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Abstract: A rights-based approach in HIV service delivery for adults is increasingly taking root in
sub-Saharan Africa in the context of greater availability of antiretroviral therapy. Yet there has been
comparatively little progress in strengthening a rights-based approach to adolescent HIV services, which
we learned during a qualitative study in 2010 among 111 adolescents living with HIV, 21 parents and
38 health providers in three districts in Zambia. Adolescents in the study expressed a range of information
and support needs and wanted locally relevant interventions to meet those needs. They wanted greater
access to HIV, sexual and reproductive health information, information on how to protect themselves,
privacy and confidentiality in service sites, skills training so as to be able to earn money, and better
control over disclosure of their HIV status to others. Both health workers and parents acknowledged that
information and services needed to be improved to meet those needs far better. This paper provides
examples of successful programmes in Zimbabwe, Uganda, Tanzania, Botswana and South Africa and
calls for adolescent services to be linked to both paediatric and adult services, peer networks to be
established to increase adolescents’ ability to collectively voice their concerns and support each other,
interventions supporting adolescents’ control over self-disclosure, and lastly that adolescent health
should become a training specialty in sub-Saharan Africa. © 2013 Reproductive Health Matters
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The HIV epidemic in sub-Saharan Africa is maturing,
and with it, the profile of adolescents and other
young people living with HIV is evolving.1 In Zambia
the number of adolescents living with HIV is on the
rise owing to greater availability of antiretroviral
therapy, which is enabling vertically infected chil-
dren to survive into adolescence.2 Adolescents –
most of whom are sexually active3 – account for
almost half of new HIV infections in Zambia.4,5 At
the end of 2009, there were 80,000 young people
aged 10–19 living with HIV in Zambia.6

Thus, adolescents may increasingly be deter-
mining the trajectory of the HIV epidemic in
southern Africa.7–9 The epidemiological signifi-
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cance of adolescents as a group living with HIV
has gained attention in terms of their potential
to influence whether the Millennium Development
Goals related to HIV and health are achieved or
not.8 This distinction has fostered awareness that
their needs are different from those of both paedi-
atric and adult populations living with HIV.10–12

In Zambia, as in other sub-Saharan African
countries, data on adolescents aged 10–19 living
with HIV are often reported within 0–14, 15–19 or
15–24 age groups, making it difficult to accurately
determine the extent of their access to HIV ser-
vices.4,13 Although the current Zambian National
AIDS Strategic Framework for 2011–2015 prioritises
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HIV prevention among young people,14 it lacks spe-
cific provisions relating to the care of adolescents
and other young people already living with HIV.15

This is particularly relevant in light of recent studies
showing that a constellation of factors at the indi-
vidual and community level is preventing the pro-
tection and fulfilment of sexual and reproductive
health and rights of all adolescents in Zambia,
regardless of their HIV status.3,16,17 At the same
time, adolescents living with HIV in Zambia regu-
larly encounter additional social and emotional
difficulties due to HIV-related stigma and addi-
tional family responsibilities,18 and across southern
Africa, they also tend to have poorer treatment out-
comes compared to adults.19,20 These facts demand
greater attention.

Strengthening health systems to respond to
sexual and reproductive health and other social
protection needs of adolescents living with HIV
is an indispensable strategy towards mitigating
the impact of HIV on adolescent health.21,22 In
addition, tailoring health services to the needs
of adolescents living with HIV is an opportunity
to deliver age-appropriate interventions while
advancing their right to health.12,21 The UN Con-
vention on the Rights of the Child requires the
rights of all children to be respected, protected
and fulfilled.23,24 In the context of young people
affected by HIV, these rights include the right to
health and health services.24,25

A rights-based paradigm led a far greater
number of adults living with HIV to demand and
eventually access antiretroviral therapy by the
late 1990s,26 despite disbelief at the time that this
was feasible. Access to treatment was achieved
largely through multifaceted advocacy initiatives
aimed at mitigating structural barriers to treat-
ment in Brazil and other countries, and finally
in southern Africa.26,27 A similar trajectory does
not appear to have gained momentum in regard
to adolescent services, even while global advo-
cacy for early infant diagnosis contributed to the
scale-up of paediatric treatment.28 Consequently,
although meeting the needs of all age groups is
critical in the continuum of care for people living
with HIV,29 the recognition of the special needs of
adolescents living with HIV has lagged behind.11,30

