BBV peer education programs in challenging due to the
inherent context-bound nature of sexual health and blood borne virus issues, as well as the
informal nature of peer influence, developing an evidence base for peer education is crucial
for justifying its effectiveness. PAR is an appropriate and effective approach for monitoring
and evaluating peer education programs

Cost-effectiveness studies are lacking in the literature
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The Youth Affairs Council of Western Australia (YACWA) is coordinating The Youth Educating Peers
(YEP) Project, and is funded by the Sexual Health and Blood Borne Virus Program (SHBBVP), WA
Department of Health. The focus is on working with local youth sector agencies to deliver sexually
transmitted infections (STI) and blood borne virus (BBV) education to their young clients using best-
practice peer education strategies, as well as exploring the use of ICT (Information Communication
Technology) within this peer-influence process. The project is part of a broader WA Department of
Health SHBBVP strategic plan involving a range of collaborative partnerships and projects, aiming to

reduce STI and BBV rates in young people and improve their health and wellbeing.

The issue of adolescent sexual and reproductive health and HIV/AIDS is undoubtedly on the global
agenda, as is evidence by the high level of investment made into this area by Government and Non-
Government agencies all around the world. In Western Australia, young people aged 25 and under are
recognised as a high risk group for acquiring STIs and BBVs, due to inexperience and lack of
knowledge, social pressure, frequency of partner change, substance use, and reluctance to talk with
parents or their family general practitioner (Commonwealth, 2005). In 2008, the fourth National Survey of
Australian Secondary Students, HIV/ AIDS and Sexual Health reported significant increases in STI/BBV
risk-taking behaviours when in comparison to the 2002 survey including: an increase in the number of
sexually active young people having three or more sexual partners in a year; an increase in the number
of young people having oral sex with three or more partners in a year; a significant increase in the
number of young women reporting ever having unwanted sex; an increase in binge-drinking for young
women in year 12; and less than 1 in 10 young people perceived themselves to be at risk of acquiring an
STI and/or BBV (Smith, Agius, Mitchell, Barrett & Pitts, 2009). These findings support the need for
continued education and prevention initiatives targeting young people to address a range of STI/BBV risk

factors, including their behaviours, their perceptions and their environments.

The latest epidemiology of notifiable STIs and BBVs in Western Australia further evidences this high-risk
status of young people (Department of Health, Western Australia, 2009). Genital Chlamydia notifications
continue to increase in Western Australia, having risen three-fold from 1998 to 2007, from 2067 to 7743
notifications. In 2007, 83% of Chlamydia notifications occurred in young people under 30 years of age,
indicating the elevated risk young people are at for this infection, and the need for targeted interventions
to reduce this risk. When examining the Chlamydia infections by sex, females under 25 had a higher
number of notifications than males, however from aged 25 and over, there were more notifications
reported in males. Patterns in gonorrhoea notifications in WA are similar to that of Chlamydia, with a
45% increase in notifications from 1998 to 2007, and 53% of notifications in 2007 occurring in young
people aged 15-24. Gonorrhoea was more frequently reported in males aged 20 and over than females,

however for young people under 20 year of age, females reported higher notification rates (Department
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of Health, WA). When looking at Hepatitis C, in 2007 newly acquired hepatitis C infections were more
likely to be notified in young people aged 15-29, with 53% of all newly acquired notifications being
reported in this age group. It is important to note also that a significant proportion (13%) of these
notifications occurred in adolescents aged 15-19, indicating that young people are at considerable risk of
Hepatitis C during their adolescent years (Department of Health, WA). These statistics clearly evidence
the high risk status of young people for acquiring STIs and BBVs, and provide a sound rationale for
increased prevention and early intervention initiatives aimed at reducing STI/BBV risk-taking behaviours

in young people.

In addition to the statistically evidenced need for prioritised attention on the STI and BBV rates in young
people, local young people themselves are calling for increased and improved sexual health and drug
education that is consistent with the context of their lives (Sorenson & Brown, 2007). In a state-wide
youth consultation in Western Australia, young people expressed the need for youth-friendly, interactive
discussion-focused education that occurs in safe, non-judgemental, confidential environments. They also
advocated for sexual health education that is positioned within the complexity of their real-life
experiences, and thus is placed in a context of alcohol and drugs, relationships, peer influence,
assertiveness and sexual assault and consent. These young people (n 88), who were from a range of
diverse backgrounds, also communicated their experience of, and desire to, learn about sexual health
from their friends, peers and older peers, providing a sound rationale for the use of peer education as an
effective strategy for educating and empowering young people with information and skills relating to STIs
and BBVs (Sorenson & Brown). The ideas expressed by these local young people are well supported by
a wealth of literature exploring peer influence, sexuality and drug use in young people, which will be

detailed in the review to follow.

Whilst all young people are considered to be at-risk of acquiring an STI or BBV, to ensure that STl and
BBV education in Western Australia is equitable and accessible to all young people, there is a need to
channel prevention and education efforts into the meaningful engagement of those young people who
are the most vulnerable and the hardest to reach (Lambert & Debattista, 2009). Young people
experiencing social, cultural and/or economical marginalisation can be considered to be at an elevated
risk of STIs and BBVs due to a range of complex social and emotional issues, and inconsistent
engagement with mainstream education and other services (and thus STI/BBV education and support).
Given that sexual health is the “state of physical, emotional, mental and social well-being in relation to
sexuality” (WHO, 2006 p. 5), it is considered a human right and therefore all young people should be
able to access accurate and culturally appropriate education and support (Lambert & Debattista). A large
focus of the WA Youth Sector, and the mission of YACWA, is to advocate on behalf of, and support,
marginalised young people. Youth Workers are trained and skilled in engaging young people, and are
therefore a crucial link to ensuring marginalised young people are equipped with knowledge and skills to

make informed choices relating to STIs and BBVs. The role of the youth worker and the need to target
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vulnerable young people with peer education strategies for STIs and BBVs will be discussed in this

review.

This project operates from a harm reduction philosophy and is therefore focused on reducing the health,
social and economical harms associated with STI and BBV risk-taking behaviours, both to the individual
and to the wider community. The Canadian Centre on Substance Abuse Working Group (1996, as cited
by Pauly, 2008)) outlines five principles of harm reduction in relation to drug use:

1. Pragmatism - recognises that many activities in life carry risks. The underlying value expressed in
this principle is that of realism and recognition that elimination of drug use is not necessarily
attainable or desirable.

2. Humanistic values - highlights the values of respect, worth and dignity of all persons including
those who use drugs, with a focus on nonjudgmental acceptance of persons as worthy of respect
without judgment of drug use.

3. Focusing on reducing the negative consequences of substance use for individuals, communities
and societies rather than focusing on decreasing or eliminating substance use

4. Balancing costs and benefits for individuals as well as society - seeking to balance the tension
between promoting individual and common good.

5. Democracy and collaboration - the priority of imnmediate goals as identified by those who use
substances, and speaks to democratic values of collaboration with and participation of those who
are marginalised by substance use in policy and program development. Such values point to
what is needed to enhance fairness and justice in reducing the harms of drug use.

“Embracing the philosophy and underlying values of harm reduction creates a moral context in which
drug use is acknowledged but not judged and action is supportive rather than punitive” (Pauly, 2008, p.
6). These principals of pragmatism, human rights and the refusal of moral judgement have been
evidenced to be highly successful in reducing the harms associated with drug use, and it is this approach
that will be adopted within the peer-influence programs of the current project, for both STls and BBVs. It
will be the position of the youth worker that they are not there to judge young peoples STI and BBV risk-
taking behaviours, but rather to: respect and acknowledge their choices; educate and empower them
with the knowledge and skills they need to engage in safe behaviours; and collaborate with young

people in developing their own education and prevention programs for their peers.

In summary, the current research project has been devised in response to the following:
1. Increasing rates of STls and BBVs in young people in Western Australia
2. State-wide youth consultation highlighting the importance of peer influence and peer education in
their learning about sexual health and drugs
3. Strong international, national and local evidence-base for peer education as an effective youth
health promotion strategy for STIs and BBVs within a broader integrated public health strategy

10
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4. The need to target those young people most at risk of unsafe sex and drug behaviours (Lambert
& Debattista, 2009). That is, young people experiencing a range of challenging life circumstances
including: limited education and employment opportunities, lack of family and community support,
homelessness, diverse culture, diverse gender and sexuality, and geographic isolation, which
can place them ‘at-risk’ of: low levels of self-esteem, confidence, social connectedness; and
lacking life-skills, help-seeking skills and positive role-models.

The project goal : to establish an ongoing presence of sexually transmitted infection (STI) and blood-
borne virus (BBV) information and education in the WA youth sector by development and implementation
of effective and sustainable youth peer education programs. The project logic model (Figure 1 - below)

provides visual map of the key strategies, outputs and objectives to and gives an overview of how the
project will aim to achieve the project goal.

11
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Figure 1: Youth Educating Peers (YEP) Project Logic
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tice of peer education is based on a number of theories, some of which are listed below:




One of the aims of this project is to investigate and determine the effectiveness and value of peer-based
initiatives to influence young people in informal and out of school settings, and assess its relevance and
applicability to the WA youth culture and youth services sector. The literature on peer-based education
programs is extensive, targeting a range of different groups (young parents, Men who have Sex with
Men (MSM), sex workers, Injecting Drug Users (IDUs), young people), on a range of different topics
(parenting, tobacco, alcohol and drugs, HIV/AIDS, STIs, BBVs, domestic violence, teen pregnancy), in a
range of different settings, and within a vast range of different social and cultural contexts. For this
reason, and given the target of this project, this paper has limited its focus to ‘peer education’ for STIs
and BBVs targeting ‘young people’ in ‘informal and out of school settings’ . It is important to recognise
however that ‘young people’ is an extremely broad target group, given the diversity in sub-cultures of
young people, young people’s social and cultural experiences across different parts of the world, and
young people’s differing levels of vulnerability within their social and cultural worlds. This notion of young
people as a heterogeneous group highlights the critical need for active engagement of the target group
and comprehensive formative research, as well as the need for a holistic, contextual approach to youth

sexual health and BBV education.
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This review aims to reflect on the broader determinants of health and complex worlds that young people
exist, and negotiate risk, within. It will first explore the literature pertaining to adolescent sexual and
reproductive health (ASRH) in relation to the web of socio-cultural factors driving youth sexual health
attitudes and behaviours, with a focus on gendered roles young people are socialised into, power
differentials and their relation to risky behaviours, and the complicated symbolism of one protective
behaviour, condom use. The paper will then argue for in integrated, holistic approach to STI/BBV
education that is consistent with the realities of young people’s lives. The review will then explore BBVs
in an Injecting Drug Use (IDU) context, followed by a review of the latest evidence on young people and
their use of Information and Communication Technologies (ICT), discussing both the potential for using
ICT in youth health promotion and education, and the risks and considerations for working in this rapidly
changing environment. Reflecting on these contextual issues, the paper will discuss engaging and
supporting marginalised young people in STI/BBV peer education programs, and the role of the youth

sector and Youth Workers in this process.

Socio-cultural influences

WHO (2006) cite a range of individual and environmental risk and protective factors for youth sexual
health. Protective factors include education about protective behaviours, condom knowledge, support
from peers, connection to social network, and institutional support. Risk factors include lack of
information, skills and power; gender inequalities; poverty and unemployment; negative peer influences;
substance abuse and lack of services. Whilst these risk and protective factors are all highly relevant and
need to be addressed in youth sexual health interventions, influencing the complexity of youth sexual
behaviours also necessitates inquiry into the gendered relationships, risk perception and symbolism of
condom use that result from a complex web of social, cultural and structural influences (Marston & King,
2006). As this paper will discuss, even when young people have protective and enabling environments,

safe sex practices can be overruled by strong social, cultural, and peer expectations and forces.

Young people (and adults) live in a complex social world, and thus programs are most effective when
they are targeted and tailored to the contexts in which young people live, and to their life circumstances
(Marston & King, 2006; United Nations Educational, Scientific and Cultural Organisation [UNESCO],
2003; World Health Organisation [WHO], 2004b). There is a clear consensus in the literature that young
people’s sexual health (or ill-health) and behaviour patterns emerge from a complex interplay between
the individual and more “upstream” forces that shape social contexts, including community, socio-cultural
norms, family, peers, economic status, religion, policy, historical period, and media (Marston & King,
2006; Moore & Rosenthal, 2006; Shoveller, Johnson, Langille & Mitchell, 2004). This multi-faceted
construction of sexual and social norms not only acknowledges the complex world that young people
operate in and respond to, but also necessitates that sexual health programs move beyond

14
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individualised risk factor analyses toward more ‘ecological’ approaches that explore the interaction
between the social context and youth sexual behaviour, and design programs and policies accordingly
(Adamchak, 2006; Marston & King, 2006; Shoveller et al., 2004). STI/BBV interventions that do not
account for theses social and cultural forces (eg. are limited to information-based, giving out free

condoms etc) have been met with limited success (Marston & King).

There is an extensive body of international research that evidences the powerful influence social
contexts have on young people’s sexual behaviours. For example, recent qualitative research
interviewing 40 males and females aged 18-24 (from both urban and rural regions in BC, Canada)
unveiled a smorgasbord of complexities relating to young people’s sexual behaviours (Shoveller et al.,
2004). In this study, the social context was one where sex was viewed as something abnormal
(pathologizing of sex); and where discussion about sex with parents, communities and schools was
mostly limited to education on the clinical outcomes of sexual behaviour (pregnancy and STIs/BBVSs),
and meaningful discussion exploring the emotional complexities of human sexuality and relationships
was silenced (Moore & Rosenthal, 2006). This lead to an isolating context of sex-based shame, where
young people reported feeling unsupported by their community and social context, and thus struggled
considerably with the challenge of locating themselves as social and sexual beings within the accepted
norms (Shoveller et al.). This finding is synonymous with research by Singh et al. (2001, as cited by
Ingham, 2006) who, in their study of five developed countries (USA, Great Britain, Sweden, France,
Canada), found that societal acceptance of sexual activity among young people coupled with balanced
information on sexuality are the hallmark precursors for low levels of adolescent pregnancy and low
rates of STIs and BBVs. The United Nations Children’s Fund [UNICEF] (2001, as cited by Ingham)
further contributes to this evidence-base with their enquiry into numerous countries across four
continents, finding that when young people feel a sense of hope, inclusion and stake in the future and
when they have access to contraception and non-judgemental sex education that enables them to make
informed, mutually respectful choices, there are lower rates of pregnancy and STls and BBVs. This
evidence thus argues in favour of initiatives that explore how young people’s self-esteem and behaviours
are structured by their interactions with social context, rather than focusing on influencing self-esteem
levels through purely individualistic approaches. The latter approach infers that young people who
experience sexual risks have something ‘wrong’ with them; that their behaviour is a result of a deficient
personality (low self-esteem); and that they have complete control over their everyday lives. But as
Shoveller et al. discuss, this approach does not explain why young people with high self-esteem and
knowledge levels also engage in risky sexual activity. Context is crucial when exploring young people’s

sexual and social behaviours.

Marston and King (2006) further explore this notion in their inquiry as to why even young people with
high self-esteem, high knowledge levels, access to condoms and supportive community contexts

sometimes also engage in risky sexual activity. They conducted a systematic review of 268 qualitative

15
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studies of young people’s sexual behaviour published between 1990 and 2004 to identify key themes
relating to the social and cultural influences on young peoples sexual activity and risk-taking behaviours.
Quantitative research can answer questions like “What percentage of young people report using a
condom the first time they had sex?”, however the qualitative research included in this review looked to
explore the reasons for young peoples behaviour, which is essential to understand if agencies are to
make programs relevant to young people and their social worlds, and hence have a chance of being
successful. This literature focused on unmarried heterosexual young people, as studies on homosexual
behaviour in young people are rare. The authors identified seven key themes:
1. Young people subjectively assess the risks from potential sexual partners on the basis of
whether they are “clean” or “unclean”
Young people assess the disease risk of a potential partner by how well they know their
partner socially, their partner’'s appearance, social position or behaviour (eg. seeming
‘easy’), or other unreliable indicators; they will use condoms with “risky” partners and to
avoid pregnhancy
“....if  met a girl who weren't that type of girl [to sleep with me on the first night] and
started seeing her regular, then I'd trust her. | don't like wearing them” UK male 20-24yrs
2. Sexual partners have an important influence on b ehaviour in general
Sex can be seen as a way to strengthen a relationship; young people may fear violence
or retribution if they don’t have sex; having a stable partner can be a sign of femineity,
therefore failed relationships can damage a young woman'’s social position and self-
esteem
3. Condoms are stigmatising and associated with al  ack of trust
Carrying or buying condoms can imply inappropriate sexual experience — undesirable for
women, and can be interpreted as a sign of carrying an STI or BBV; asking a partner to
use a condom implies they think their partner is diseased and they don't trust them
4. Gender stereotypes are crucial in determining so  cial expectations, and in turn, behaviour
See ‘Gender and Power’ in section 2.4
5. There are penalties and rewards for sex from soc  iety
Related to gender expectations, social status is increased for men when they have many
sexual partners, and for women when they have secured a stable, exclusive relationship
with a man; young people may behave in certain ways through fear of being caught in the
act; sex can be a way to get money and gifts from boyfriends.
The interplay between individual motivation and social expectations is complex — for
example, behaviours considered risky or taboo can become desirable for that very reason
6. Reputations and social displays of sexual activi ty or inactivity are important
Reputations are crucial for the social control of sexual behaviour and for social inclusion
and acceptance; the use of contraceptives can imply sexual experience and damage
reputations for women, and not pushing for numerous female partners can damage
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reputations for men; young men often boast to their peers about sexual experiences;
sexual inactivity with a girlfriend may result in the stigma of being ‘gay’ or not being able
to achieve penetration.
7. Social expectations can hamper communication abo ut sex
Social pressures often cause young people to use deliberate miscommunication and
ambiguity instead of talking openly about sexual desires and fears; young woman may
avoid saying ‘yes’ when they do want sex in case they seem too willing, which makes ‘no’
difficult to interpret for young men; if the possibility of sex is not acknowledged and
communicated, then contraception is unlikely to be discussed and planned; proposing
condom use can also be seen as the equivalent of assuming you will have sex, when you
don’t know what the other person wants.
In summation:
Young people may chose NOT to use a condom with a partner because: they perceive them to
be “clean”; they may not have discussed sex with their partner in advance and so be unprepared;
the social importance of achieving penetrative sex for men may mean they prioritise the
experience of sex over any STI/BBV risks; young women may not suggest condom use for fear of
appearing too experienced; young women may wish to strengthen the relationship by complying
with their partners’ desires, or may even want to get pregnant to keep their partner; and young
people may not want their partner to think they don’t trust them, or to imply they themselves are
diseased.
In addition to these factors, Moore & Rosenthal (2006) cite that young people believe in a range of myths
regarding STIs and BBVs, including that “it won’t happen to me”, that attractive people don’t get STls
and BBVs (linked to their perceptions of ‘riskiness’), that condoms are unnecessary when the women is
on the pill, and that if you trust your partner then they are safe. These myths highlight areas that need to

be addressed when working with young people.

