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Executive Summary

Protecting the sexual and reproductive health of today’s Central American youth is urgent. El Salvador,
Guatemala, Honduras and Nicaragua have the highest rates of adolescent childbearing in all of Latin
America. Moreover, current HIV prevalence has surpassed the 1% threshold for a generalized epidemic
in Honduras and is nearing that magnitude in El Salvador and Guatemala. Preserving young people’s
health is not only important for youth themselves; it is also a vital development priority. This report,
based on recent national surveys, presents key patterns and trends in the sexual and reproductive
behavior of 15-24-year-olds in these four countries, and identifies important gaps and needs.

Traditional gender norms undermine young people’s sexual and reproductive health

In a cultural climate where sexual activity is frowned on for single women but permitted, or even
encouraged, for single men, reported levels of young people’s sexual activity differ broadly by gender.

e High proportions of 20-24-year-olds (58-67% of women and 79-92% of men) first have intercourse
before they turn 20. The bulk of current sexual activity takes place within union for young women, but
outside of union for young men.

e Overall, men engage in riskier sexual behaviors than women: One-quarter to two-fifths of sexually
active young men have had at least two sexual partners in the last year, compared with negligible
proportions of women.

Early unions before 20 have declined

Early unions remain common for women in the subregion, but young women have begun postponing
their first unions in all four countries. No comparable uniform trend has emerged in the postponement of
first sex.

o Currently, 45-60% of 20-24-year-old women enter into a union as an adolescent, and this proportion is
consistently higher among less educated, poorer and rural women.

. Solid majorities (roughly three-quarters) of unions in three of the four countries are consensual
rather than legal. Guatemala, where less than half (47%) of all unions are consensual, is the exception.

The timing of first births has barely changed

Although adolescent fertility rates have fallen recently in all four countries, current levels far exceed the
average for Latin America as a whole. The declines that have occurred reflect women having fewer
second births during adolescence, rather than women postponing a first birth until age 20 or older.
Possible reasons for why the timing of first births has not appreciably changed include the lack of
employment opportunities for women with higher levels of education and traditional norms that
continue to support early childbearing.

o Two-fifths to one-half of women have their first child as a teenager; these proportions are far higher
among rural, poorer and less educated women.

e A substantial proportion of adolescent births are unplanned (from one-third in Guatemala to nearly
one-half in Honduras), and those proportions represent increases from just a few years ago in all four
countries, with the largest increase having occurred in Nicaragua.

® Most sexually active single women want to avoid pregnancy. In addition, many young women in union
want to delay pregnancy, especially once they have already become mothers (i.e., 83-92% of those in
union who have already had one child vs. 32-68% of those who have not).



The level of unmet need for modern contraceptives is very high

The high proportions of births that are unplanned demonstrate that young women are not necessarily
acting on their stated preference to delay a first birth or space later births.

e The proportion of sexually active women currently using a modern method is highest in Nicaragua
(55%) and lowest in Guatemala (25%). Use of the injectable and the pill predominate young women’s
modern method use in these countries. Reliance on each is roughly equal in Nicaragua and Honduras,
but use of the injectable is 3-5 times higher than that of the pill in El Salvador and Guatemala.

¢ Nonetheless, one-third to one-half of sexually active young women have an unmet need for modern
contraception, a level that is appreciably higher among single than married women, and is usually higher
among adolescents compared with 20-24-year-olds.

Young people need more information to adequately protect themselves from STIs, including HIV

e Honduras has the highest HIV prevalence among 15-24-year-olds in these countries (1.8%) and
Nicaragua, the lowest (0.2%). However, the perception of being at risk was exactly the opposite, at least
among men (i.e., lowest in Honduras at 16% and highest in Nicaragua at 56%). About one-quarter of
women in each country believe they are at risk.

e In all four countries, low proportions of youth spontaneously mentioned abstinence as a way of
avoiding infection (4-22%) and somewhat higher proportions cited limiting the number of sexual
partners (17-54%). Some 49-68% of men cited using a condom, but fewer than one-third of women in El
Salvador and Guatemala gave this response.

e Relatively low proportions—only 11-26% of single sexually active young women and 43-66% of similar
men—used a condom the last time they had sex. Considering the elevated risk for infection linked to
multiple sexual partnerships, the finding that just 40-55% of men with two or more sexual partners in the
past year had recently used a condom indicates that these youth are inadequately protected.

Evidence suggests several steps toward helping youth safeguard their future

o Make reproductive health services more accessible, especially to youth who need them most. Strengthen services
overall through broad-based efforts to increase resources, expand infrastructure and promote greater
acceptance among adults of young people’s need for information and services. Affordable, youth-friendly
services can better reach those young people who avoid seeking care because they cannot afford services
or fear judgmental treatment. Integrate STI and family planning services to optimize use of limited
resources. Provide family planning counseling, and increase access to a wide a range of methods,
especially condoms, to help young people successfully prevent unintended pregnancy and infection.

o Implement comprehensive sex education and promote gender equity. Both young women and men need
information and skills if they are to delay sexual debut, resist pressure to have sex and engage in safer
sex. Support teacher training, target adolescents early and help young people stay in school for as long as
possible. Develop alternative strategies to provide sex education to young people who are no longer in
school.

e Prioritize youth needs and harmonize conflicting provisions across policies. Provide resources and political
support to ensure the implementation of new and existing laws, regulations and policies that enable
young people to safeguard their health. Coordinate the administration of programs and services to avoid
inefficient duplication of effort among the responsible ministries and departments.