Adolescents have often been wrongly perceived
as young adults or big children,31,32 which has
resulted in their being provided with services
designed for adult or paediatric populations.33,34

We may say that there is an underlying gap in
health systems’ ability to deliver age-appropriate
interventions for adolescents generally, not only
for those living with HIV,35,36 a problem that has
become more evident as increasing numbers of
young people both require and demand services.7

In addition to unresponsive health systems,
the social and legal environment in sub-Saharan
Africa has traditionally curtailed the ability of ado-
lescents to demand and access health services
more generally,35,36 as adolescents are often con-
sidered to be under the responsibility of adults,36

with limited control of information or decision-
making on their HIV status.31 In addition, their
access to sexual and reproductive health informa-
tion is often hindered by cultural norms.31,36

The prospect of adolescents living with HIV
expressing their needs and challenging cultural
barriers creates an opportunity to overcome some
of these challenges. Moreover, the engagement of
adolescents living with HIV in articulating their
HIV-related service needs could also strengthen
their demands for relevant sexual and reproduc-
tive health interventions.10,21

A central concept underpinning the ability of
adolescents to gain some control and discretion
over their own well-being is that of self- and col-
lective efficacy – how much control and influence
individuals have over their own circumstances.
Adolescents have an evolving capacity to take
action to fulfil their right to health.37 Research
from Zambia shows that adolescents understand
the circumstances that expose them to HIV risk
and are adopting safer sexual practices, for exam-
ple.38 In turn, the potential of adolescents to posi-
tively influence the course of the HIV epidemic39 is
reinforcing global advocacy to increase their access
to HIV treatment, care and other services.9

Yet in most cases, advocacy for these services
appears to be driven not by adolescents themselves
but by other actors, such as networks of people
living with HIV (largely made up of adults), gov-
ernment agencies, and non-governmental and
international organisations. In addition, while the
concept of reproductive rights as a fundamental
aspect of human rights has gained global accep-
tance,40 current approaches to adolescent health
in Zambia and other sub-Saharan African countries
continue to focus on adolescents’ sexual behaviours
and outcomes, with limited emphasis on their
sexual and reproductive rights and their capacity
to actualise those rights.16,38 In Zambia, despite
progress made by the government in strengthen-
ing the provision of adolescent-friendly services,41

weak health systems remain a limiting factor
177
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towards the fulfilment of adolescents’ sexual and
reproductive rights.16,31,42

In this discussion paper, we explore how the
evolving capacity of adolescents living with HIV
is shaping their ability to express their needs
and how the health services should respond. We
provide quotes from focus group discussions and
interviews with young people aged 10–19 and
quotes from their parents and health care pro-
viders to support our arguments.
Study methodology
The study was conducted between April and
December 2010; the main findings are reported
elsewhere.31 Part of the study aimed to document
the psychosocial and sexual and reproductive
health needs of adolescents living with HIV in
Zambia, and identify gaps between those needs
and currently available services for adolescents.
The study was conducted in one rural (Kalomo)
and two urban districts (Lusaka and Kitwe) in
Zambia, where adolescents make up almost a
quarter of the population of 10 million.6 These
districts were selected for variation in geographic
location, contexts and interventions available.
In all three districts, adolescents were accessing
clinical HIV services from government HIV clinics
and non-clinical support from community centres
run by non-governmental organisations which
served as our study recruitment sites.

Adolescents willing to participate were con-
secutively recruited while attending a clinic or
centre. Parents and guardians signed consent
forms for orally consenting adolescents aged
10–18, while adolescents aged 18–19 signed
their own consent forms. All participating adoles-
cents were aware of their HIV status and efforts
were made to safeguard confidentiality consistent
with recommendations on research among young
people.43,44 Inclusion of interviews with parents
and health care providers allowed us to trian-
gulate findings.45 Ethical approval was granted
by the Biomedical Research Ethics Committee of
the University of Zambia.

Semi-structured interviews were conducted
with adolescents living with HIV (58) and health
care providers (14). The latter included doctors
(5), nurses (4), counsellors (2), clinical officers (2)
and administrative staff (1). Questions were tai-
lored to younger adolescents (10–14 years), older
adolescents (15–19 years) and key informants. The
interviews, each lasting 30–40 minutes, were
178
conducted in English or the local languages
(Bemba, Lozi and Nyanja), and audio recorded,
transcribed and translated into English.