The afore research helps to explain why some young people are inconsistent condom users, even with
high levels of knowledge and access to condoms, pointing toward not only social expectations and
gender stereotypes as influential factors, but also to the emotional complexities of relationships that
young people are particularly vulnerable to during adolescence. As Marston, King and Ingham (2006)
argue, gender relations, risk perception and symbolism are some of the key current evidence-based
concepts linked to youth sexual behaviours, which are far more challenging to address than previous
concepts including young peoples ignorance, lack of knowledge and difficulties accessing condoms.
What appears to be a straightforward behaviour with a physical device (condom) is clearly a highly
complex social phenomenon. STI/BBV programs therefore need to explore and account for these social,
cultural and symbolic influences on behaviour if they are to reach long-term success with young people.
These evidence-based themes form a useful checklist that can be a starting point for needs
assessments with local young people, and can then be used to inform program design (Marston & King,
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2006). Paolicy makers and program designers can place “What are.....” in front of each of these themes,
collecting data to build a local profile of the social and cultural influences on young people’s sexual

behaviour.

Given theses complexities, this arena will always be a challenging and fascinating area for research and
youth health promotion and support. Amongst all of the questions that remain unanswered and all the
solutions yet to be found, it is reassuring that the Shoveller et al. (2004) research found that young
people view community-based services, including youth drop-in centres and youth-friendly sexual health
clinics, as filling the void that can be created by parents, teachers and peers shaming and silencing
meaningful discussion about these complex social issues. The young people in this research felt
community services were confidential spaces where they could talk with adults who accepted them as
sexual beings and did not judge their sexual behaviour. Western Australian research supports this
notion, finding that young people view youth workers as trustworthy and able to keep confidence

regarding personal issues such as sexual health (Sorenson & Brown, 2007).

Gender

The social construction of gender, defined as the roles, identities and attributes of men and women, is
recognised as having a significant effect on the sexual behaviours of young people (Ali & Cleland, 2006;
Marston & King, 2006; Moore & Rosenthal, 2006; Ricardo, Barker, Pulerwitz & Rocha, 2006; WHO,
2004b). WHO (2004b, p. 1) articulates the importance of addressing the issue of gender in relation to

young people’s health, which holds true for both sexual health and drug use behaviours in young people:

“The issue of gender is crucial when responding to adolescent needs. Power
differentials are fundamental in defining the experience of adolescence.
Addressing gender concerns relating to youth behaviours requires effort at
multiple levels including: challenging gender bias within communities, institutions,
and health systems; recognising the impact of family pressure and norms on how
girls and boys are socialised into adult roles; and fostering positive interactions

between boys and girls as they grow into adulthood.”

The social construction of gender imparts various norms and expectations to young men and women
that shape their attitudes and behaviours relating to their sexuality, and create advantages and
disadvantages for both sexes (Ricardo et al., 2006). Young men are frequently portrayed as prisoners of
social constructions of masculinity, concerned only with sexual predation and immediate pleasure, and
little consideration for long-term health consequences (Ali & Cleland, 2006). Evidence shows that young
men are expected to be heterosexually active; that vaginal penetration makes the transition from

boyhood to manhood; that they are expected to seek physical pleasure; and expected to scheme or plot
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to obtain sex (such as telling a woman it's a serious relationship when it's not) (Marston & King, 2006).
Paradoxically, young women are portrayed as prisoners of social constructions of femineity that denote
passivity and acquiescence (Ali & Cleland). The evidence shows that young women across numerous
cultures are expected to be innocent and resist sex; that they are meant to deny sexual pleasure or fear
being branded loose or cheap; that sex should be linked to romance where young women are ‘swept off
their feet’ into sex in way that is not planned; and despite the stigma attached to carrying condoms for
young women, they are generally considered responsible for preventing pregnancy (Marston & King).
These rigid gender norms are arguably dangerous for young people’s sexual health for a number of
reasons, including that they reinforce coercion of and violence against women, and they foster a
perception of sex as performance for young men, which restricts their ability to see themselves as
caring, non-violent, responsible partners and hence can lead to a lack of emotional intimacy and gender

inequity issues with their partner (Ricardo et al.).

Rigid gender norms can also impact on the sexual safety of same-sex attracted young people, in
particular young gay men (Ricardo et al., 2006). The stigmatisation of being a homosexual (nhot
conforming with the rigid socialised gender norms for males) often inhibits young gay men from seeking
out information and support services and leads them to practice their sexuality in secret, thus increasing
their vulnerability to STIs and BBVS (Ricardo et al.). Furthermore, it is not only how gender affects the
young person that is important, but also how gender norms and subsequent stigmatisation of being of
Diverse Sexuality and Gender (DSG) shape the attitudes and behaviours of communities and health
services staff, and how that affects their level of acceptance and openness toward DSG young people.
Gender-related issues thus need to be addressed at many levels in order to effect any positive changes
in young people’s sexual relationships and behaviours (Ali & Cleland, 2006). In terms of sexual health
youth peer education programs, critical components for success include the exploration of gender issues
with peer educators and the promotion of gender equity (Adamchak, 2006), as well as the exploration of
how stigma and discrimination relating to gender manifest within the community and how this impacts on

support services and help-seeking behaviours in young people (Ali & Cleland).

Given this evidence that young peoples’ sexual health behaviours are intricately linked to their social and
cultural worlds, Ricardo et al. (2006) propose an ecological framework to map the dynamic
interrelationships between the socio-cultural norms, structural factors, interpersonal relationships and
individual factors. In mapping these factors programmers can begin to explain the multi-level systems
that are operating to influence young people’s gender-specific vulnerabilities and sexual health

behaviours.
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Table 1: Four levels of influence in an ecological framework

Area of influence Key influential factors

Socio-cultural norms Social and gender inequities
Permeate all levels of the model, and are also influenced by all levels of
the model

Structural factors Access to and quality of institutions: schools, religious centres, health
clinics, NGOs

Socio-economic opportunities — economic disempowerment can lead to
less power to negotiate sexual safety; sex can be offered to gain social
status and money; less able to access support services.

Policy issues to be addressed - poverty, violence, education and
discrimination

Evidence shows that community and peer spaces are t he most
influential and effective in reaching young people and promoting
changes in norms around sexual health

Interpersonal relationships Family — primary social institution where gender roles are learned and
reinforced; nurturing male role-models for young men are linked to
gender-equitable attitudes

Peers — increasingly influential with age — see peer education discussion

Individual factors Increased complex cognitive abilities for abstract and critical thinking

Young people are able to question gender and social norms defined in
the above three — to develop a “gender-consciousness” — critical
attitudes and self-efficacy to act in gender-equitable ways

Implications for practice
The implications of the ecological model for youth sexual health education programs are:
1. Promote critical reflections of gender and socialisation in educational activities
2. Create environments where the social norms and institutions support individual and group-level
changes
3. Develop broader alliances with Government and local communities to reinforce positive change
in norms around gender and sexuality (Ricardo et al. 2006)
The Y Peer Standards for Peer Education cites “gender-sensitive planning and implementation” as a key
cross-cutting issue in all peer education programs, advocating for operations and peer education
activities that are gender sensitive, appropriate, and equitable, with an emphasis on gender awareness
(United Nations Population Fund [UNFPA] 2005b). There is increasing evidence that including critical-
thinking discussions of gender norms and socialisation in young people’s educational activities results in
measurable changes in young peoples attitudes and sexual behaviours, with the workshop format
proving the be way to enable a safe space for critical reflection and skills-development necessary for
building, and acting on, a “gender consciousness” (Ricardo et al., 2006). It is also important to explore
and assess how culturally defined gender roles affect peer educator recruitment, retention and ability to
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communicate about sex with the same-sex and opposite-sex peers, as these factors will guide program
design and peer educator recruitment processes (eg. female-only groups) with each target group (Joint
United Nations Program on HIV/AIDS [UNAIDS] 1999).

Power

In addition and related to gender issues, there are a range of ‘power’ variables that can impact on the
sexual behaviour of young people. Research in this area has largely focused on gender-based socially
constructed power differentials between young boys and girls, and the challenges that result for young
women. For example, a young woman could decide that her partner was ‘risky’ in terms of STls and
BBVs, could determine the need to use a condom, be prepared to carry a condom and attempt to use it,
but still be unable to because her partner does not agree (Marston, King & Ingham, 2006). Women who
perceive they have less power in their romantic relationships have been shown to be less likely to be
able to negotiate using a condom, and more like to be HIV positive. Similarly, women’s perceptions of
higher power in their intimate relationships have been linked to increased self-efficacy about using
condoms (Ricardo et al., 2006). Whilst gender-based power dynamics have important implications for
the vulnerability of young women, it would be inadequate to assume that all women are disempowered in
relationships and that all women want to use condoms but need to be taught to negotiate condom use.
This is an over-simplistic model of power relations that does not account for other key ‘power’ variables
that can impact on sexual risk-taking behaviours, including economic wealth, age, ethnicity or class. For
example, a 20 year old man of a high social status may have the power to persuade his 16 year old
boyfriend that they don’'t need to use a condom. The 16 year old young man in this scenario may feel
disempowered to act upon his knowledge of the importance of condom use, and he may also be looking
for emotional connection and trust, or even an increased social status. Power dynamics are complicated
when exploring the emotional complexities of relationships and the symbolic values of condom use, as
achieving emotional intimacy and a sense of trust can often override the use of condoms (or other
protection) for many young people (Marston et al.). Power differentials are also very present when
exploring injecting drug use, where knowledge of safe IDU practices is often over-ruled by the power of
the peer group, the culture of sharing, and the need to belong (Ogilvie, Viet, Crofts & Thompson, 2009;
Racz, 2005). Power relations have important implications for the sexual and BBV behaviours and
vulnerabilities of young people, and thus should be addressed at four levels of influence within the

ecological model (Table 1) during program development and implementation.

Integrating sex and drug education in peer programs

So far this review has explored the extensive literature devoted to determining the individual,
environmental, social, cultural and structural determinants of young people’s unsafe sexual behaviours
and subsequent risk of STIs and BBVs, with a focus on gender and power influences in a sexual health
context. BBVs however are not only contracted through sexual activity; in fact the main route of
Hepatitis C transmission is through injecting drug use (National Centre in HIV Epidemiology and Clinical
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Research, 2004; Ollis & Mitchell, 2001). For many years, youth health education has been conducted in
such a way that sexual and drug use activities are treated as separate, unrelated entities, with BBVs
generally only being addressed in youth education programs within a sexual health context. This
separation however, seems an inadequate structure for educating young people about STIs and BBVS,
as it does little to reflect the social connections between drug use, infection, sexual safety and the
realities of young people’s social lives (Ollis & Mitchell). As was previously described, this notion was
supported in the 2007 WA Youth Consultation, where young people advocated for sexual health
education that is positioned within the complexity of their real-life experiences, including alcohol and
drugs, relationships, peer influence, assertiveness and sexual assault and consent (Sorenson & Brown,
2007). Not only is it relevant to engage young people in concurrent sex and drug education so as to be
consistent with their social realities, but it is also relevant due to the many cross-cutting issues between
the sex and drug literature. That is, just as this review has discussed the social-cultural, gender and
power influences on sexual behaviours, strong social-cultural and environmental influences, gender and
power differentials, and range of social and emotional issues (including trust, self-esteem etc) all work to
influence and drive unsafe drug use behaviours. Unsafe sex and drug practices are also united in the
fact that they are often driven by ‘pleasure’ and ‘danger’ factors, where the dimension of risk taking is an
intrinsic part of the pleasure (Maycock, 2005; Moore, Rosenthal & Mitchell, 1996; Moore & Rosenthal,
2006). Interms of IDU specifically, there is also a crossover between social, sexual and drug networks
(Ellard, 2007), thus making simultaneous STI and BBV education and prevention efforts relevant to real
life contexts. This chapter will therein discuss the specific context issues surround blood borne virus

transmission, and key factors for consideration in prevention and early intervention programs.

Blood borne viruses and Injecting Drug Use (IDU)

The heterogeneity of the IDU community, as well as issues of stigma and discrimination of IDU, emerge
as key challenges for BBV education and prevention efforts. To give HIV as a comparative BBV
example, sexual activity has been HIV’s main mode of transmission in Australia, with the majority of
infections occurring amongst gay men, which has enabled HIV education and prevention efforts to be
explicitly targeted and effective in reaching the affected population. In addition, due to the clear
identification of this ‘at-risk’ community, gay men and related organisations have come forth to be
intimately engaged in the education and prevention efforts, making resonance with the target audience
high (Moodie, Edwards & Payne, 2003). In contrast, the target group for Hepatitis C prevention and
education messages is far less clear, making targeted prevention messages and engagement
challenging. This lack of clarity emerges from the huge range of diversity in the IDU networks, including
diversity of social scenes, networks, settings, peer groups, education and employment status, and
housing status, resulting in a lack of a clearly identifiable IDU community. For example, it not uncommon
to see wealthy IDUs pull up in front of NSP exchange services in expensive cars to get their clean
equipment (Ellard, 2005), which considerably challenges the ‘junkie’ stereotype of IDUs. In addition to

this challenge of diversity, the stigma of injecting means that many privatise their injecting practices,
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resulting in reduced access to education and information communication about risks and safer practices,
and a subsequent limited and vague knowledge of Hepatitis C (Ellard). Furthermore, many IDUs have
the perception that education and prevention efforts for Hepatitis C are only targeted at, and relevant to,
‘junkies’, a term with which they don't identify (Ellard). Given this heterogeneity of IDUs, the perceptions
surrounding who needs education on BBVs, and the stigma of injecting, there is a clear need to produce
and disseminate information in diverse and context-appropriate ways (Ellard).

As with sexual behaviours, there is considerable evidence highlighting the critical role social and
environmental factors play in shaping people’s IDU risk-taking behaviours and therefore risk to BBV
infection (Fast, Small, Wood & Kerr, 2009; Maycock 2005; Merkinaite, Grund & Frimpong, 2009; Ogilvie
et al., 1999; Ramos, Ferreira-Pinto, Brouwer, Ramos, Lozada, Firestone-Cruz & Strathdee, 2009;
Rhodes, 2002, as cited by Racz, 2005). A number of studies have specifically focused on young people,
investigating the context-dependant nature of drug-taking risk decisions and the risk factors for
transitioning into harmful IDU (Maycock); the risk environments associated with the transmission of
BBVs with young IDUs (Racz); the creation of enabling environments within a harm reduction framework
for improving access to services for young IDUs (Merkinaite et al.); the social and environmental risk
correlates for young IDUs becoming entrenched in a local drug scene (Fast et al.); and the early
exposure and initiation into sex and drug worlds due to a range of social, family, emotional and
education issues (Ogilvie et al.). This research clearly indentifies the limitations of individualistic
approaches in explaining the ‘risk’ decisions young people make in relation to IDU, and clearly points to
an ecological approach that recognises the level to which the ‘risk’ environment of the young person,
including social, cultural and economic contexts, influences their drug behaviours (Fast; Maycock;

Ramos; Rhodes 2002, as cited by Racz; Merkinaite et al.).

In terms of social and peer influences, research finds that as young people become increasingly
exposed to drug use environments, interacting with peers and becoming immersed in the ‘normality’ of
drug use and drug scenes, they privately interpret their complex social worlds and continually re-
negotiate risks associated with drug use. This is sometimes to the point where behaviours once deemed
risky can become normalised, routine and habitual, thereby changing patterns of drug use (Maycock).
Looking more broadly at the social determinants of health, research consistently evidences the risk
factors for young people engaging in IDU, including lack of education and skills, homelessness, violence,
low or no income, non-existent care situations in childhood, parental drug use, criminal involvement,
social exclusion, alienation from mainstream structure, and limited opportunities for excitement, freedom
and belonging (Fast et al.; Ogilvie et al.; Maycock). Once young people transition into IDU through their
social networks, research suggests social processes and physical environments operate to isolate young
people and push them toward harmful drug use. Here it becomes near impossible to avoid risk, and
young people quickly become ‘entrenched’ in this world, becoming even more marginalised from

mainstream services and opportunities, and even more at-risk of unsafe environments (sex work,
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homelessness etc) and unsafe drug-use (Fast et al.). Given social nature of drug use, and the complex
social journal of engaging with various levels of drug-use risk and BBV risk, BBV interventions need to

be developed within this social context.