Eight focus group discussions were subsequently
held with 53 additional adolescents living with
HIV, two with 21 parents (1 urban and 1 rural)
and three with 24 health care providers (2 urban
and 1 rural). The adolescent groups included
two with girls aged 10–14 years, two with girls
aged 15–19 years, two with boys and girls aged
10–14 years, and two with boys and girls aged
15–19 years. Moderated, semi-structured discus-
sions using open-ended questions and follow-up
probes were conducted, focusing on whether and
how health services were meeting the needs of
adolescents living with HIV. Discussions were con-
ducted in English or local languages and lasted
about 50–60 minutes, and were digitally recorded,
transcribed and translated to English, and analysed
using NVivo 7 (QSR International), with transcripts
coded inductively to identify emerging themes46

and the needs expressed by adolescents.
A sense of rights, entitlement
and expectation
In the adolescent interview group, most (46) were
living in urban areas, half were male and half
female, and about 50% were in a sexual relationship
at the time of the study. The sexually active adoles-
cents tended to be older; six of them were married
with children of their own. Twenty-eight of them
planned to have children in the future. Only two
of the sexually active adolescents had not disclosed
their HIV status to their sexual partners, mainly for
fear that it could end their relationships.

They seemed to embrace the concept of living
positively and the rights of young people living
with HIV to enjoy a fulfilling sexual life. A majority
believed that people living with HIV should be
allowed to marry and have children, if they so
desired, for example.

“People living with HIV have feelings… [they] are
human beings with normal lives, and marriage is
a right to everyone, whether HIV positive or not.”
(Interview, 19-year-old female, Lusaka)

“We have a right to having a family and have
children.” (Focus group discussion, 17-year-old
male, Kalomo)

“I do not think that being [HIV] positive should
stop you from being in a relationship. Being HIV
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positive does not make a relationship different; it
is just the same as those who are not positive.”
(Interview, 17-year-old male, Lusaka)

They were quite articulate about their entitle-
ment to control disclosure of their HIV status to
others. Thus, when her HIV status was disclosed
without her consent, one study participant said:

“Everyone was looking at me in a funny way
and whispering, ‘This is the one who is sick, she
has AIDS.’ This was very painful for me because
I thought that it was my right to disclose to people
about my status. I felt that my rights were violated.”
(Focus group discussion, 16-year-old female, Lusaka)
Expressing unmet needs
Many saw the health system as weak and not
meeting their HIV, sexual and psychosocial needs,
fulfilling their right to confidentiality or addressing
them as a separate group.

“I have tried to ask them for more information but
they did not give me enough. What they told me
was not very useful. I would love to have more
access to information and life skills. I do not have
enough information about family planning, which
is my right.” (Interview, 17-year-old female, Lusaka)

“There should be more room so that as others are
being privately attended to, those on the waiting
line could be together and chatting about how to live
positively and all, which could be a motivation.”
(Focus group discussion, 16-year-old male, Kitwe)

“They should separate us from old people, and
help us with what is needed for us children like
SRH [sexual and reproductive health].” (Interview,
16-year-old male, Kalomo)

Some expressed the need for faster services and
their dislike of long queues, which calls for
improved systems and better staffing. This senti-
ment seemed to be particularly related to the
stigma that adolescents were experiencing at HIV
clinics, since it was widely assumed that they
had acquired HIV through sexual exposure, while
society expected them to be abstaining from
sex. This meant they disliked spending time in
clinical settings.

“The other challenge that our adolescents living
with HIV are facing is stigma and discrimination.
This vice must be fought so that our adolescents
can be free to access services, because sometimes
they refuse to go to the hospital for fear of being
known. We must deal with this issue when we set
up child-friendly services.” (Focus group discussion,
parents, Kalomo)

The adolescents frequently expressed the need
for health providers to respect their privacy,
be more friendly and less judgemental. Less
frequently, narratives of rights and entitlements
emerged as they accused service providers of
failing to meet their expectations.

“What I am taught at the clinic is really helpful, but
I would really like to learn some more, especially
about how I can protect myself. I feel disappointed
at times.” (Interview, 14-year-old female, Lusaka)

“I would like to know more about how you can
get pregnant and what you can use to protect your-
self from getting pregnant.” (Interview, 16-year-old
female, Kalomo)

“I want to know if I can have a boyfriend because
every time I ask my mum she tells me not to. I
would also love to learn about safe sex and safe
motherhood.” (Focus group discussion, 14-year-old
female, Lusaka)

Further discussion suggested that the adolescents
expected to have access to livelihood activities
and skills training, which were available to adults
(such as tailoring), while adolescents did not have
access to these opportunities. For instance, when
asked if they were happy with the services they
receive at the health clinics, they expressed their
expectation for vocational skills training.