Young people are inarguably at high risk of BBVSs, as is indicated by WA Epidemiology showing that
young people have the highest rates of newly acquired C (Department of Health, WA, 2009). This is
likely to correlate with the first initiation of IDU occurring during the youth bracket as well. As Treloar and
Abelson (2005) discuss, new young initiators often know little about injecting and how to keep
themselves safe from BBVs, as this information is mostly learned after the first initiation (if at all). This
lack of knowledge and awareness places young people at an extremely high risk of BBV transmission.
Young people’s first experience with IDU rarely occurs alone, with research suggesting the first time
occurs in social circumstances (Stephens, 1991, as cited by Treloar & Abelson), and often results from
peer pressure or out of curiosity (Merkinaite et al., 2009). Other research supports these findings,
showing that the peer and social culture and interpersonal relationships between IDUs, facilitates a
‘culture of sharing’ that often overrides any knowledge of BBV risk behaviours (Ogilvie et al., 2009; Racz,
2005). Given this consistent evidence for the ‘strength of the peer group’ and the ‘peer group as a
natural source of information’, the literature clearly advocates for the use of peer education to reach
these young people and influence the strong cultural and social drug practices (Ogilvie et al., 1999,
Treloar & Abelson, 2005, Coupland & Maher, 2005). This is reflected by the successful local, national
and international practice of peer education in IDU contexts. It is important to articulate the importance of
recruiting peer educators that are within the local IDU networks and are perceived as credible by their
peers. IDU research shows that there are particular individuals within IDU networks who have a special
status and are sought out by others to provide knowledge and care around drug use, and therefore are
argued to be more credible than peer educators from outside a network (Treloar & Abelson). In light of
the high-risk status of young people for the transmission of BBVs, the social and environmental context
of IDU, and in particular the peer influence and peer cultures involved in determining safe or unsafe drug
practices, Merkinaite et al. advocate for future interventions that specifically utilise the harm reduction
framework; engage young IDUs participation in the planning and execution of service delivery; invest in
peer-based approaches; and adopt a structural approach to BBV prevention that focuses on the

economic, social and education prosperity of young people.

Information Communication Technology (ICT)

Rates of internet use in young people

Information and communications technologies (ICT) are rapidly increasing in Australia, with the
Australian Bureau of Statistics [ABS] 2008-09 data showing that 72% of Australians have home internet
access, which is up from 64% in 2006-07. Between 1998 to 2008-09, household access to the internet at
home has more than quadrupled from 16% to 72%, while access to computers has increased from 44%

to 78% (ABS, 2009a). When looking at children and young people, the revolution of ICT in Australia is
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even more apparent. The 2009 Children's Participation in Cultural and Leisure Activities survey (ABS
2009b) found that an estimated 2.2 million (79%) children (age 5-14) access the Internet either during
school hours or outside of school hours. There is no significant difference between the level of access by
males and females; however there is a clear upward trend with age, with 60% of 5 to 8 year olds
accessing the Internet compared with 96% of 12 to 14 year olds (ABS, 2009b). 15-17 years olds were
noted as being significantly above the average, with 94% of this group accessing the internet at any
location. 17-25 years olds, whilst slightly lower, have similar high rates of internet access, making the 15-

24 age group the most avid users of the internet (ABS, 2009a).

Marginalised young people’s internet use

When looking more specifically at marginalised young people, new research shows that ICT plays a
much more significant role in the lives of young people who experience social, cultural economic
marginalisation that was previously thought (Blanchard, Metcalfe & Burns, 2007), with the rates of
internet use being very similar to non-marginalised young people. Blanchard et al. explored the use and
outcomes of ICT with marginalised young people and found that 93-96% of the participants aged 13-25
(including CALD, ATSI, SSAY, carers and young people with a disability) have access to the internet,
even when only 54.2% lived with their parents or close family. Blanchard et al. found that whilst
educated, employed non-Abariginal Australians who are in the top two quintiles of household income are
most likely to be connected at home, young people who do not reside in such households still access
internet at other locations including school, libraries and community and welfare agencies. Marginalised
young people reported to be confident in their computer, internet and photography skills, enjoy and be
proficient in using social networking websites and text messaging to maintain and build relationships
both online and offline. ICT clearly plays an important role in facilitating all young people’s social
relationships (Blanchard et al.), and thus should be carefully considered when aiming to enhance young

peoples mental, social and sexual health and wellbeing.

Opportunities, risks and challenges of ICT with you ng people

This rapid growth of internet use in Australia, particularly with young people, presents new opportunities
and challenges for health promotion, support and health information dissemination to young people. It is
increasingly recognised that the internet plays a significant role in influencing mental health and
wellbeing through its intricate relationship with key determinants of health including social
connectedness, empowerment, community participation, and skills development (Blanchard et al., 2007).
The internet can also beneficial because of its potential to reduce geographic and social barriers to
accessing support and information, as well as increase anonymity for help-seeking regarding sensitive
issues (Hillier, Kurdas & Philomena, 2001), such as sexual health and blood borne viruses. In terms of
increasing social networks, young people in the SPIN Sweeny Report discussed how developing
friendships on MSN can reduce embarrassment and social awkwardness due to its relative anonymity

(SPINCommunications, 2007). Conversely, there are numerous considerations for, and challenges with,
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the use of the internet in health promotion and education, particularly when young people are involved.
Hillier et al. discuss the concern of the internet’s potential to dehumanise aspects of human life, including
the disembodiment of human relationships, through the lack of face to face contact and the loss of
socially fulfilling communication. In terms of young people, there are fears that young people will become
exposed to explicit sex and/or paedophiles, and in their addictive patterns of internet use, that they will
become unable to relate to, and function in, real life situations (Hillier et al.).

The Inspire Foundation is currently conducting extensive research to investigate young people’s ICT
use. The three-year “Bridging the Digital Divide” project aims to positively impact marginalised young
people’s mental health and wellbeing by using ICT to increase their levels of social connectedness and
civic engagement (Blanchard et al, 2007). Information on this project and tips for using ICT with young
people are is available on the Reachoutpro website

. Among other things, this website details the types of ICT activities young people are
engaging in and how professionals can support and educate young people about the risks of ICT and
strategies for being safe. There are a range of personal safety issues being highlighted by this research,
including: disclosure of personal information; cyber bullying / harassment; meeting up with online people
in the real world; profile hacking / account hijacking; viruses, spy ware and spam; phishing scams and
fees / costs (e.g. getting ripped off on eBay). The researches note that the level of risk for each young
person varies considerably due to a range of interrelated factors including internet literacy and skills,
age, internet access and overall coping skills (Livingstone & Bober, 2005, as cited by Inspire
Foundation). Given young people’s increasingly high use of the internet, especially to meet new people
and share their lives via the internet, it is critical that they have the knowledge and skills to keep

themselves safe and manage risky situations (Inspire Foundation, 2010).

Hallett, Brown, Maycock and Langdon (2007) further discuss important considerations for
implementation of online peer-facilitated chat rooms with same-sex attracted (SSAY) young people.
Whilst for this particular target group online environments can provide a ‘safe’ space that is often not
available to them due to the stigmatisation and discrimination of diverse sexuality and gender (DSG)
(Hillier et al.), implementation issues include: a rapid rate of unexpected technological changes; the
limitations imposed by text-only communication (as much of the emotional context removed); difficulties
drawing the line between educational and therapeutic relationships; difficulties faced in establishing
boundaries between the peer-facilitator and the participant; the potential to open a Pandora’s box of
emotional distress of the participant without adequate means to provide support and referrals; and
challenges in making programs sustainable, due to factors such as unreliable internet connection, and
relying on SSAY volunteers to facilitate the online forums (Hallett, Brown, Maycock & Langdon, 2007).
Keys, Rosenthal, Williams, Mallett, Jordan & Henning (2008) also discuss the challenges of content
filtering software blocking sexual content on computers, including sexual health information. In the SPIN

Sweeny report, those young people enjoying the reduced awkwardness of MSM chat rooms also
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reported that being ‘blocked’ from the chat room was a new type of social rejection
(SPINCommunications, 2007). Despite these risks and challenges associated with ICT and young
people, Blanchard et al. (2007) conclude that young people are aware of the risks involved with the
online world and appear to be “safety savvy” with ICT. Given this, and young people’s universal use of

the internet, this area of youth health promotion warrants further exploration.

Can interaction with ICT interventions produce chan ges in knowledge and behaviour?

It is still unclear as to the role the internet can and should play in health promotion and support, and
whether or not accessing information on the internet actually results in positive changes in young
people’s knowledge and behaviours (Keys et al., 2008). Studies are limited in this area, and often report
contradictory results with regard to young people’s use and knowledge of the internet for help-seeking
and information. In terms of marginalised young people, even if young people know which websites to
access, many sites are too text oriented making them inaccessible to young people with lower literacy
skills (Lazaras & Mora, 2000, as cited in Keys et al.). Targeting mainstream youth populations however,
there is some US evidence to suggest that interactive computer-based or internet interventions are
effective in increasing STI knowledge, condom use, and intention to practice safer sex, as well as
reducing the likelihood of acquiring an STI (Delgado & Austin, 2007, as cited by Keys et al.). There is
also indication of gender differences with regard to sexual health help-seeking on the internet, with
young women being more likely to: access the internet for sexual health information; discuss what they
read with others; and visit a health provider based on what they read (Kaiser Foundation, 2001, as cited
by Keys et al.). User-generated content (UGC), or in this context youth participation and contribution, is
another strategy to assist in engaging large numbers young people through the web. UGC allows young
people to write comments on the website, upload videos, pictures and art, review other people’s
comments and work etc., being monitored by the website administrator to avoid offensive language and
to ensure the relevance of the contribution (Levine, 2009). UGC is often used in the form of having youth
contests where young people submit their entries and other young people can review and vote for their
favourite. This youth engagement strategy simultaneously functions as indirect peer influence and peer
education, as young people are communicating and education each other through their interactive
contributions. Despite the potential for the use of ICT in youth health promotion and behaviour change,
and despite young people responding positively to the use of the internet for short, sharp sexual health
messages and awareness raising, Australian marginalised young people reject its use for obtaining
detailed sexual health information, as they prefer this to come from trusted people, not technology (Keys
et al.). This research highlights a range of considerations when planning internet-based youth education
programs, including the need to define the target group and conduct comprehensive needs assessment,
the importance of interactive media over text-based media, and gender differences in help-seeking and

behaviour-change via internet sources.
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Social-networking sites
In addition to websites, both interactive and static, and online forums for some groups of young people
(eg DSG), there has been a vast increase in the use of social networking websites for communication
between young people and their friends. A study by the Burnet Institute in Melbourne is currently
underway to explore to use of social networking sites as a medium for engaging young people and their
peer networks in discussion around sexual health and safer sex (Routledge, 2009). The research project
has created four fictional characters who will interact online via sites including Facebook, MySpace,
Twitter, You Tube and Flickr to deliver interactive sexual health promotion messages to people aged 16
years and above. In the media release, the project developers argue that the project has the potential to
“turn what many see as frivolous technology into a powerful mechanism of widespread behavioural
change.” (p. 1) A recent US study has indicated that young people’s use of social networking sites is on
the rise (Lenhart, Purcell, Smith & Zickuhr, 2010), with:

73% of American teenagers with access to the internet now use social networking websites. This

is a significant increase from previous surveys, with just over half of online teens (55%) using

social networking sites in November 2006 and 65% in February 2008.

Young adults act much like teens in their tendency to use these sites. Fully 72% of online 18 29

year olds use social networking websites, nearly identical to the rate among teens, and

significantly higher than the 40% of internet users ages 30 and up who use these sites.
In addition to the Australian research currently underway, there are numerous examples of how agencies
utilise social networking sites to promote their services and key message. For example, Sex, Etc. is a US
peer-based organisation that created a MySpace page including online chat forums, posts by young
people and youth videos, in an effort to reach more young people with sexual health information
( ). At alocal, more simplistic level, agencies like Fremantle headspace have
created a Facebook page, where they communicate positive mental health messages with friends
through status updates and messages, and event invitations. Given the dramatic increase in young
people’s use of social networking sites, this communication medium presents many opportunities for
STI/BBV information dissemination to young people. More specifically, as the Sex, Etc MySpace
communication strategy has demonstrated, sites that are youth-driven, interactive and based on models
of peer education, peer support and peer influence, are likely to be the most effective at reaching young
people. Whilst there is much promise in the use of social-networking sites for youth health promotion,
young people have expressed concerns about the possible resulting breakdown in face to face
communication (Blanchard et al., 2007). In addition, there are WA youth agencies who deliberately
choose not to create social networking sites due to the limited research and support available for
managing these interventions (eg. Freedom Centre). It could be suggested from this research that there
is a strong case for the use of peer-based social networking interventions for information dissemination
(knowledge), however more research is needed to determine the risks associated with such

interventions, and also whether or not they can positively impact on the other determinants of young
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people’s sexual and drug risk-taking behaviours, including attitudes, peer norms, self-efficacy and skills,

to facilitate protective behaviours.

Other ICT opportunities are “Widgets” and “Apps” within social networking sites and video-sharing sites.
“Widgets” and “Apps” are small software programs that can be imbedded within a social networking
profile and/or website pages. They have many functions and interactive features, and can offer potential
for enhancing peer-to-peer sharing of content, information and interactivity (Levine, 2009). For example,
the 15 and Counting Campaign (see ) created a Facebook App named SexPert,
which includes a sex education quiz, advocacy component for better sexual health for all, a blog, a toolkit
and a petition to sign and pass around (Levine). Another example is , Which has three
widgets: a podcast, an HIV testing day, and the “9 and a half minutes” campaign. Through the widgets
users can conduct a postal code search for an HIV testing site and get in-depth information about HIV
and AIDS. Both widgets and apps are build by engineers, most often in Flash or Java, and are built for
specific sites (eg. Facebook, iPhone etc) (Levine). Video sharing sites like YouTube, which allow users
to upload and stream digital video to the web to be viewed by others, is another innovative ICT method
of health education and communication. For example, is a website run by the
California Family Health Council that has a YouTube channel for their videos relating to teens and young
adults and healthy and responsible sexual lifestyles. Many of the video’s are of young people themselves
sharing their stories, or producing educational short-films (Levine). A local example of this is the MMRC
Sharing Stories Ensemble, which is a group of Culturally and Linguistically Diverse [CALD] young people
who produced a short-film based on their experiences of friends, relationships and sexual risk. An
opportunity for facilitating a broader reach could be to upload the DVD to YouTube for distribution to
other young people. Similar to online videos on YouTube, podcasts and vodcasts are audio and/or video
files available for download on the internet. For example, uploads 7-8 minute
podcasts every two weeks, hosted by a journalist and author, which cover topics such as “When to end a
relationship” and “The female condom.” (Levine). Such audio-visual education resources may present a
unigue opportunity for educating marginalised young people with low literacy levels. These various ICT
opportunities mean that youth peer educators have the option of recording their education messages

and stories and uploading it to the internet for their peers to access.

Mobile phones

Young people have embraced mobile phones with as much or more enthusiasm as they have the
internet, with 76% of 12-14 year olds (ABS, 2007) and 94% of 16-24 year olds (SPINCommunications,
2007) having a mobile phone. Whilst there is limited rigorous evaluation of mobile phone health
campaigns, some recent research indicates that SMS campaigns can be effective in increasing
protective factors such as knowledge, awareness and access to services. One example is the evaluation
of the Western Australian (WA) Department of Health 2005 Chlamydia campaign, in which over 11,000

young people received two SMS messages alerting them to the issue of Chlamydia as an asymptomatic
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infection and encouraging testing. The evaluation found that Chlamydia testing increased during the
campaign period, and that 58.2% of evaluation participants rated Short Message Service (SMS) as a
very good communication method (Wilkins & Mak, 2007). Focus group participants said that SMS can be
effective for raising awareness and promoting discussion, however that it can also be annoying and seen
as an invasion of privacy. Wilkins and Mak conclude that SMS campaigns are well-tolerated and
effective in delivering sexual health messages if permission to receive the SMS is sought and granted.
Other Australia recent research supports the use of SMS for youth health promotion, with a randomised
controlled trial in Melbourne finding that regular sexual health-related SMS and email messages can
improve knowledge in young people and health seeking behaviours in young women (Lim, Hocking et al.
August 2007, as cited by Keys et al. 2008). International research also evidences some success of SMS
health campaigns in raising awareness of STIs and support services, with evaluation of the San
Francisco SMS campaign ‘SexInfo’, which provides young people with medically accurate information on
STIs, HIV, and pregnancy as well as referrals for free sexual health services, finding the campaign to be
successful at reaching its high-risk target group (Dobkin, Kent, Klausner, McCright, Kohn, Levine, 2007).
In contrast to the afore described research, Key et al. (2007) found that young people rejected the use of
text messaging for sexual health education and promotion, preferring information and health messages
to come from people rather technology. In particular with marginalised young people, there are also
concerns about the financial risks and economic consequences young people may face with mobile
phones due to the associated costs (Blanchard et al., 2007). As with social networking sites, mobile
phones hold significant opportunities for wide-reaching health promotion interventions, however more
research and rigorous evaluation is needed to determine which groups of young people will respond to
SMS interventions and which will not, as well as which other interventions will compliment SMS

campaigns in an integrated approach to reducing STls and BBVs in young people.