“One thing that I would really like is being taught
life skills because as it is, no one teaches us these
things. I would like to learn how to cook, and also
tailoring.” (Focus group discussion, 14-year-old
female, Lusaka)

“Because I am blind I would really like to learn
some skills so that I can sustain myself.” (Interview,
12-year-old male, Kalomo)

These complaints and requests, which we believe
were not expressed indiscriminately, were par-
ticularly relevant in view of the fact that some
of the adolescents had caring responsibilities
for their own children or siblings. Moreover, they
felt disenfranchised by a health system designed
around paediatric and adult care, and their
explicit or implicit expression of those feelings
created tension on the part of the health pro-
viders, often leading to an acknowledgement
179
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from the latter of the need to provide adolescent-
friendly services.
Acknowledgement of adolescent needs
by health care providers and parents
There was an acknowledgement from both health
care providers and parents that adolescents’
access to appropriate HIV services was important,
in spite of cultural and other barriers, but achiev-
ing it would take time.

“We don’t have adolescent-friendly services because
initially it was assumed that a child born with HIV,
for example, was going to die in a few months, so
even services were not designed for adolescents,
meaning that their access to treatment is a challeng-
ing issue.” (Interview, health provider, Lusaka)

“There needs to be a full-time person trained spe-
cifically to deal with adolescents.” (Focus group
discussion, health provider, Kalomo)

“One of the things we are looking at is having
national guidelines that would support sexual repro-
180
ductive health and rights for adolescents living with
HIV.” (Focus groupdiscussion, health provider, Lusaka)

“We feel and believe that it is a right of young
people to access these services such as ...sexual
and reproductive health, we are talking about
issues of contraception, unsafe abortion and safe
motherhood. We are talking about empowering
them to make informed choices. Basically the ser-
vices are evolving but that takes time.” (Interview,
health provider, Lusaka)

“I think the primary thing is information...and
then support groups and making this referral
centre… The idea is to have a specialized sec-
ondary referral centre for adolescents and paedi-
atrics with clinical, treatment and adherence
problems.” (Interview, health provider, Lusaka)

“Most of our adolescents don’t have access to infor-
mation because of tradition – us parents don’t like
discussing such issues because sexuality is some-
thing sensitive... so my view is that we change
the perspective of dealing with this as a taboo.”
(Focus group discussion, parents, Lusaka)
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“We as parents are also to some extent not fully
aware of SRH [sexual and reproductive health]
information that can help adolescents living with
HIV grow up informed, but this is again a problem
to do with the non-availability of children’s clinics
and youth-friendly corners” (Focus group discussion,
parents, Kalomo)
Discussion
Acknowledging adolescents’ evolving social and
legal capacity10,12 and involving them in design-
ing health programmes could strengthen delivery
of interventions tailored to their needs.6 As early
as 1989, the Convention on the Rights of the
Child emphasised the importance of giving chil-
dren a say in matters that affect them.23 By
1994, the International Conference on Population
and Development focused specifically on pro-
tecting and promoting adolescents’ reproductive
health rights.47 More recently, Millennium Deve-
lopment Goal 3 and the Commission on Popula-
tion and Development (45th session, 2012), have
linked the strengthening of young people’s
sexual and reproductive health and rights to
their access to services related to HIV and other
sexually transmitted infections.48 What exactly,
then, is needed?

First, adding adolescent services, linked to
both paediatric and adult services, could be a
mechanism for entrenching a rights-based para-
digm for adolescent health. Sawyer et al10 argue
that the nature of adolescent-friendly services
should be informed by adolescents themselves,
and we agree. In a Zimbabwean model described
by Erukar et al,49 when adolescents were asked
to identify characteristics that would, in their
view, make services youth-friendly, they rated con-
fidentiality, short waiting time, low cost and
friendly staff as the most important characteris-
tics. The least important characteristics included
youth-only services, suggesting that adolescents
do not necessarily prefer stand-alone youth ser-
vices, which may be contrary to expectations.49

Defining these characteristics, which could
differ depending on the context and the social
circumstances of adolescents, should precede
implementation of adolescent HIV services. For
instance, some adolescents in our study had chil-
dren of their own; a situation which calls for
seamless transition and close linkages between
paediatric, adolescent and adult services as
well as better integration of sexual and repro-
ductive health with HIV services for older ado-
lescents living with HIV.50 Evidence from other
countries shows that physical co-location and
the provision of a package of interventions that
includes dual protection and a contraceptive
method mix within adolescent HIV services could
facilitate integration.34,50

Similarly, HIV services need to address live-
lihood needs of adolescents living with HIV.
While vocational and life skills training is com-
monplace in HIV programmes for adults, this is
rare in adolescent services, but could be impor-
tant for adolescents who, as in our study, were pri-
mary carers to their children. In a rare programme
in Zimbabwe, adolescents affected by HIV were
included within a community-based savings and
life skills programme, which apart from empow-
ering them economically, also improved their
self-efficacy and self-esteem.51

Second, adolescents living with HIV should be
supported to establish peer networks of their
own, similar to those for adults, as part of adoles-
cent HIV programming. This would increase their
ability to collectively voice their concerns and
preferences in regard to services, as well as their
ability to support each other and overcome stigma.
In Uganda, HIV programmes have started engaging
peer groups of adolescents to counsel each other,
reinforce ART adherence, and sensitize their com-
munities about HIV by sharing their experiences
of living with HIV.52 This facilitation of adolescents’
collective efficacy needs to be a central pillar of HIV
services. Evidence from a recent randomized trial
in Tanzania shows that when supported to under-
stand social ecology, citizenship, HIV and broader
community health issues, as well as how to make
needs assessments and take collective action,
adolescents can collectively educate and mobilize
their own communities. They can also successfully
engage governmental and non-governmental orga-
nizations to provide a wide range of services for
themselves and their communities.37 HIV pro-
grammes should therefore create platforms and
opportunities that enable dialogue between young
people, their communities and their governments,
as they have successfully done for adults living
with HIV.53,54 Conversely, policy makers ought to
seek and listen to the voices of adolescents living
with HIV when formulating policies related to HIV
and young people in order to ensure that national
policies emphasize HIV prevention among youth,
as well as providing appropriate services to those
already living with HIV.
181
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Third, there is the issue of disclosure of HIV
status, which has been shown to be an important
problem for HIV positive adolescents. Adolescents
and their families need to have greater control
over how and when to disclose their status to
others, which requires disclosure skills. Although
experience on how to achieve this is limited,
evidence from South Africa shows that family-
centred approaches that improve disclosure skills
of parents living with HIV could be an important
methodology to adopt for adolescents.55 Inter-
ventions supporting adolescents’ self-disclosure
should take into account their evolving capacity,
self-efficacy and sexual and family relationships.56,57

Achievement of sexual and reproductive health
of adolescents living with HIV requires HIV pro-
grammes to engage adolescents and their commu-
nities in tackling HIV stigma and other cultural
barriers preventing adolescents from enjoying
a healthy sexual life. In our study, adolescents
living with HIV were determined to have healthy
sexual relationships, but were often challenged
by cultural traditions that prevented them from
discussing their sexual relationships with their
parents. Strengthening parents’ and adolescents’
communicative ability regarding sex and relation-
ships could facilitate and positively influence ado-
lescents’ sexual behaviour.58,59 Improving comfort
with communication about sex, sexuality and
relationship may require parents-focused pro-
gramming to enable them to improve communi-
cation with their HIV-infected adolescents, as has
been done successfully in Uganda.60

Fourth, there is a need to ensure that health
providers are specifically trained on adolescent
health. Unlike in most western countries, ado-
lescent health is not a training specialty in sub-
Saharan Africa.61 However, competency-based
training of health providers on adolescent health
has been shown to be effective in Botswana.62 In
Uganda, the Ministry of Health has successfully
improved adolescent counselling skills of HIV
182
counsellors through a similar competency-based
training programme. The hallmark of this ini-
tiative, which was implemented in partnership
with non-governmental organizations, was the
meaningful involvement of primary beneficiaries
in identifying their counselling needs, which
informed the development of a prototype curricu-
lum and strengthened the ability of service pro-
viders to handle adolescent issues.63 In Zimbabwe,
training of health providers involved adolescents
themselves, who explained their experiences of
living with HIV and their psychosocial needs.64