In terms of putting ICT interventions into practice with and for young people, youth service providers (eg.
Youth Workers, Social Workers, Psychologists) generally rate their computer skills as average and
express the need for education and training opportunities to up-skill and enable them to keep pace with
the rapidly changing ICT world and develop relevant ICT programs (Blanchard et al., 2007). Little
published evidence exists about the effectiveness of web-based programs for youth sexual and
reproductive health (Fazekas & Moffett, 2009), and with scant information on the financial and human
resources required to run ICT education programs it is difficult to assess ICT program sustainability and
cost-effectiveness. However, with an increased capacity of the youth services sector to bridge the ICT
gap between young people and service providers, ICT holds much promise for future health promotion

and communication interventions.

The role of the youth worker
It is increasingly evidenced that young people who experience social, economical and/or cultural
marginalisation have poorer mental health and wellbeing outcomes, are often at a higher-risk of unsafe
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sex and drug practices, and have poorer access to health services. Janssen and Davis (2009) discuss
the critical role youth workers can play in supporting marginalised young people with regard to their
sexual lives, including issues pertaining to self-esteem, peer pressure, relationships, communication,
negotiation and decision-making skills. Even though youth workers can sometimes avoid raising sexual
health issues with their clients due to concerns of lack of knowledge, Janssen and Davis argue that the
conversations young people want to have about sex are not so much about the biological facts anyway,
but rather about the topics that youth workers are dealing with everyday (eg relationships issues,
communication skills, peer pressure etc). However, the complex nature of sexual health and related
issues for all people (hot just young people) can result in youth workers reverting to factual information
over exploring complicated, often subjective topics such as peer relations, social connectedness, self-
esteem and healthy relationships. These complexities can also impact on young people’s help seeking
behaviours, as young people can experience difficulties in asking about and communicating their
feelings on these topics, resulting in minimal communication and support for marginalised young people

in this area (Janssen & Davis).

Despite these complexities and the hesitation from some youth workers, Janssen and Davis (2009)
argue that youth workers are ideally placed to educate and support marginalised young people, due to
the synergy between their natural role and what is required for promoting behaviour change (eg. building
trusted relationships, normalising discussions on sexual health issues, skills practice). This is often
achieved through small-group workshops that facilitate peer discussion and enable skills development;
however for high-risk young people research suggests that multi-faceted interventions including small-
group activities, one-to-one support and spontaneous teachable moments are likely to be the most
successful at reducing STI/BBV risk-taking behaviours (Harrison & Dempsey, 1998, as cited by Janssen
& Davis). In addition, youth sector agencies should engage ‘permission’ from young people to discuss
sexual health issues by changing the physical environment to one that is ‘sex-positive’ through the use of
posters, flyers, websites, and positive images (Janssen & Davis).

Lambert and Debattista (2009) discuss the importance of targeting marginalised young people (as
opposed to ‘mainstream’ young people) with STI/BBV peer education programs as they are the young
people who have been the most disadvantaged with regard to STI/BBV education, skills development
and support, and thus experience the highest need and a high level risk of acquiring STIs and BBVs.
Given that a key role of the youth sector is to support marginalised young people, including creating
supportive environments, facilitating youth participation and positive peer interactions, as well as
providing education and skills development, there is a clear synergy between the need to develop
STI/BBV peer education programs with and for those young people most at-risk, and what the youth

sector does as core business with marginalised young people.
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It is important to note however that the term ‘marginalised young people’ does by no means denote that
these young people are a homogenous group, and STI/BBV peer education programs need to reflect the
diversity in young people. Ollis and Mitchell (2001) support this, highlighting the importance of
acknowledging and affirming diversity among young people to ensure that programs are relevant to all
young people. They define diversity as the “broad range of differences amongst [young people] and their
communities and includes aspects related to gender, race, geographic location, culture, socio-economic
background, age, disability, religion and sexuality” (p.12). Education programs should acknowledge that
young people differ in their personal, social and political experiences and environments, and be aware of
how this impacts on their social worlds and their interpretation of health messages. Furthermore,
diversity of sex and drug use choices should be acknowledged and respected, from abstinence to
various levels of sexual activity and drug use (Ollis & Mitchell). Thus when planning a STI/BBV peer
influence program, key priorities for youth workers include: defining their target group to ensure they are
reaching those young people who need it the most (even if they are the more difficult to engage);
acknowledging and affirming the diversity within the target peer group to ensure all participants are able
to engage with the topics; and ensuring that the STI/BBV education is placed with the young person’s
real-life context and not limited to biological facts.

Conclusions and key messages

This chapter has covered a range of contextual issues relevant to young people’s sexual health and drug
use behaviours, as well as reviewed the latest evidence on young people’s use of, and response to, the
rapidly emerging ICT world. Given the powerful influence that social, cultural, familial, economical,
political, historical and technological factors have on young peoples’ development and lived experience,
including their sexual and social worlds, the literature (and this paper) argues for an ecological approach
to reducing young peoples STI and BBV risk taking behaviours. Interventions that target only the
individual make the assumption that young people who experience STl and BBV risks have something
‘wrong’ with them: that their behaviour is a result of a deficient personality (low self-esteem) and that
they have complete control over their everyday lives. Such individualistic approaches have repeatedly
been met with limited success, and thus it is advocated that future peer-based STI/BBV programs be
developed within an ecological and integrated framework, that includes multi-level interventions targeting
socio-cultural, structural, interpersonal and individual factors, that specifically addresses the interaction
between these factors and its influence on STI and BBV risk behaviours in young people. Whilst peer-
based programs need to be realistic about what they can and cannot achieve (ie. socio-cultural and
structural factors can take years to see impacts), at the very least, young people have a right to be
educated and up-skilled regarding the social and cultural influences on their health and behaviours, so
they are able to critically reflect on their socialised contexts, their behaviours and their choices. In
addition, programs and young people can attempt to actively engage their contexts (community, health

services, schools, government, family, the media) to challenge social realities such as gender roles,
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stereotypes, and media representations, to create supportive environments that facilitate reduced sex

and drug vulnerabilities and risk-taking behaviours in young people.
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Defining peer education

Peer education can be defined as a process, a strategy, a communication channel, a tool, an approach,
a methodology and/or a philosophy (Adamchak, 2006, UNAIDS, 1999). Peer education typically involves
the use of members of a group to effect change among other members of the same group, and in terms
of youth peer education, can be defined as the process by where motivated, well-trained young people
undertake informal or organised educational activities with their peers (those similar in age, background,
or interests who identify with the peer educators) (Adamchak; UNPFA, 2005a). In stating “informal or
organised”, this definition highlights that planned peer education sessions are only half of the picture (if
they in fact happen at all), as much of peer education happens informally through social networks, where
young people are able to ‘chose the right moment’ to talk about sensitive issues with their peers
(Backett-Milburn & Wilson, 2000; Green, 2001). Peer education thus utilises naturally occurring peer and
information-sharing networks between young people to effectively communicate health messages and
influence social norms (MacDowall & Mitchell, 2006). The skills and confidence they gain during training
and/or formalised sessions increases their capacity to ‘work’ as a peer educator within their peer
networks (Backett-Milburn & Wilson; Green). Peer education is used to effect changes at the individual
level (knowledge, attitudes, beliefs, behaviours) as well as at the group or societal level by modifying
social norms and stimulating collective action that contributes to positive changes in policies and
programs (Kerrigan & Weiss, 2000).

A framework for peer education

In practice, peer education can take on many different definitions, interpretations and activities, and can
occur in a variety of settings, making it challenging to develop an overarching framework. As Brown,
Lobo, Maycock and Burns (2007) discuss, there is limited theoretical development for peer-based
programs, inconsistent approaches to their design and implementation, inconsistent definitions of the
term ‘peer’ in the literature, ambiguity about what actually constitutes a ‘peer-based program’, and thus
huge variation in programs. Given the STI/BBV education focus of this project, peer education has been
chosen as the key peer-based model, as opposed to other peer-based models such as peer mentoring,
peer support, and peer leadership, although elements of these approaches will naturally emerge with the

peer educators.

For the purposes of the current research project, an attempt has been made to delineate a working
model that defines what is considered to be a peer education program, as well as the different stages a
program may work through to achieve true peer education. For example, there are many education and
support programs that involve a skilled individual who is outside of the peer group (eg. Youth Worker,
Educator — however may be a peer by some factors, eg culture, sexual identity) facilitating education,

self- and skills-development and peer interaction among young people, that are often described as ‘peer
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education’. However, for the purpose of this project, it is proposed that this is only ‘Stage One’ in

establishing a peer education program, and that to actually be defined as a ‘peer education program’ the

young people need to be specifically empowered and up-skilled to disseminate that information to their

peers, denoting ‘Stage Two'. These different stages are reflected in Shiner’s (1999) discussion of the

need to clearly define the nature of peer involvement by distinguishing between ‘peer development’ (ie

stage one) and ‘peer delivery’ (ie stage two). Shiner states that “peer development describes the extent

to which the personal development of the peer educators provides the focus of an intervention. Peer

delivery refers to the emphasis placed on the delivery of formal sessions by the peer educators.

Interventions should be defined in relation to both themes and it should be recognized that, within a

project, the balance between them may change over time. In describing different orientations to peer

development and peer delivery it will be argued that the projects involved in the evaluation point to a “fit”

between approach, setting and client group.” (Shiner, p.560). Thus, whether a program is focused on

peer development or peer delivery or somewhere in between, will depend on the young people’s needs

and experiences, the setting and context, and the overall goal of the program. This model of peer

education is illustrated in Table 2.

Table 2: A model for peer education

Description

Model of peer influence

STAGE 1

Peer
development

Skilled facilitator
educating and
up-skilling young
people;
developing their
confidence and
self-esteem.

Young people engaged
in peer-education
programs first need to
undergo initial support
and education around
STls, BBVs and
general life-skills to be
empowered with
knowledge and skills to
be able to take action
for themselves and for
their peers.

This education and
training should be
delivered by a well-
trained and trusted
person. Eg. Youth
Worker, older peer

The focus of STAGE 1
is on: engagement,
trust-building,
education and self-
development for the
young people; and on
the trainer facilitating
peer interaction and
learning within the

group.

FORMAL

The delivery of this training is usually done in a formal
workshop format, however it needs to be interactive,
flexible and fun to facilitate learning and engagement.

Young people may not indentify as peer educators at the
onset of the program, however by the end of STAGE 1,
they will have developed new confidence and skills and
be aware of their important role in delivering information
to their peers.

The time required for stage one will depend on a range
of factors relating to the young people, including current
knowledge, skills, self-esteem, confidence, socio-cultural
contexts etc. When working with marginalised young
people, achieving stage two may be an unrealistic target
due to the personal difficulties these young people often
experience, which can inhibit their capacity to commit to
being a ‘peer educator. However whilst the young people
may not be formally recognised as peer educators, a
stage one program lays the foundation for future
programs and provides much needed education and
support, and it is likely that the young participants will
inadvertently influence their peers with their new
knowledge anyway.

Examples of peer education programs targeted at
achieving stage one (see Audit):

Spin for ya health
PASH
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Youth Amphetamine Information Project

STAGE 2
Peer delivery

Young people
undertaking
informal or
organised
activities with
their peers

Young people identify
as peer educators and
plan and execute
activities to reach their
peers. Depending on
the young people, their
peers and their socio-
cultural context of the
program, young people
may choose to
influence their peers
through planned
activities, or focus their
influence on informal,
natural conversations
within their peer
networks.

The role of staff
member who facilitated
stage one is to support
the young people to
develop their ideas and
activities and to provide
close supervision and
support at an individual
and group level.

FORMAL - Peer educators may plan formal educational
activities with their peers including:

Theatre/role play

Arts-based activities lead by peers
Outreach. Eg at youth events, youth hang-
outs

Multi-media development (eg. creating a
DVD)

Technology and new media strategies. Eg.
social networking sites

Group-based education workshops
Interactive activities. eg game show quizzes
Direct one-on-one (support, education)
Referrals

Resource distribution

INFORMAL - Peer educators may not want to identify as
a peer educators to their peers, or may decide formal
activities are ineffective for engaging and reaching their
peers, so they choose to be a peer educator in an
informal manner.

Informal conversations at parties, youth hang-
outs, school etc...
Opportunistic education when the topic comes
up with peers
Examples of peer education programs targeted at
achieving stage two (see Audit):

Talking Realities
Keep Safe Stay Cool
Freedom Centre

In light of one of the program objectives within the ‘Project Grant Description’, which is to “investigate

and determine the effectiveness and value of peer-based initiatives to influence young people”, this

project is particularly interested in the flow of information between young people and their peers in

regard to STl and BBV prevention issues, donating ‘stage two’. However, while all the research trial

programs will be aiming to achieve ‘stage two’, given the marginalisation of some groups of young

people, ‘stage one’ may take longer for some trial programs to achieve than others.

As is demonstrated above in the third column, peer influence models/ practices can generally be

categorised as either informal or formal. Formal peer influence refers to planned educational activities

where young people have been trained to conduct peer education activities to influence and educate

their peers. Informal peer influence references to the natural existing peer networks that exist between

young people, and the natural conversations that occur which result in information exchange. Informal

peer education is not overt but opportunistic and would generally be seen as the opinion or advice of a
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friend, however in the context of peer education programs, the young peer educators will be aware of
their influence and up-skilled and intending to pass on their knowledge to their peers during informal
conversations. Other than the informal/formal dichotomy, McDonald (2004) describe other variables that
can be used to define different peer education models, including: the definition of ‘peer’; aims and
methods (eg. aiming to improve just knowledge, or behaviour as well?); level of youth participation and
ownership; target group; program size; and program activities (eg. planned sessions, dissemination of

resources, creative approaches).

As it has been identified here that ‘stage one’ or ‘peer development’ is the platform for peer education
but is not considered true peer education, Lambert and Debattista (2009) explore this notion and discuss
other educational activities that are often included in the catchphrase ‘peer education’, but are not
actually true peer education. For example:

Community education and awareness raising activities conducted by individuals who do not

belong to the subpopulation being targeted (e.g. a 24 year old talking with school students; an

affluent university student conducting outreach to street-present youth).

General condom distribution by young people

General resource distribution (pamphlets, posters and newsletters) by young people

Peer support groups (e.g. individuals with HIV meeting to support each other)

Peer education trainers (eg. Youth workers) conducting community education themselves rather

than training peers to conduct education with their own peers (Lambert & Debattista)
Whilst these activities can be worthwhile and effective, and can also ‘set the scene’ for peer education
programs by raising awareness of the issues and providing a supportive context (as does ‘stage one’),
peer education is a specific methodology that necessitates the education program is run by, and for,
members of the same peer group (a group in which young people identify with each other) (Lambert &
Debattista). There is also the risk that if peer education becomes community education it may not reach
those young people who need it the most (Lambert & Debattista). It is also important to distinguish
between peer education programs and mass media programs, the key difference being that the latter
involves no interpersonal interaction and information only flows in one direction. Peer education is the
sharing of information between peers in a two-way interaction (Medley et al. 2009), as the Theory of
Participatory Action and Social Cognitive Theory postulates, is critical for learning and behaviour change

(see Theoretical base).

Rationale for peer education

It is globally recognised that peers are highly influential when it comes to the health-related behaviours of
young people (Green, 2001; Family Health International [FHI] 2006; Moore & Rosenthal, 2006; Ricardo
et al., 2006; WHO, 2003). This is based on evidence that: young people relate well to other young
people of similar age, background, culture and interests; young people/peers are naturally sources of
information, advice and support to each other and therefore are regarded as credible communicators
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with their inside knowledge of their peer group; and young peoples attitudes and normative expectations
are able to effect and shape social/peer group norms (Moore & Rosenthal,; Senderowitz, 1997; UNFPA,
2005a; UNAIDS, 1999). Involving young people as peer educators not only has the benefit of ensuring
the program language, messages and activities are relevant and appropriate to the targeted young
people, but also that young people are directly involved in programs that effect them, that peer educators
are able to feel empowered by their participation and gain other long-term benefits from their
experiences including personal and skills development, and the peer educators can serve as positive
role models for their peers (Backett-Milburn & Wilson, 2000; MacDowall & Mitchell, 2006; Mitchell,
Nayakake & Oling, 2007; Senderowitz; UNFPA, 2005a). The influence of peers increases with age as
young people gain autonomy from their parents (Ricardo et al., 2006; Shoveller et al., 2004) and young
people often seek validation and approval from their peers regarding decisions about sex and drug
behaviours, as there can be a strong fear of peer rejection regarding their sexual and drug-use status
during adolescence. For example, young people have been shown to suppress their own beliefs and
alter behaviours in order fit in with their peer group, such as starting to have sex because the rest of the
peer group is ‘doing it' (Shoveller et al.). Peers can also function as protective forces and have a range
of positive influences on young people’s health behaviours (Moore & Rosenthal; Ricardo et al.), including
being positive role models (MacDowall & Mitchell) and providing a sense of belonging and

connectedness (Ricardo et al).

In addition to above qualitative, process-related evidence, there is also quantitative evidence showing
that ASRH peer education programs can significantly impact on behavioural outcomes, including young
peoples levels of knowledge, willingness to buy condoms, reported condom and other contraceptive use,
perceived self-efficacy for using contraception, intention to delay first sexual intercourse, help-seeking for
STIs, and ability to remain faithful to one partner (Adamchak, 2006; UNFPA, 2005b). This evidence on
peer influence has lead to numerous peer education programs, networks, international consultations and
systematic reviews around the globe (extensively in the fields of adolescent sexual health and drug and
alcohol) aimed at exploring how youth peer networks and peer influence can be used to empower and

educate young people with health knowledge and skills.