In summary, our findings suggest that health
services in Zambia could be transformed to become
more adolescent-friendly through a number of
approaches, including 1) using participatory
approaches to define adolescent services; 2) iden-
tifying health care providers who could assume
responsibility for care of adolescents and their tran-
sition from paediatric to adult services; 3) strength-
ening health providers’ competencies to provide
adolescent-friendly services; 4) responding to indi-
vidual circumstances as well as the wider social
context of adolescents living with HIV i.e. in rela-
tion to social, economic, stigma and other cultural
barriers, and 5) empowering adolescents living
with HIV to advocate for themselves and become
leading agents of change.
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Résumé
L’approche basée sur les droits de la prestation de
services en matière de VIH pour les adultes est en
train de s’enraciner en Afrique subsaharienne,
dans le contexte de la disponibilité accrue du
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de VIH pour adolescents. C’est qu’a révélé une
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113 adolescents vivant avec le VIH, 21 parents et
38 prestataires de santé dans trois districts en
Zambie. Ces adolescents ont exprimé un éventail
de besoins en information et soutien et souhaitaient
des interventions pertinentes localement pour
répondre à ces besoins. Ils voulaient avoir un accès
élargi aux informations sur le VIH, la santé sexuelle
et génésique, connaître les moyens de se protéger,
bénéficier de confidentialité dans les sites de
services, se former afin de pouvoir gagner de
l’argent et mieux maîtriser la révélation de leur
séropositivité aux autres. Les agents de santé et
les parents ont reconnu que ces informations et
services devaient être améliorés pour satisfaire
bien mieux ces besoins. L’article donne des
exemples de programmes réussis au Zimbabwe,
en Ouganda, en République-Unie de Tanzanie, au
Botswana et en Afrique du Sud et recommande de
lier les services pour adolescents aux services
pédiatriques et pour adultes, de créer des réseaux
de pairs pour renforcer la capacité des adolescents
à faire entendre collectivement leurs préoccupations
et se soutenir mutuellement, de réaliser des
interventions favorisant le contrôle des adolescents
sur l’autorévélation et enfin de faire de la santé
des adolescents une spécialité de la formation en
in Uganda: successes and lessons learnt. Paper
presented at HIV Capacity Building Summit,
Nairobi, 2011. www.hivcapacityforum.org/userfiles/
Chimulwa%20T.pdf.

64. Gamanya G. Improving the quality of care for adolescents
living with HIV/AIDS by introducing psychosocial support
services at Beatrice Road Infectious Disease Hospital
Opportunistic Infections and Antiretroviral Therapy
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18th International AIDS Conference, Vienna, 2010.
Abstract No. TUPE0832.
Resumen
Cada vez más se está arraigando en África
subsahariana el enfoque en la prestación de
servicios de VIH para adultos basado en los
derechos, en el contexto de mayor disponibilidad
de terapia antirretroviral. Sin embargo, se han
visto relativamente pocos avances en fortalecer
el enfoque basado en los derechos con relación
a los servicios de VIH para adolescentes, lo cual
averiguamos durante un estudio cualitativo
realizado en 2010 entre 113 adolescentes que
vivían con VIH, 21 padres y 38 profesionales de la
salud de tres distritos de Zambia. Los adolescentes
del estudio expresaron una variedad de necesidades
de información y apoyo y querían intervenciones
pertinentes para la localidad, que atendieran esas
necesidades. Querían mayor acceso a información
sobre VIH y salud sexual y reproductiva e información
sobre cómo protegerse; privacidad y confidencialidad
en las unidades de salud; capacitación en habilidades
para poder ganar dinero; y mejor control de la
revelación de su estado de VIH a otras personas.
Tanto los trabajadores de la salud como los padres
reconocieron que es necesariomejorar la información
y los servicios para atender mucho mejor esas
necesidades. En este artículo se exponen ejemplos
de programas exitosos en Zimbabue, Uganda,
Tanzania, Botsuana y Sudáfrica y se hace un
llamado a vincular los servicios para adolescentes
con los servicios para niños y adultos; a establecer
redes de pares para aumentar la capacidad de los
adolescentes para expresar sus inquietudes de
manera colectiva y apoyarse unos a otros; a realizar
intervenciones que apoyen el control de los
adolescentes sobre la autorevelación; y, por
último, a que la salud de la adolescencia sea una
Afrique subsaharienne. especialidad de formación en África subsahariana.
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