The theoretical base

Given the diversity of peer education, it is not surprising that a single theory cannot offer universally
applicable explanations of its effectiveness (Green, 2001). The Youth Peer Education Network (Y-Peer)
(an international youth-driven network dedicated to youth peer education for adolescent sexual and
reproductive health) details seven theories that are relevant to peer education (UNFPA, 2005a) (see
table 3), many of which are also identified in the UNAIDS (1999) consultation and Youth-to-Youth

literature review (Burmaster, 2002) as being important to the practice of peer education:
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Table 3: Behaviour change theories relevant to the peer education

Theory Description (in relation to young people and peer education)

Theory of Reasoned Action A young persons intention to adopt a positive behaviour is determined
(Ajzen & Fishbein, 1980; by:

Fishbein & Ajzen 1975) - Personal attitudes toward the behaviour and beliefs of the

consequences of the behaviour
Social norms — do other people approve or disapprove of
the behaviour?

Young people’s attitudes are highly influenced by their perception of
what their peers do and think, and young people may be motivated to
adopt certain behaviours based on expectations (social norms) of
respected peers.

Social Cognitive theory Young people’s learning and behaviour result from the reciprocal
(Bandura, 1986) interaction between sogio—environmentgl factors, cogniti_ve or personal

’ factors (knowledge, attitudes, expectations), and behavioural factors
(self-efficacy development through skills practice). Young people are
influenced by theses factors, but also influence these factors —
reciprocal determinism.

Young people learn and build self-efficacy through:

direct experience

indirectly by observing and modelling the behaviour of
others with whom they identify (eg. peers, role-models)
training that increases their confidence and ability, and
therefore self-efficacy , to perform/adopt a behaviour (eg.
talking about using condoms with a partner, resisting peer
pressure to have sex

This theory provides a sound rationale for the use of interactive,
experiential learning during peer education (eg. role-plays), and places
peer educators as important role models for other young people.

Diffusion of Innovations This theory addresses how new ideas and practices spread within and
theory between communities.
(Rogers, 1983) Provided peer educators are respected and viewed as credible and

trustworthy by their peers, this theory postulates that they will be agents
for behaviour change due to their influence on peer group norms . As
the peer educators educate and model safe and respectful sex and drug
practices, become role-models to their peers, and demonstrate a shift in
attitudes and behaviours, this theory postulates that there is a critical
mass, or tipping point, of changes in attitudes and behaviours of young
people (starting with the peer educators) that can catalyse a process of
change in peer group/social norms (Ricardo et al. 2006).

Theory of participatory Empowerment and full participation of young people affected by sexual
education health and drug issues is a key to effecting behaviour change of young
(Freire, 1970; 1987) people._ If young people are given the opportunity to work together to

determine a course of action for themselves, they are much more likely
to adopt the behaviours they are advocating for.

True learning requires horizontal communication and dialogue amongst
all participants, rather than a top-down approach. According to this
theory, the ‘students’ become active members in the learning process.
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(This is consistent with Participatory Action Research to be discussed
later)

Health Belief Model

(Hochbaum et al., 1958;
Rosenstock et al., 1988)

Key theoretical concepts are (Breinbauer, 2005):

Perceived susceptibility/risk

Perceived severity (eg. infertility, STI, BBV)

Perceived benefits of taking action (eg using a condom will

prevent STI)

Perceived barriers/costs (eg. rejection from partner, access
to condoms)

Cues to action (reminders that prompt safe behaviours — eg
media, friend get's an STI)

Self-efficacy (belief in ones ability to overcome any barriers
and adopt the safe behaviour)

Breinbauer cautions again using this theory with adolescents due to the
notion that adolescents (increasing with age) have a decreased
perception of vulnerability to ill-health (STI/BBVs) as they do not often
feel threatened by their current risk behaviours (unsafe sex and drug
use; self-tattoos etc); and they perceive the unsafe behaviours to be
more prevalent in their environment (peer norms). Adolescents are also
able to screw their perceptions of cost and benefits due to immature
cognition, self-esteem issues and lack of life experiences. Research
shows that if adolescents don’t believe they can cope with the health
behaviour (buying condoms and asking their partner to use them) then
they are even less likely to adopt it. Self-efficacy and developmental
issues appear to over-ride any perception of risk a  nd threat.

Social Ecological Model
(Bronfenbrenner,1979)

Young people’s behaviour is determined by:

Intrapersonal/individual factors (knowledge, attitudes, self-
concept, skills etc)

Interpersonal processes and groups (formal and informal
social networks and support systems (family, peers etc)
Institutional factors (rules and regulations, eg school, youth
group etc)

Community factors (relationships between institutions and
informal networks)

Public Policy

This theory acknowledges the critical interplay between a young person
and their environment and how this shapes behaviour. Peer education
(focused on the individual young person) is therefore only one part of
the puzzle — coordinated efforts need to be made to simultaneously
influence environmental factors including organisations, communities
and policy.

IMBR model: information,
motivation, behavioural
skills, and resources

(Fisher & Fisher, 2000)

information = what
motivation = why
behavioural skills = how
resources = where

This theory postulates that peer education program needs to address all
four factors if it is to be successful in reducing risk-behaviours. For
example, a young person needs the correct information about STls and
BBVs and preventative behaviours (eg. condoms); the motivation
(driven by attitudes, beliefs and social norms) to prevent contracting an
STI or BBV, the skills for correct condom use (how to negotiate, how to
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put it on correctly and have the confidence in doing so — self-efficacy);
and they also need the resources to access the condoms (money,
transport, service awareness).

A comprehensive peer education program needs to address all factors if
it is to achieve success.

In considering the above behaviour change theories, key determinants of health behaviours emerge as
target indicators for youth peer education programs for STIs and BBVSs:

Attitudes

Beliefs

Social and peer group norms

Knowledge

Skills development (opportunities to practice)

Resources

Self-esteem and self-efficacy

Active participation and empowerment

Perceived susceptibility to contracting an STI/BBV

Perceived benefits of not having an STI/BBV

Perceived barriers to adopting protective behaviours

Social, cultural, economical, political contexts
Given that knowledge is only one determinant in a long list, it is not surprising that there is a consistent
contradiction between young peoples STI/BBV knowledge and preventive action — that is, even thought
young people may know what they need to do to protect themselves they continue to engage in unsafe
sexual and drug practices (Smith et al., 2009). Of particular importance, and one concept that emerges
both in theoretical development and in the literature, is the critical role self-efficacy plays in the adoption
of health behaviours in young people. That is, whether or not young people believe in their ability to
overcome the barriers and adopt the behaviour (eg. condom use). As is reflected in this review, skills-
based STI/BBV education within an ecological framework that empowers young people with the social
and emotional tools they need to negotiate safe sex and drug behaviours, is considered best-practice for

STI/BBV peer-based programs.

As was previously discussed, STI/BBV peer-based programs need to be realistic about what they can
achieve with limited resources and limited time-frames. It can take years to see changes in health
behaviours and structural and environmental conditions and even longer to see changes in outcomes
such as morbidity and mortality, therefore small-scale interventions cannot realistically have a significant
impact on these outcomes. What they can have an impact on are the determinants of young people’s
behaviour (listed above) that are demonstrated through existing evidence and theory to influence
individual health behaviours. Thus, small-scale interventions should assess their effectiveness and their

level of success by measuring changes in these behavioural determinants (Collumbien, Douthwaite &
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Jana, 2006). This is not to say that programs should limit their awareness to the individual behaviours
determinants, but rather should aim to be part of an integrated network of policy, program and
community development, that reflects the Ottawa Charter (1986) health action areas listed below:

Build Healthy Public Policy

Create Supportive Environments

Strengthen Community Actions

Develop Personal Skills

Reorient Health Services
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Internationally there have been major developments and extensive research and reviews done in the
area of peer education for STIs and BBVs in both the contexts of adolescent sexual and reproductive
health and drug and alcohol, particularly in the last 10 years. This indicates a universal recognition of
peer education and youth participation more broadly as an effective health promotion and behaviour
change strategy when working with young people. In reviewing a range of literature, including
international consultations, systematic reviews, evidenced-based program development resources, and
evaluation research projects, a range of cross-cutting themes and recommendations emerge to give a
clear picture of current ‘best practice’ in the field of peer education. For anyone wishing to implement a
peer education program, it is recommended that they refer to the comprehensive peer education guides
(noted below in Table 3) for step-by-step planning, implementation and evaluation checklists. The check-
lists will not be repeated here; only the themes will be discussed.

Table 4: Peer education literature — key supporting documents

Evidence type Document

STI/BBV Peer education FHI (2006) — Y PEER Assessing the quality of youth peer education
guide programs

UNPFA (2005a) - Y PEER Trainer-of-Trainers Manual

UNPFA (2005b) — Y-PEER Standards for Peer Education Programmes

IPPF/WHR (2004) — Peer to Peer: creating successful peer education
programs

Ollis and Mitchell (2001) Talking Sexual Health — A teaching and learning
resource for secondary schools *

MY PEER toolkit

International consultations | WHO (2004a) — Global Consultation on the health services response to the
prevention and care of HIV/AIDS among young people

Adamchak (2006) — FHI/YouthNet - Youth Peer Education in Reproductive
Health and HIV/AIDS

Kerrigan & Weiss (2000) — Peer Education and HIV/AIDS: Past experience,
Future Directions

Literature review UNESCO (2003) — Peer Approach in Adolescent Reproductive Health
Education: Some Lessons Learned

Burmaster (2002) — Youth to Youth: a review of peer program theoretical
underpinnings, forms, functions, and process- and outcome-related findings

UNAIDS (1999) — Peer Education and HIV/AIDS: concepts, uses and

challenges
Implementation and WHO (2004b) — Key issues in the Implementation of Programmes for
evaluation research of Adolescent Sexual and Reproductive Health

peer education programs | ajvL (2006) — A framework for peer education by drug-user organisations *

Lambert and Debattista (2009) — Mapping of HIV/STI peer education
programmes for vulnerable populations in the Pacific (Secretariat of the
Pacific)
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Youth Participation

In the WHO (2004a) global consultation on the health services response to the prevention and care of
HIV/AIDS among young people, participants reviewed the evidence to date and delivered the following
recommendations in relation to the participation of young people:

1. Peer approaches are likely to make a contribution to improving the delivery of health related
messages, promoting behaviour change, stimulating access to services and possibly creating
demand,;

2. Building young people’s participation appears to be a critical component of engaging
communities more generally, something that is widely accepted as being necessary to enable
young people to take advantage of the services that are available;

3. Involvement of young people is likely to have an impact on the services themselves by making
them more responsive to the needs of adolescents and youth.

(WHO, 2003, p. 33)
Based on the wealth of evidence in the peer education literature, it is consistently clear that meaningful
involvement of young people in creating their own programs, as well as in a range of other decision-
making roles, is critical for implementing and sustaining peer programs (Adamchak, 2006; FHI, 2006;
WHO, 2004b; UNESCO, 2003; UNPFA, 2005b). Meaningful youth involvement refers to the degree of
empowerment and decision-making that youth are able to take on, and requires good levels of
supervision and training in order to develop young people’s skills and confidence to make decisions and
carry out their responsibilities (FHI). Involving young people in all aspects of the program, including
planning, implementation and evaluation (UNPFA), increases peer educator retention, motivation and
productivity (FHI). An underpinning notion of peer education programs for ASRH is that young people
are recognised as agents for change and progress (UNPFA), and this is consistent with methodology
and conceptualisation of Participatory Action Research (PAR) to be used in this research (see PAR

section in this review).

Youth-adult partnerships

Establishing successful and balanced youth-adult partnerships means not only involving young people in
the design and delivery of peer education programs, but also setting up a partnership based on open
communication, trust, mutual respect, mutual sharing of both positive and negative outcomes, and adult
support (FHI, 2006). Whilst the rationale for peer education is based on a range of evidence finding that
young people communicate and relate well with their peers and are effective in supporting each other to
adopt protective behaviours in relation to STIs and BBVs (MacDowwall & Mitchell, 2006), it has also
been found that sometimes young people prefer factual information on sexual health matters to come
from credible adults, as they may not trust that information coming from their peers (Mellanby,
Newcombe, Rees & Tripp, 2001; MacDowwall & Mitchell). These findings highlight the importance of,
and opportunities for, young people and adults to work together to deliver a multi-faceted approach to

support, educate and empower young people on sexual health and blood borne virus issues.
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Formative Research - evidence-based program plannin g

Conducting formative research, or otherwise referred to as needs assessment, of both the context and
the target group is generally cited as the starting point for the conceptualisation and implementation of
peer education programs, as it helps program planners to understand the political, social and cultural
environment within which the program will take place, and the young people are they are working (who
they are; their needs, attitudes and behaviours) (International Planned Parenthood Federation/Western
Hemisphere Region [IPPF/WHR], 2004; UNFPA, 2005b; WHO, 2004b). A comprehensive needs
assessment should: define the target group, assess their needs, and assess the context within which

they exist. This can be achieved using a range of tools, detailed below.

Define the target population
Programs will need to define their target population specifically, looking at a range of factors including
gender (male or female),
age group,
educational level,
work occupation and situation,
sexual orientation,
sexual activity and existing children,
residence (urban or rural),
life situation (street children, household situation),
civil status (married, single, cohabitating)
other factors (physical disabilities, HIV status, drug use, sex work) (IPPF/WHR).
Race/ethnicity (UNESCO, 2003)
Defining these factors will assist in determining which methods, messages and strategies are the most

appropriate and should be prioritise for affecting positive health changes.

Needs assessment
Programmers will then need to clearly define the behaviour/s (eg. condom use), and the risk and
protective factors they aim to influence (eg. communication, peer norms, gender inequities, knowledge,
self-esteem) (WHO, 2004b). To define these factors, information can be collected on a range of topics,
including:

Family context and background

Mobility history

Socioeconomic status

Knowledge

Attitudes, norms, tastes, preferences and opinions

Self-esteem
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Skills

Relationships and communication

Peer norms and activities

Sexual behaviours

Health-seeking behaviours (WHO)
Before selecting the most important determinants of risk for young people’s sexual risk-taking
behaviours, an ASRH program run in India (as described in Collumbien et al., 2006) conducted
interviews with young people, parents, and community stakeholders (eg. teachers, service providers) on
topics including use of time, patterns and processes of socialisation, meeting places, substance abuse,
and other crucially relevant information. This needs assessment revealed that geographic mobility was a
key barrier to service access, and that self-esteem and confidence were the key contributors to unsafe
sex practices. The young people also identified how best to influence these risk-factors and informed
staff about youth language, which directly informed program design (Collumbien et al.). Interviews are
only one method for gathering information and determining needs of the target group: IPPF/WHR (2004)

and WHO suggest a range of other tools and techniques for assisting this process (see Table 4).

Table 5: Needs assessment tools

Quantitative Qualitative
Statistics (national census, local registries) Focus groups
Surveys (national health surveys) Semi-structured interviews with key people,

including policy-makers, other key stakeholders

Data included in previous reports and assessments .
and service staff and users

Youth surveys . .
y Review of materials and documents
Provider self-assessment tool

Monitoring of media coverage and reporting, and
analysis of content

Reviews and analysis of policies and laws

Client (young people) exit interviews
Observations of interactions and set-up

Informal discussions with youth

Conducting formative research will provide the necessary information to develop the program logic

model and evaluation framework, which will be discussed in the ‘Evaluation’ section.

Defining the context

IPPF/WHR (2004) suggests the following questions should be answered in the needs assessment
process, taking into consideration broader factors such as the community and health services. These
highlight the importance of assessing the context within which young people exist and designing

programs accordingly.
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Questions to be answered in the  needs assessment:
What problems does the community see regarding the sexual and reproductive health of youth?
Do adolescents see a need to gain knowledge, skills or services in sexual health?
Do national and local data support these perceptions?
What programs and services are currently in place to support the promotion of young people’s health? How
does the community view them? How do youth view them?
What needs do adolescents have that are not currently being satisfied?
What limitations do adolescents face in getting information about sexual health?
What sexual and reproductive health issues or related questions will be addressed through this project?
What methods will it be necessary to offer?

What other complementary methods will be used to reach adolescents?

IPPF/WHR 2004, p 12

Parental Involvement

A two-phase research study on the productivity, sustainability and effectiveness of youth peer education
programs, developed and tested eight checklists for achieving standardised best-practice peer
education, one of which was ‘parental involvement’. The research found that parental attitudes and
parental involvement is often overlooked in peer education programs, but that it may be crucial for
success (FHI, 2006). This is supported by Hampton, Jeffery, Fahlman and Goertzen (2005) in their
process evaluation of a youth peer education sexual health program in Canada, in which the peer
educators identified significant adults as a key target group in their program, given their immediate
influence over young people’s lives. Engaging parents and building positive relationships can not only
increase community support for the program, but also can improve retention rates of the peer educators,
as parents are then more likely to allow, and encourage, their children to participate in the activities
(FHI). It is important to note that FHI's evaluation research was conducted on community-based peer
education programs in Zambia and the Dominican Republic, representing vastly different social and
cultural contexts to Australia. This necessities that programmers should always conduct a local
assessment of whether involving parents would hinder or help an STI/BBV peer-education program. For
example, in some multi-cultural societies like Western Australian, parents of particular cultures may be
less comfortable talking about STI and BBV related issues and thus may not support their child’s
involvement in such a program. Furthermore, with particular groups of marginalised young people,
unstable, negative family relationships may in fact be an influencing factor on risky behaviours, and thus

parental involvement may not be beneficial in this context.

Management

The role of the manager of a peer education program is to ensure that the program is complying with
‘best-practice’ standards, and if or when participants are not, they need to initiate corrective action
(UNFPA, 2005b). Specific detail on management processes is lacking in the literature, however the Y-
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Peer Standards Booklet (UNFPA, 2005b) provides a concise checklist of ‘Management and Oversight’
issues that need to be monitored for effective programming. These include:
Staff and peer educators are appropriately trained
Clear guidelines and expectations are established
There are effective systems and competent staff for managing human resources and
financial resources
Decision-making processes are transparent and consistent
There is an established process for young people to be part of the decision-making process
Evaluation data is used in decision-making to shape program development
Strong partnerships with external agencies
Referral pathways are established to support the program activities

A sustainability plan is in place

Staff training

There have been numerous peer education training manuals and guides developed over the last 20
years, targeting both youth peer educators and staff. For an extensive list, please refer to the My-Peer
Project website . These resources, and other evidence-based literature, have a
range of commonalities in terms of curriculum content for training staff to support peer educators, and
training young people to be peer educators. As would be expected, there is considerable overlap in
content for staff training and peer educator training, as staff need to be able to demonstrate the skills,
knowledge and attitudes that the peer educators are expected to learn and adopt in their practice as
peer educators. Thus, whilst the staff training has a stronger focus on the underlying principals of, and
strategies for, peer education, and methods for program planning, implementation and evaluation (give
that the trainers are often also the program coordinators), both training curriculums are heavily focused
on exploring and developing skills, values and attitudes in relation to sexual health and BBVs and
developing a ‘tool-kit’ of interactive and participatory techniques for doing so. Table 6 (below) lists key
training objectives for the facilitators and coordinators of peer education programs (eg. Youth Workers)
based on the evidenced-based literature. (Refer to table 4 for the corresponding name and type of

evidence)
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Table 6: Core components of a best-practice train-t  he-trainer package

Training Component

Evidence

Rationale for Peer Education, including benefits and barriers
Define peer education from community education

UNPFA (2005a)
Burmaster (2002)
Lambert and Debattista
(2009)

Background knowledge about skills-based health education and behaviour
change interventions
Setting realistic behaviour change goals

UNPFA
Adamchak 2006

Technical info on STIs/BBVs UNPFA
Exploration of personal values about STIs/BBVs, including attitudes toward UNPFA
gender-based norms and biases Adamchak
Gender inequalities and community context issues
Consciously defining the context in which the PE program functions (social
norms, power imbalances etc)
Methods for building skills. Eg. theatre, role play, interactive activities UNPFA
Communication and group work skills UNPFA
Team building Adamchak
Basic guidelines for planning, implementing, monitoring and evaluating peer UNPFA
education programs Adamchak
Burmaster

Logic model

Use of theory

Needs assessment

Youth Participation

Focus on clear, measurable health goals and design program accordingly

Address multiple risk and protective factors that affect sexual behaviours

Monitoring and evaluation techniques and tools
Information on Peer Education resources (eg. give them the Y-Peer manual) | UNPFA
Engaging stakeholders — parents, community, education, religious, services UNPFA
Directory of youth health services for referrals Adamchak

Importance of integration with other support services and programs
PE as part of a larger, comprehensive effort

Lambert and Debattista

Recruitment of PEs UNPFA (2005b)
- Clear selection criteria related to program philosophy, goals, Burmaster
objectives, target population and delivery methods
Retention of PEs Adamchak

- Clear expectations, harmonise personal and organisational values
- Regular and close supervision and support

- Compensation, incentives

- Opportunities for personal and professional growth

- Succession planning

- Youth participation

- Link to the ‘bigger picture’

- Multiple contacts to build trust and foster commitment

- Structured succession planning

Lambert and Debattista
Burmaster
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- Follow-up, refresher training
- Interactive, experiential teaching methods

Youth-Adult Partnerships

Participatory Action Research

Empowering young people (in other areas of life as well — overall increased
sense of control)

Youth Participation

Fostering leadership

Adamchak

PAR literature,
empowerment literature

Creating supportive environments
Developing networks to support the PEs
Partnerships with other agencies

Adamchak
Lambert and Debattista

Code of Ethics (for trainers and PES)
Ethical Practice (boundary management, confidentiality, duty of care

Lambert and Debattista

Indentifying at-risk populations (sub-groups of ‘Youth’) — clearly identify the
target population in terms of age, ethnicity, gender, sexual orientation, SES
and select PEs accordingly

True engagement, consultation and meaningful participation by vulnerable
young people, is essential.

Appropriate training programs to up-skill and support at-risk young people to
be PEs

Strategies for outreach to vulnerable populations (and associated issues)

Lambert and Debattista
Burmaster
UNPFA 2005a

Action research — build the evidence base

Lambert and Debattista

The My-Peer Toolkit also discusses in detail a range of implementation issues youth workers should

consider when developing their peer education programs with young people. These are listed below and

can be viewed at
Youth Participation
Human Resources (peer educator recruitment, role descriptions)
Training

Supervision and support

Ethical Practice (boundary management, defining roles, clarifying relationships,

confidentiality, duty of care

Creating a safe space (ensuring social inclusion)
Maintaining positive group dynamics

Delivering good practice services

Program Integrity
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Peer Educators
The quality of the peer program design and implementation directly determines its effectiveness, thus the
training and supervision of peer educators, managers, coordinators and trainers who design and

implement the programs is critical for effectiveness (Adamchak, 2006).

Recruitment
The key lessons from the evidence on how to best recruit young people into peer education programs for
STIs and BBVs include:
Consult young people on the best way to recruit peer educators (IPPF/WHR, 2004)
Actively seek out potential peer educators rather than waiting for them to respond to a flyer
(UNESCO, 2003; IPPF/WHR)
Partner with staff from other agencies and institutions (eg. youth workers, school teachers),
so they are able to promote the project and recommended young people (UNESCO)
Determine the incentives and promote these. Eg. financial, professional opportunities, t-shirts,
caps, training, increase responsibility (Kerrigan & Weiss, 2000; UNAIDS, 1999)
If appropriate, have young people in the target group nominate the peers they want as peer
educators (Mitchell, Nyakake & Oling, 2007; UNAIDS, 1999)
Investigate the different types of influences young people have on each other, and target
accordingly (WHO, 2004b)
Recognize that young people operate in different group “subcultures,” and that these groups
are diverse (WHO)
Consider using naturally occurring peer groups and networks in productive ways (WHO)
Choose peer leaders carefully and encourage them to present curricula and messages about
social situations and peer-group pressures (WHO)

Identify important characteristics that peers relate to (WHO)

Selection Criteria

Selection of peer educators is arguably critical for program success (UNAIDS, 1999). Developing the
selection criteria should be a partnership process including young people and stakeholders (Kerrigan &
Weiss, 2000). There is no general consensus on ‘what makes a good peer educator?’, as each target
group and program are different, however there is a consensus that the selection criteria should be clear,
made public (IPPF/WHR, 2004), and above all, necessitate that the young people are ‘true peers’ of the
intended target group. Being a ‘true peer’ means that the target group of young people (not just program
coordinators) identify them as acceptable and credible within their ‘true peer’ network (UNAIDS;
Burmaster, 2002). Some other examples of selection criteria for peer educators include: age within the
range of the target population; commitment to the goals and objectives of the program; ability and
willingness to make the necessary time commitment; interest in working with peers and the community;

tolerant and respectful of others’ ideas and behaviours; dynamic, motivated, innovative, creative,
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energetic, questioning, trustworthy, and discreet (IPPF/WHR); and have a personality that is conducive

to training (UNAIDS). There is also evidence to suggest that peer educators who are less shy and more

individuated are more able to affect changes in peer norms and deliver STI/BBV messages in a more

personalised (non-curricula) way (Kerrigan & Weiss, 2000).

Retention strategies

It is first important to note that it is inevitable that youth peer educators will transition from their peer

educator role into other roles and activities in their lives, thus the peer educator role should be viewed as

transitional, and program planners should not set unrealistic goals of retaining young people

permanently (Lambert & Debattista, 2009). Furthermore, the transition of young people out of the

program should not be viewed negatively, as “the skills acquired by persons to become a peer educator

provide a valuable asset for their future, therefore the attrition of a peer educator from an organisation

should never be considered a loss because the community as a whole gains from the acquisition of skills

by these individuals.” (p.31) As this statement suggests, and as was previously discussed, it is often the

peer educators themselves who benefit the most from peer education programs with respect to
education and capacity gained, therefore the natural aging out process and transition into other

leadership roles in the community is a positive outcome for the program (Lambert & Debattista).

The above described natural ‘transitioning out’ process (either due to age or interests) necessitates
structured succession planning for peer education programs, that is transparent through activities such

as the celebration of young people moving in and out of the program (Lambert & Debattista, 2009).

Retention issues however do not only occur due to the natural ‘aging out’ process, with many programs

experiencing drop-outs for other reasons including burnout, boredom and stress (Adamchak, 2006).

These issues can be overcome by employing the following retention strategies:

Close supervision — provide support, feedback, mentoring and recognition; can be used as
an incentive to improve performance — have evaluation indicators; should be done through
both planned and unplanned visits; should be ongoing and regular; should be both one-to-
one and group-based.

Harmonise personal and organisational beliefs —peer educators may find some of the topics
confronting (eg. gender norms) as the challenge their personal values and beliefs. Thorough
and objective training, including open discussion of stereotypes, values and beliefs, can
resolve this.

Creative compensation — think beyond monetary to skills development and career
opportunities

Full participation of peer educators from the beginning — contributes to a feeling of
connectedness and responsibility, which encourages long-term commitment; transparent

management systems and transparent expectations and goals for the peer educators
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Foster career development opportunities, both within the agency and with external partners

(Adamchak)

Mentoring of newer members by more experienced members (Lambert & Debattista)

Structured rigorous selection processes for attendance at training and effective structured

follow up and evaluation procedures (Lambert & Debattista).
FHI (2006) also highlight ‘peer educator cooperation’ as a key strategy for program effectiveness, noting
that the camaraderie and friendships developed in the peer educators group (and subsequent social
connectedness and support) are strong motivators for young people to get involved and stay involved in
the program. To foster these connections, staff can: have the peer educators set clear goals and
objectives to create a shared vision and commitment to the program; conduct group activities to
encourage cooperation, develop team work skills and increase peer educators self esteem and social

skills; and provide supervision regarding conflicts.

As WHO (2004b) discuss, the literature provides little guidance on compensation, due to the diversity in
experiences and contexts within which programs exist. The level of compensation should be determined

based on the program context and the activities and commitment of the peer educators.

Supervision and support

As was mentioned in the previous section, close supervision and support is important for retaining peer
educators. It enables regular opportunities for evaluation, feedback, reflection and recognition, as well as
enables staff to ensure peer educators maintain compliance with the code of ethics, code of conduct and
their roles and responsibilities (UNFPA, 2005b). Supervision is also critical for the personal development
of peer educators, which is intricately linked to their level of personal satisfaction and thus retention. It is
also important for staff to supervise the group dynamics, encouraging team building, promoting a safe

environment and being aware of personal relationships (UNFPA).

Peer Educator Training
STI/BBV education programs that address the developmental, cognitive, emotional, physical and social
elements of behaviour are likely to reach the greatest success in promoting healthy development and
unwanted sexual and blood borne virus related consequences (WHO, 2004b). There are two types of
education, that when combined, offer a strong approach for achieving changes in STI/BBV behaviours
outcomes in young people:

Life-skills education

STI/BBV Prevention (including HIV/AIDS)
Life-skills education is a strategy that aims to enable young people to act on information. The five
foundation skills areas are: decision-making and problem-solving; critical thinking and creative thinking;
communication and interpersonal skills; self-awareness and empathy; and coping with emotions and
stress (WHO). Skills-based education is a cross-cutting component of all peer education programs, as
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there are a range of important life skills that are relevant for the developing and maintaining good health
for young people in relation to STIs and BBVs (and more broadly health and wellbeing). The learning
process within a life-skills framework is four staged, and peer education programs should reflect these in
order to foster the skills development pertinent to healthy sexual behaviours:

1. Discovery — young people identify issues and concerns

2. Connection — these issues are connected to real-life circumstances
3. Practice — skills and solutions are generated for the different situations
4

Application — new awareness and skills are put into practice in real life (WHO, p 6)

Also important is STI/BBV prevention, which focuses on preventing specific behaviours, and provides
information on the risks of STI/BBV transmission, methods of prevention, condom promotion, and
reducing stigma. In HIV/AIDS research, such prevention programs have been found to decrease the
number of sexual partners, increase condom use, and increase communication between partners about
HIV and safer sex practices (WHO, 2004b). As WHO discuss, newer generation approaches to sexuality
education for young people incorporate life-skills education and HIV/AIDS prevention to develop the
knowledge, attitudes and skills necessary for making healthy decisions and adopting protective
behaviours to reduce disease risk. This is consistent with the youth peer education literature which
argues that peer education programs for STIs and BBVs need to be skills-based to enable young people
to not only act on their knowledge personally, but also to be able to demonstrate and relay their

knowledge and skills to their peers.

There are a number of strong, overarching consistencies in the literature responding to the question:
‘what constitutes a good peer education training program?’ The most pertinent components of any youth
peer education program for STIs and BBVs are that: young people are involved in the design and
delivery; it is interactive and participatory; moves beyond didactic information dissemination to focus on
skills development; develops a critical awareness of gender, sexuality and the socio-cultural context and
its impact on STI/BBV risk-taking behaviours; is placed in a context that is relevant to young people’s
reality (eg. with drug and alcohol); and there are clear goals, objectives, roles and responsibilities
established (Kerrigan & Weiss, 2000; Sorenson & Brown, 2007; UNESCO, 2003; UNAIDS, 1999; WHO,
2004b). It is also crucial that peer educators receive ongoing training and support throughout the
program, rather than a one-off initial training (Mitchell et al., 2007; Burmaster, 2002). Table 7 provides a
useful best-practice checklist or summary of the key learning areas a STI/BBV peer education program
should aim to cover with young people, to be successful in developing them as peer educators.
Participatory Learning

It is critical that the peer education curriculum maximises interactive and experiential learning (UNESCO,
2003), involving the learners and facilitating dialogue and collaboration (WHO, 2004b). This argument is
based on the following evidence and beliefs:

Participants learn best in an atmosphere of active involvement and participation.
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Participants tend to retain 10% of what they read, 20% of what they hear, 30% of what they see, 50%

of what they hear and see, 70% of what they are asked to say themselves, and 90% of what they are

asked to say and do themselves.

Learners are a knowledgeable group who should be utilized as a resource in a learning environment.

Learning is not usually an outcome of formal teaching. Instead it comes from a process of self

development through experience

(WHO, p. 6)

It is important to realise peer education works best when young people work with each other to learn

new things and develop new skills, thus having youth peer educators conduct lectures will be no more

effective that having adults conduct lectures. Peer educators need to be trained in facilitating programs

and leading discussions and activities to ensure the experiential learning process (UNESCO, 2003).

Table 7: Key objective areas for peer educator trai  ning
LEARNING AREA | TOPICS TO COVER EVIDENCE
Skills - Assertiveness Mitchell et al. (2007)
development - Coping skills Adamchak (2006)
- Leadership skills IPPF/WHR (2004)
- Team building Lambert and
- Life-skills (planning ahead, organisation) Debattista (2009)
- Governance, management, strategic planning and
evaluation
- Facilitation, teaching and presentation skills
- Activity planning
Communication - communication skills Mitchell et al.
- interpersonal relationships Kerrigan and Weiss
- negotiation skills (2000)
- How to impart STI/BBV info Adamchak
- Problem-solving dialogue IPPE/WHR

- Group/team-work skills
- How to respond to peer pressure

Participatory and

Participatory and interactive techniques for personal

Kerrigan and Weiss

interactive learning and development and for engaging other young Adamchak
people, eg. theatre, role play, games UNAIDS (1999)
IPPF/WHR
Opportunities to practice — presentations, skill-building
exercises on STIs/BBVs, answering questions, referring
and approaching strangers
Personal Self awareness Mitchell et al.
Development Self esteem, confidence IPPF/WHR
Personal and emotional issues
Empathy
Cognitive Decision-making and problem solving Mitchell et al.
development Critical thinking — confront the inequities that lead many of | Adamchak

them to engage in risky sexual behaviour, including
unequal gender norms, community acceptance of
exploitative sexual relationships, community acceptance of
stigma, limited education or economic opportunities
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Creative thinking

Referral pathways

Access to resources
Referrals
Identifying resources in the community (mapping)

Mitchell et al.
Adamchak

Technical Knowledge to increase over time Kerrigan and Weiss
knowledge STI, BBVS, etc Adamchak

How to put on a condom IPPF/WHR
Program planning Program design and evaluation — so they can actively Kerrigan and Weiss
and evaluation participate and inform the design and content of activities Adamchak

Record keeping IPPF/WHR

Self-assessment and evaluation

Roles and
responsibilities

Goals and objectives setting (young people to be involved
to take ownership)

Kerrigan and Weiss
UNAIDS

Roles and responsibilities Adamchak
Expectations IPPF/WHR
Code of conduct (young people to determine)
Culturally Gender, sexuality and the socio-cultural context UNAIDS
appropriate and Cultural issues and biases Adamchak
gender sensitive Open discussion on stereotypes, values and beliefs — IPPF/WHR
harmonise personal and organisational values and beliefs
Values and Explore topics....
attitudes - Relevance of prevention messages to their own
exploration lives
- Motivations for risky behaviours
- Consequences for actions
- Sex for pleasure
- Romance
Legal and ethical Legal and ethical concerns associated with being a peer Adamchak

concerns

educator

As with all components of peer education, young people should be centrally involved in the design of the

peer education training curriculum (WHO, 2004b; Kerrigan & Weiss, 2000), or if there is no specific

curriculum, facilitation and involvement of young people’s thoughts, feelings and ideas should be

paramount throughout the process. Thus, developing a peer education training curriculum should aim to

reflect the Theory of Participatory Education and PAR methodology, involving young people as active

participants in the learning and development process. Young people are experts in their own lives and

thus provide invaluable insight and contributions to the program, and ensure it is relevant to their local

context.

The big picture - community contexts, partnerships,

Context

integration and sustainability

The strong influence of social and cultural contexts has already been reviewed: thus peer education

programs do not take place in a vacuum should not be designed nor implemented without consideration

and assessment of the social norms and community contexts within which they exist. To be most
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effective, peer education programs need to consciously define these contexts, exploring whether or not
there are restrictive expectations that need to be challenged, and/or supportive networks and institutions
that can be strengthened and utilised to enhance program effectiveness (Adamchak, 2006). Exploring
and defining context necessitates that programs engage and mobilise key stakeholders (eg. youth
services, health workers, young people, community leaders (political, religious etc), local government,
parents, teachers, schools) (Adamchak).

Partnerships

The evidenced-based literature is synonymous in finding that the mobilising of key stakeholders is critical
to the success and sustainability of peer education programs, both for programmatic and financial
continuity (Kerrigan & Weiss, 2000; IPPF/WHR, 2004, FHI, 2006; UNESCO, 2003; UNAIDS, 1999;
UNFPA, 2005b). On a programmatic level, engaging and involving stakeholders from the inception of the
program instils a sense of ownership, trust and commitment; gives them the opportunity to address their
concerns, needs and priorities: as well as capitalises on their potential contributions, such as human
resources. In terms of financial sustainability, developing strong relationships and cooperating with key
stakeholders (and potential funders) engenders a shared vision and agenda for the promotion of youth
health and wellbeing, and creates opportunities for joint initiatives and future funding arrangements. An
excellent Australian example of developing partnerships for sustainability is the Talking Realities
program in South Australia, where they have established ongoing partnerships with the TAFE for
accreditation of the peer education training program, with Wyatt Benevolent Institution for funding
participants TAFE fees, with SHineSA who provides the training and curriculum materials, and Parks
Creche who provide free child care for the peer educators (Kovatseff & Power, 2005). Engaging the local
community more broadly cultivates a supportive environment for maximising program success, by
motivating the young people and parents to be involved, by making the peer educators feel supported in
what they are doing, as well as ensuring the program is responsive to community needs and
expectations (Kerrigan & Weiss; IPPF/WHR; FHI; UNAIDS). Interagency collaboration, communication
and support are critical components for achieving both short-term and long-term success with youth peer
education (Lambert & Debattista, 2009).

Integration

As has been previously discussed, peer education programs do not occur in a vacuum (Adamchak,
2006), and therefore they should consider the social and community contexts within which they operate
as well as be set within an integrated approach to youth health services, being linked to clinical services,
counselling and education (Lambert & Debattista, 2009): evidence suggests that peer education is most
effective when this occurs (UNESCO, 2003). A common goal of youth peer education programs for
STIs and BBVs is to increase access to services through developing referral systems with the peer
educators, therefore programs need to have strong links with services and activities that provide access

to condoms and STI/BBV testing, treatment, counselling (Adamchak; Lambert & Debattista; UNAIDS,
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1999). Linking peer educators with these services gives them the information and contacts they need to
provide appropriate referrals for their peers (IPPF/WHR, 2004; UNESCO) and fosters professional
relationships, career development opportunities and a sense of inclusion for the young people
(Adamchak). It has also been evidenced that linking peer education programs with other complimentary
activities such as condom distribution, social marketing, analysis of support services for STIs/BBVSs,
information and communication campaigns (IEC), drama/theatre and advocacy, increases the chances
that the peer education programs will achieve their objectives (Van Rossem & Meekers, 2000;
IPPF/WHR). In addition to integration of activities, Mitchell et al. (2007) (see appendix 2 — case study)
evidence how peer education programs can be highly effective when they are integrated with capacity
building (eg. training) and advocacy strategies that positively influence the social and cultural
determinants of young people’s behaviours, creating a more supportive environment for the peer
education program to be effective. It can also be beneficial for STI/BBV peer education programs to be
integrated with other interventions of different topics to give a broader community health focus, as it can
avoid the stigma of being an STI/BBV educator for the young person (Kerrigan & Weiss, 2000). In
summary, the literature argues for integration with the following components to achieve a multi-layered
approach to STI/BBV peer education:

Services, in particular STI/BBV testing, treatment and counselling

Activities

Strategies

Health topic

Sustainability of Program (resources)

Defining community contexts and placing peer education within a multi-level framework that addresses
social and environmental barriers, builds community and agency capacity, engages and partners with
key stakeholders, and meaningfully engages the target group, are the cross-cutting issues that all link to
sustainability of youth peer education programs. Evidence of long-term sustainability of peer education
programs, however, is limited in the literature (Burmaster, 2002; UNAIDS, 1999). Integrating peer
education programs with other institutions and programs with ongoing funding sources has been
suggested as a way to promote sustainability (UNAIDS). High-quality peer education can be costly due
to the ongoing need for funds to train, support, supervise and resource peer educators, as well as
compensation. Strategies are needed to reach short, medium and long term sustainability goals
(Kerrigan & Weiss, 2000)

Evaluation

An underscoring theme of this review has been the need to develop sexual health and blood borne virus
interventions within an ecological model targeting a range of social and environmental influences, given
that the STI and BBV risk and protective behaviours of young people are intricately linked with their
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social and cultural contexts. This inherent context-bound nature of SHBBV behaviour-change programs
can make rigorous evaluation challenging, and leaves many questions unanswered regarding how to
best produce evidence of effectiveness, including what are the outcomes that should be measured, and
which evaluation designs will be most effective in measuring changes in these outcomes (Collumbien et
al., 2006). The peer education literature reflects these challenges, citing that: few programs are
rigorously evaluated (sufficient sample sizes, random sampling, random assignment) and therefore
cannot rule out confounding variables (Burmaster, 2002); that many programs lack clear evidence on
program effectiveness (Adamchak, 2006); and that evaluation methodology is a clear gap in the
literature, with most peer education programs using pre-test/post-test or post-test only research design
without control group, and with knowledge, attitudes and behaviours being the only outcome measures
(UNAIDS, 1999). Program managers participating in the needs assessment phase of the UNAIDS
international consultation stated that whilst seeing the importance of impact evaluation, key barriers to

measuring behavioural and biological impacts included lack of time, funding and technical expertise.

Whilst much of the literature on youth peer education for STls and BBVs is on programs conducted in
developing countries and/or large-scale, multi-level interventions, even small-scale youth peer education
projects can be complex and therefore difficult to evaluate (Collumbien et al., 2006). Patton (1997, as
cited by Collumbien et al.) suggests six key principals for evaluation that highlight to importance of being
thorough in the planning and design stage of program development:

1. Be clear about the goals, purposes and uses of the evaluation
Be specific about the key variables
Focus and prioritise on what CAN be done

Be systematic in planning and implementing

o~ 0D

Operationalise program concepts and ideas

6. Be explicit — spell out what can or cannot be done
In fact, even though many limit their conceptualisation of evaluation to process and impact evaluation,
good evaluation research starts at the developmental stages of a project, with review of the evidence

and theory, and needs assessment of the target groups and community contexts (Collumbien et al.).

Formative Evaluation

As previously mentioned, STI/BBV peer education programs need to be based not only general
knowledge about successful intervention approaches (based on reviewing the evidence of ‘what works’,
as is being detailed in this review), but also on what is acceptable and appropriate in the local context,
the epidemiology of the health problem, and the specific needs, issues and goals of the target group
(see ‘Needs Assessment’) (Collumbien et al., 2006). A logic model is a useful way to develop a
framework that takes into account these varying factors and sets up a ‘program theory’ or rationale and
guide for program implementation and evaluation (Collumbien et al.; WHO, 2004b, My-Peer). Figure two

(below) details the steps taken to develop a program logic model, as described by Collumbien et al.
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Process evaluation

Process evaluation is the routine monitoring of the program to provide feedback on implementation,
specifically looking at whether or not the intervention is being implemented as planned and whether or
not it is reaching young people in the right way. Programs interact with a multitude of contextual factors
(eg. environmental conditions) and therefore even the most meticulously planned intervention will rarely
go according to plan. Process evaluation enables program coordinators and managers to make
adjustments to the program if issues arise, and give the intervention the best chance of reaching
success. Process evaluation is crucial for being able to determine the effectiveness of an intervention,
because if it is not done, and the impact evaluation finds the program to be ineffective, the program staff
will have no way of knowing if it was the conditions of the program that inhibited effectiveness (process

factors), or if the intervention was actually ineffective (Collumbien et al., 2006).

Impact evaluation

Impact evaluation seeks to measure whether the program achieved what it intended to. For example, a
youth peer education STI/BBV program make seek to increase young people’s STI/BBV knowledge,
communication skills, self-esteem and reported condom use, and impact evaluation would seek to
measure changes in these factors, and also to determine whether or not the changes are due to the
intervention or other confounding variables. There are three main types of evaluation designs: True-
experimental; Quasi-experimental; and Non-experimental. Collumbien et al. (2006) discuss that
experimental designs are often not appropriate for the evaluation of complex sexual health and BBV
interventions aimed at behavioural and social change, as it is difficult to control the complex variations
inherent in the real world. This notion reflects the limited rigorous evaluation and evidence in the youth

peer education literature.

Outcome evaluation

Outcome evaluation investigates the longer-term program goal, but it is not always required, especially
for small-scale programs. As has been previously discussed, it can take years to see changes in health
behaviours and structural and environmental conditions and even longer to see changes in outcomes
such as morbidity and mortality, therefore small-scale interventions cannot realistically have a significant
impact on these outcomes. What they can have an impact on are the determinants of young people’s
behaviour that are demonstrated through existing evidence and theory to influence individual health
behaviours (eg. knowledge, skills, attitudes, peer norms, self-esteem). Thus, small-scale interventions
should assess their effectiveness and their level of success by monitoring the processes and measuring

changes in these behavioural determinants (Collumbien et al., 2006).

Choosing an evaluation
Patton (1997, as cited by Collumbien et al., 2006), argues that evaluation frameworks should be based

on the intended primary use of the results, which can be the following:
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Generation of knowledge (making generalisations about effectiveness and creating key
principals of ‘what works) — requires standardisation of program strategies
Judging merit or worth (for accountability to funders and evidence for future funding) — who
will use the evaluation findings and what decisions will be made on the basis of the results?
Improving programs (identifying weakness and strengths for continuous improvement)

These purposes require different evaluation methodologies, and can even be conflicting, so it is critical to

determine the purpose and goal of evaluation before deciding on an evaluation framework.
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As was previously noted, the range of evaluation challenges inherent with the contextual and informal
nature of youth sexual health and BBV peer programs limits the number of programs employing rigorous
research designs and evidencing behavioural and biological impacts (UNAIDS, 1999). However, those
programs that have conducted rigorous quantitative research and impact evaluations have given
evidence that peer education programs can increase young peoples levels of knowledge, willingness to
buy condoms, reported condom and other contraceptive use, perceived self-efficacy for using
contraception, intention to delay first sexual intercourse, help-seeking for STls, and ability to remain
faithful to one partner (Adamchak, 2006; UNFPA, 2005b). Most recently, Medley, Kennedy, O’'Reilly and
Sweat (2009) conducted a systematic review and meta-analysis of peer education interventions for HIV
prevention in developing countries, with eight of the thirty studies meeting the search criteria (eg.
scientific rigour; evaluated behavioural, psychological, social, care and/or biological outcomes) targeting
youth. This review evidenced that peer education interventions were significantly associated with
increased HIV knowledge, reduced equipment sharing among injecting drug users, and increased
condom use, but had a non significant effect on STls. This review reflects a common finding in the
literature that peer education programs can be effective at improving behavioural outcomes, but they
struggle to demonstrate an impact on biological outcomes. However, as was previously discussed, this is
no justification for not using youth peer education, as changes in biological outcomes and structural and
environmental conditions can take years to occur (Collumbien et al., 2006), and peer education should
be integrated with other sustainable interventions to achieve long-term individual, social and cultural
changes. It is important to note that the literature evidences gender differences in terms of program
effectiveness, with results being most often positive for young women, and mostly negative or non-
significant for young men, demonstrating that influencing the STI and BBV risk-taking behaviours of

young men can be much more difficult than for young women (Adamchak).

Cost-effectiveness studies of peer education for STIs and BBVs are limited in the literature, and those
that do exist are largely based on US HIV projects and give varying estimates of cost-effectiveness,
based on the effectiveness of the intervention and the current level of HIV morbidity (MacDowall &
Mitchell, 2006; UNAIDS, 1999). There are some studies that have demonstrated cost savings, including
a peer education outreach model costing 1/3 of what a health clinic based sexual health education does,
and a peer-driven model of needle exchange costing half as much as a professional outreach model (as
cited in UNAIDS 1999). Young people may be ‘cheaper’ to employ, or they may volunteer their time and
therefore be “free” in that sense, but peer education programs should not underestimate the financial
and human resources required to adequately train and support peer educators (Milburn, 1995, as cited

by Macdowall & Mitchell). It is also important to note that while it is important to explore and monitor
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cost-effectiveness, it should not be the primary criteria for selecting a peer education program over other

interventions, as agencies may run the risk of exploiting young people rather than empowering them.

%

Whilst there is a strong case for peer-based, empowerment approaches for positively influencing young
people’s health behaviours, it is important to realise that peer-based approaches are not the “be all end all” for
reducing STI and BBV risk taking behaviours, and that they may not be relevant and beneficial in some
contexts with some groups of young people. For example, some studies have found that young people
sometimes prefer factual information on sexual health matters to come from credible adults rather than
peers, as they may not trust that information coming from their peers (Mellanby et al., 2001; MacDowall
& Mitchell; UNFPA, 2005b). UPFPA discuss other limitations of peer education programs, including the
tendency for peer educators to drift towards more familiar didactic teaching styles (despite being trained in
participatory peer education skills) and the finding that peer education programs tend to engage young people
who don't engage in STI/BBV risky behaviours very often and therefore programs have a larger positive long-
term effect on these young people rather than the more ‘at-risk’ young people who regularly engage in risky
behaviours. Lambert and Debattista (2009) provide evidence of this limitation, finding that programs tend to
engage ‘mainstream’ young people rather than marginalised young people who are the most at-risk of STIs,
BBVs and related social and emotional issues. However recruiting peer educators from marginalised youth
populations poses the challenge that the peer educator role may be too demanding socially and cognitively
for these young people, as they often are already experiencing a range of mental health and social issues.
Programs targeting marginalised youth need to be designed according to the needs of the young people,
including elements such as time invested to engage and respond to the target group’s needs, time invested
for education and development, and intensive ongoing support and encouragement (Lambert & Debattista).

! &

There is increasing evidence that youth health empowerment strategies are linked to a range of
improved health, education and social outcomes for young people (eg. reduced school drop-out rates,
reduced substance abuse) (WHO, 2006). At the core of Participatory Action Research (PAR) is this
notion of empowerment, realised through a ‘bottom up’, reflexive, partnership approach between the
researcher and the affected community (eg. young people), that seeks to address issues of power and
marginalisation and empower communities to take action (Baum, MacDougall & Smith, 2006; Argyris,
1991). In PAR, young people are not ‘passive objects’ having research done on them, or education
presented to them, but rather they are ‘active subjects’, partners in the research process and partners in
the development of education, resources and programs that affect them. This participatory process of
the production and ownership of knowledge increases self-efficacy and confidence, empowering and
enabling young people to take control over their own health and social contexts (Argyris). It is thus the
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process of knowledge acquisition and empowerment that is the focus of PAR, not the impact or product.
Baum et al. differentiate PAR from more conventional scientific research methods in three ways:
1. Purpose is to enable ACTION — achieved through a reflexive cycle, by where participants collect
and analysis data and then determine what action should follow
2. Awareness of power differentials between the researcher and the researched — the aim is for the
researched to become the researchers
3. Active involvement of the researched, within their contexts
This research project will have its roots in Participatory Action Research, and thus will see the young people
as key informants and “peer researchers” in the process of developing peer education programs relevant to
the target group (their peers). Each trial agency is likely to employ a different peer education model and
adhere to varying levels of PAR methodology depending on their target group and organisational structure,
however central to all trial programs will be the empowerment of young people to make informed decisions

about their own lives, and to support their peers to do the same.
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This paper has reviewed the literature pertaining to STI/BBV youth peer education, adolescent sexual
and reproductive health (ASRH), young injecting drug users (IDU) and ICT’s application within STI/BBV
behaviour change interventions. In reviewing this body of literature, including exploring a range of
contextual issues relevant to STI/BBV issues for young people, this paper has synthesised a best-
practice peer education methodology, framework and philosophy for reducing sexual health and blood
borne virus risk taking behaviours in young people. The key themes and recommendations emerging

from this review are detailed below:

Framing the issues
Diversity - young people are not a homogenous group, and diversity of experience and
culture should be explored and addressed to ensure program messages are relevant to all
young people
Integrated STI/BBV education - STl and BBV education should be taught concurrently to
reflect the social realities (sex and drugs) of young people’s lives
Ecological framework — social, cultural, structural, interpersonal and individual forces
interact to drive young people’s health and ill-health behaviours. Thus to achieve success,
peer-based programs need to consciously define their ecological contexts, both strengths and
weaknesses (individualist approaches are repeatedly met with limited success)
Social influences - social expectations, gender stereotypes and risk perception are key
influential factors for STI/BBV risk taking behaviours in young people
Gender and power - the socialisation of gender roles and power differentials are core to the
experience of adolescence, therefore developing critical thinking and other life-skills relating
to negotiating and reducing STI and BBV risk within this context is essential
Injecting Drug Use (IDU) - drug-related risk-taking decisions are context-dependent, being
shaped by social (peers), cultural, economical and environmental factors. Peer-based
interventions within a harm reduction, ecological framework that recognise the context-bound
nature of IDU as well as the diversity of the IDU community, will have the greatest chance of
reducing BBV risk-taking.
Information Communication Technologies (ICT) - there are a range of ICT opportunities
for peer-led health promotion activities with young people, given their high use of ICT;
however there is a limited evidence base for their effectiveness and many considerations for,
and challenges with, their use. More research is needed to clarify areas such as: what are
the risks associated with this medium as a health communication tool; will young people (in
particular marginalised young people) use and respond to peer-led health messages in an
ICT medium, and if they do respond, will this result in individual behaviour change (eg.
access to services, reduced risk-taking) and/or socio-environmental changes (eg. peer
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norms); the need to explore the gender differences in help-seeking in response to ICT
messages; and whether or not young people prefer to receive their STI/BBV education and
support face-to-face with a trusted person. It is likely that ICT has a role within STI/BBV peer
education programming, however exactly what this role is and its level of integration with
other behaviour change strategies, is yet to be explored and evidenced.

Youth workers - Youth Workers have a crucial role to play in empowering and supporting
marginalised young people’s social, emotional and sexual development relating to STls and
BBVs.

Targeting marginalised young people  — there is a need to target those young people who
are the most disadvantaged in terms of STI/BBV education and support (and therefore
considered at high risk of STIs/BBVS), as peer educators - otherwise peer education runs the
risk of becoming general community education that is often ineffective in reaching those who

are engaging in risky STI/BBV behaviours.

Peer education
Youth Participation / Action Research - a best-practice peer education program is one that
adopts a Participatory Action Research (PAR) or youth participation approach, actively
engaging young people in the development, implementation and evaluation of programs that
directly affect them. The focus is on the process of knowledge acquisition, ownership and
subsequent empowerment to take action regarding issues surround their sexual health and
blood borne virus (BBV) risk behaviours
Defining peer education - the literature does not have a clear definition of peer education,
however programs can be conceptualised and developed based on whether the focus is on
‘peer development’ (stage one) or ‘peer delivery’ (stage two). Defining the program focus will
depend on factors including the young people’s needs and capacity, the program context and
the goals of the program
Theoretical explanation - given the extensive variation in peer-based programs and the lack
of a clear definition, peer education draws on a range of behaviour change theories for
theoretical justification. Collectively these theories postulates that STI/BBV risk taking
behaviours result from the complex interplay between: individual factors (self-efficacy, self-
esteem, knowledge, attitudes, beliefs); social influences (social and peer group norms); skills
development; resources; and broader structural, socio-cultural and environmental contexts.
Formative research - formative research or needs assessment with the target group and
community is critical — both for determining whether or not a peer-based program is relevant
to the target group’s needs and context, and for developing a program that clearly and
accurately defines and addresses the key risk and protective factors (individual and

environmental)

67
Youth Affairs Council of WA: The YEP Project | July 2009 — July 2011



Grant agreement: C04893 | Progress Report Two | Literature Review

Training and capacity building - the training and supervision of peer educators, managers,
coordinators and trainers who design and implement the programs is critical for effectiveness,
as comprehensive, regular training and support directly impacts on the quality of programs,
which directly determines its effectiveness. This training process also increases the capacity
of the individuals and organisation to better respond to young people’s STI/BBV issues and
better manage peer education programs, and thus contributes to the sustainability of the
program

Peer educator training - when training, supporting and developing young people to be
STI/BBV peer educators, the most pertinent components are that: young people are involved
in the design and delivery of the program; it is interactive and participatory; it is placed within
a life-skills framework that focuses on emotional, cognitive and skills development and
empowerment of the young people to take action; it develops critical-thinking skills relating to
gender, sexuality and socio-cultural contexts and its impact on STI/BBV risk-taking
behaviours; is placed in a context that is consistent with young people’s social realities (eg.
sex and drugs together); there are clear goals, objectives, roles and responsibilities
established; and young people are given ongoing support, supervision and training to develop
within their role

Integration - peer education is only one part of the STI/BBV prevention puzzle — it needs to
be integrated with other services (eg. testing), health promotion interventions (eg. community
and agency capacity building) and health promotion strategies (eg. mass media, condom
distribution etc), to be situated within a broader, multi-level, strategic framework for supporting
young people around STI/BBV issues. Partnership development is crucial for achieving such
an integrated approach and for sustaining peer-based programs

Evidence - there is little rigorous, systematic evaluation of peer education programs so
effectiveness is difficult to determine. However there is a wealth of qualitative, process-driven
evaluation of peer education programs, evidencing peer education as an effective tool for
engaging, educating and empowering young people on STI/BBV issues. Behavioural and
biological impacts however are rarely evidenced, indicating the challenges programs face in
demonstrating long-term significant impacts, as well as the need for peer education to be part
of a multi-faceted, integrated community response to STI/BBYV risk-taking behaviours in young
people

Evaluation - whilst evaluation of STI/BBV peer education programs in challenging due to the
inherent context-bound nature of sexual health and blood borne virus issues, as well as the
informal nature of peer influence, developing an evidence base for peer education is crucial
for justifying its effectiveness. PAR is an appropriate and effective approach for monitoring
and evaluating peer education programs

Cost-effectiveness studies are lacking in the literature
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Peer education for STIs and BBVs has made a firm footprint on the global youth health agenda, despite
the fact that there is little empirical evidence for its use. However, the influence young people have on
each other is undeniable, as they emerge from early adolescence to adulthood becoming more
autonomous from family and other structural influences, their relationships with their peers become
fiercely strong and peer norms become a key influence. Peer-based programs utilise these strong peer
networks and natural peer influence to educate and empower groups of young people in an attempt to
shift peer norms (as is postulated in the diffusion of innovation theory) to reflect safer, healthier

behaviours.
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Appendix One: an international case-study

As has been discussed in this review, some large-scale youth peer education programs for STIs and
BBVs have been criticised for being more community education, than peer education, with vulnerable
groups of young people not being specifically engaged or targeted with the interventions, and the young
people recruited as peer educators not being true peers of the targeted young people (Lambert &
Debattista 2009). Reasons for this include that: successful engagement of vulnerable, marginalised
young people requires significant investment in time and energy to listen, train, support and develop
interventions that are relevant to their needs; and many vulnerable groups are invisible and therefore it
can be very difficult to recruit suitable peer educators (Lambert & Debattista). Despite these difficulties, a
peer education project in urban Uganda, the Baaba Project, has been highly successful at engaging
vulnerable street children and youth as peer educators for HIV/AIDS (Mitchell, Nyakake & Oling 2007).
The key reasons for their success are discussed below, highlighting key areas of best-practice, including
youth participation, integration and partnerships, capacity building through training, supervision and

management, and comprehensive process evaluation.

The Baaba project recruited and trained170 peer educators through partnerships with 12 NGOs
providing support to street children and youth. It used a multi-level, integrated approach, with each NGO
conducting peer education (clubs, counselling, seminars), outreach (PEs on the streets, doing theatre,
sports etc), capacity building (refresher training for peer educators), advocacy (awareness raising
events), and service provision (improving access to “street-friendly” SRH clinics, PEs referring young
people). Process evaluation found that the peer educators were the primary source of information about
HIV/AIDS among children living on the street, and that they were generally respected and able to
empathise with the target group, enabling messages to be communicated. Key factors contributing to the
success of this project were:

Street children and youth being supported by the NGOs were able to nominate and vote for the

peer educators, instilling a sense of ownership of the peer educators by the target group; peer

educators could relate to the harsh realities of the young people and offer advice and support

The project had broadly defined roles for the peer educators — it wasn'’t just about HIV

information. PEs could be referral agents, advocates, role models and catalysts for young people

leaving the streets

Using a life-skills approach and fostering personal development were seen as major incentives

for the PEs to stay involved

Having targeted messages delivered through innovative, interactive methods, although the PEs

had difficulty moving away from didactic methods that they were used to
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Ongoing, repeated contact with the target group allowed for trust to be established and
messages to be reinforced (social learning theories)

Capacity building and supportive environments for the PEs were created by integrating PE
activities into existing NGO work plans, developing leadership roles, engaging youth in review
meetings and training dedicated staff

Involving the community in advocacy activities to break down stereotypes and shift community

norms

The above information reflects important lessons in relation to working with vulnerable young people in

peer education programs. It highlights how integrated, partnership approaches that include strategies for

capacity building and advocacy can create the supportive environments necessary for effective youth
peer education (Mitchell, Nyakake & Oling 2007).
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Appendix Three - Y PEER Standards for Peer Educati

on Programs — Checklist

Standard

Description

a 1
a 2
a 3
a 4
a 5
g 6
a 7
a 8
a 9
a 10
o 1
o 12

Mobilize main stakeholders.

. Ensure active participation of youth.

. Consider cross-cutting issues.

. Refine general and specific programme

objectives.

. Identify target audiences.

. Identify the needs of the target audience.

. Identify available resources and try to fill

gaps.

. Develop a workplan.

. Develop an M & E plan.

. Establish feedback mechanisms.

. Coordinate and establish linkages with

other programmes.

Develop a resource mobilization and
sustainability plan.

The most relevant stakeholders (such as government officials, civil-sector
leadership, health professionals, education leaders, and youth groups) are
informed and encouraged to support peer education efforts.

Youth are actively involved in the planning process. Their needs and
preferences are identified and are used to define the programme.

Key contextual concerns (such as gender, sociocultural factors, vulnerability,
and age) are considered and appropriately incorporated into the plan.

Working goals and objectives and an operations plan are developed, and
practical refinements are made.

Target audiences (those who can benefit from and be reached by the
programme’s offerings) are identified.

The needs of the target audience are assessed through surveys, focus groups,
and informal means, with relevant representation of the group included.

Resources needed to deliver programme activities (based on programme
needs) are identified as available, obtainable, or as existing gaps.

A workplan (objectives, strategies, activities, partners, budget, and timetable)
is developed. It includes training plans, communication and advocacy
. [ Ry Ay [ — g R U

strategy, materiais/ioois aci tion or dE‘Vt:lupmt:llL, comimunity/parent
involvement, and a monitoring and evaluation (M & E) plan.

An M & E plan (qualitative and quantitative indicators, data collection
instruments and systems, timetables, responsible parties, reporting channels,
etc.) is defined and established at the beginning of the programme.

The programme establishes practical ways for the target audiences and
stakeholders to share views about the programme and make suggestions for
improvement.

Broad and multisectoral involvement with key stakeholders, partners, and
other programmes is established through joint programming, coordinated
planning, and various linkages of activities.

A plan for adequate and timely funding of programme activities is developed
that fosters institutionalization, ownership, and other mechanisms to ensure
that activities are sustained beyond a programme’s term.

B. Recruitment and Retention

Recruitment

o 1.

o 2

Identify sources and channels for recruiting A plan is developed to identify recruitment sources (partner organizations,

peer educators.

Decide on criteria for peer educator
selection.

¥~BEER

workshop participants, and target population groups and leaders) and
channels (word of mouth, announcements, mass media, Internet, etc.).

An agreed-upon criteria list is developed for selecting peer educators.
Criteria include availability, age, sex, motivation, acceptability by target
audience, previous experience, personal traits (behaviour, team player,
volunteer spirit, potential for leadership, etc.), and other characteristics
deemed relevant for a particular programme.

77

Youth Affairs Council of WA: The YEP Project | July 2009 — July 2011



Grant agreement: C04893 | Progress Report Two | Literature Review

o 3
O

a5
g 6
o 7
O 8
)

Training and Superv

Standard

Set clear expectations.

Document expectations.

Establish means for continuous
communication, including feedback.

Estabiish an incentives system.

Establish supervisory and mentoring
systems.

Offer opportu

involvement and responsib

es for increasing

Training

g 1

g 2

o 3

o 4

o 5
2

Select a quality training curriculum

Arrange for appropriately sized groups.

Structure agenda and time to meet
training needs.

Provide relevant materials and handouts.

Description

Clear expectations of both the programme and prospective peer educators
are documented in writing and agreed upon at the beginning.

1ent Pdllel
is written, available to

arti [emented fai

m

s, and imp

Expectations for peer educators” activities and performance are clarified,
agreed upon, and documented in writing.

Open and continuous communication mechanisms between peer educators
and the programme supervisors and managers are established, including
regular feedback via supervision, regular peer educator/management
meetings, and an annual retreat.

A system of reinforcement and non-financial incentives is established,
including recognition, awards, and rewards as possibie; sociai and
recreational oppartunities; exchange (and travel) opportunities; and
advancement within the group as appropriate.

An effective supervision system is in place, with mentoring provided as
possible.

Wl”lnonﬂQQ fﬂ( nPPr F‘lerﬂfnm to bwnmp maore rn\.ln[wﬂr' ;Iﬂd al(e on
additional resp0n5|bl ties is encouraged and accommodated as possible,
including assumption of some pragramme operation tasks (e.g_, co-trainer,

management ElSSISfant, recrmtment panel rnemberj.
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relevant thei a improvise, tolerant,
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expenenced

They can work

Al and oonder iggung
ai anG gender issues.

=3

efore their own
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The selected training curriculum is consistent with the topics and

approach of the programme, culturally appropriate and gender sensitive,
interactive and participatory, and well structured and sequenced in
feasible time allocations. It includes clear goals and objectives, is based on
methodological findings, and includes an evaluation component.

The size of the trainee group (usually 15 to 20) is appropriate for the trainer,
allows for effective participation, offers opportunities for leadership and skills
practice, and allows for full interaction among peers and trainers.

The training is carried out so that subjects and exercises are given
appropriate time according to relevance and trainees’ levels of knowledge
and skills. Avoid overloading trainees. Include time for evaluation, summary,
and planning future tasks.

Participants are pravided with materials in advance and during the sessions,
as appropriate, including practical handouts and materials for exercises.
Copies of reference and review materials are provided at the conclusion of
the training.
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Standard

6. Use interactive, participatory, and skills
development approaches.

7. Implement tools and methods to evaluate
training and training participants.

8. Discuss ethical issues.

9. Involve youth at all stages.

Supetvision

10. Arrange for trained, aware personnel.

14. Share responsibility with peer educators.

[5%}

- Continually reinforce motivation and

ethical behaviour.

. Manage the group dynamic and encourage

team building.

Description

The training uses approaches that maximize trainee participation, such as
interactive exercises, opportunities to practise new (or important existing)
skills, and role-play situations they may encounter.

Mechanisms for assessing trainees’ knowledge and skill development are in

e onset of training (as a baseline) and used at the conc[usmn of
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Ethical issues (such as confidentiality, power balance, and gender equity) that
are likely to arise in connection with peer educators’ activities are discussed
as part of the training.

Youth are involved in all aspects of the training design, implementation, and
evaluation and help plan for future training.

Supervisors have been trained in supervision skills, programme expectations,
and peer education content and approaches.
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skills are provided as needed, with any expansion
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Supervisors continually reinforce peer educator motivation, monitor
limitations (personal or professional), reinforce compliance with the code of
ethics, and monitor sensitivity to gender and cultural concerns. As possible,
supervisors promote opportunities for personal development.

Supervisors manage the group dynamic, encourage team building, promote a
safe environment, and stay aware of personal relationships.

Supervisors share supervision and responsibilities with peer educators and
involve them as active participants in the supervision process, with feedback
regularly invited.

D. Management and Oversight

1.

4

J
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Ensure compliance with programme
standards.

Ensure technical competency of the
management team.

Establish and maintain quality expectations

of programme activities.

Establish effective administration of human

and financial resources.

Establish a transparent decision-making
process.

Management systematically monitors and assures compliance with standards
and initiates corrective action when shortfalls are identified.

Management has demonstrated technical competencies in specific areas
appropriate to their responsibilities, including peer education strategies and
methodologies, behaviour change communication (BCC) activities, and M & E.

Management and peer educators establish guidelines and expectations
about the quality of various peer education activities (e.g., conducting small
group discussions, organizing events, making useful referrals) and develop
remedies for situations when quality standards are not being met.

Effective systems for managing human and financial resources are in place,
with trained, competent staff responsible for carrying them out.

Decisions about programme operations are clear, consistent with programme
policy and culture, and can be documented as necessary.

w
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Develop monitoring tools and a

measuring system.

1 6. Ensure capacity to plan and implement
M &E.

1 7. Establish means for youth participation in
planning and implementing M & E.
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Tested and usable monitoring toals (questionnaires, diaries, tracking forms,
etc.) are developed as part of the M & E system for monitoring and for
measurement of performance and progress. Staff and peer educators are

AsLre, e a ogress educato

trained to use them.

Programme staff have the capacity to plan and implement M & E, or
appropriate external support and assistance are identified.

Young people are involved in planning M & E functions, including instrument
development and testing, and in implementing M & E, including planning,
monitoring, and evaluation tasks.
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