Chapter 1: Introduction

Central American youth, like young people everywhere, encounter myriad challenges to their
sexual and reproductive health as they initiate sexual activity, form unions and start their
families. Young people’s responses to the risks they face can have lifelong repercussions for
them, their families and, ultimately, the well-being of the societies in which they live.!

Sexual and reproductive health risks and negative outcomes—specifically unintended
pregnancy and sexually transmitted infections (STIs), including HIV —can generally be
avoided if youth have and are able to act on accurate information and obtain needed services.
Helping young people preserve their sexual and reproductive health requires strong societal
and governmental commitments to preventive action. Certain risk factors, such as widespread
gender inequality and sexual violence, call for highly targeted interventions.

Responding to sexually active young people’s needs for health information and services is a
formidable task, given the pervasiveness of cultural taboos surrounding sexuality and the
resulting resistance to addressing those needs. The task is made even harder by the sheer
numbers involved: Although the proportion of the overall Central American** population that
is made up of 15-24-year-olds*® has been relatively stable over the past decade (roughly one-
tifth), high fertility in the recent past has caused the number of young people to grow by 2.2
million (from 5.7 million to 7.9 million) between 1990 and 2005.2

The chapters that follow provide an updated profile and analysis of the sexual and
reproductive behavior of 15-24-year-olds in four Central American countries with comparable
and recent national data: El Salvador, Guatemala, Honduras and Nicaragua. The young
people in these countries were born primarily in the troubled decade of the 1980s, when a
large part of the region was at war; as such, they embody a special legacy of hope for a less
conflicted society. Theirs is also one of the first generations to be born when overall fertility is
declining; they thus will have to deal with a relatively larger older population than did
previous generations.

The time is especially ripe for action, since governments and other stakeholders are
increasingly recognizing the importance of helping young people attain more education,
acquire the skills needed for work, and protect their sexual and reproductive health. Young
people in the four study countries, which are among the poorest in Latin America, encounter
the typical stresses inherent in managing their transition to adulthood, such as the pressure
involved in leaving school and looking for work. However, resources are often inadequate to
fully support their wide-ranging needs. This report examines young people’s sexual and
reproductive behaviors and related needs for information and services, many of which are far
from being met.

A The geographic region of Central America consists of the following seven countries: Belize, Costa Rica,
El Salvador, Guatemala, Honduras, Nicaragua and Panama.

B Definitions of the age-range of adolescents and young people vary across organizations and studies. In
this report, we refer to those aged 15-24 as young people or youth, and to the subgroup of 15-19-year-
olds as adolescents.



Young people face two distinct risks

Young people’s level of health risk related to their sexual behavior depends on many factors,
including when they initiate sexual activity, whether it takes place within a socially
recognized union,*¢ whether sex is wanted, whether they are monogamous or have multiple
partners, and whether they use protection to prevent unintended outcomes. These factors put
some young men and women at risk for becoming parents before they are ready and for
contracting STIs, including HIV.

These four Central American countries have the highest rates of adolescent childbearing in
Latin America, and much of the burden of such pregnancies falls on young women. For most
young Central American women, becoming pregnant while still in school means an end to
their education.

A sizable proportion of first pregnancies among adolescents in this region are unintended.3
Abortion is severely legally restricted and highly stigmatized in these countries, yet some
young women will nonetheless risk severe social and legal punishment to resolve an
unintended pregnancy through clandestine abortion. In doing so they also put their physical
health at risk, given the high rates of complications that are linked to clandestine abortion.*

As of 2005, Central American countries also had the highest rates of HIV infection in Latin
America.’ HIV has now become a generalized epidemic (defined as infecting at least 1% of the
population) in Honduras, where the adult prevalence is 1.5%, and it is nearing that threshold
in Guatemala and El Salvador (0.9% in each).® There are very scarce data on the prevalence of
other STIs among today’s Central American youth, not because such infections are not
occurring, but because good measurement systems are not in place.

New evidence can guide efforts to lower risk

The four contiguous nations (Figure 1.1) covered in this report account for just over 80% of
Central America’s population, and the target population of 15-24-year-olds totals roughly 6.6
million.” (Belize, Costa Rica and Panama are omitted from the report for reasons of data
unavailability.) To help guide decisions about where resources may be most effectively
invested to address young people’s needs, this report presents evidence on the current state of
their sexual and reproductive health, along with data on the direction and pace of recent
change in key measures. Evidence from recent national reproductive health surveys of both
men and women allows for comparisons across the four countries and by gender (for more
information on data sources, see data box). Important differences exist within countries by
where youth live and by their level of education, ethnicity, and union and economic status;
given space and data limitations, we address such key variations when relevant and feasible.

Guide to the report

The following chapters provide a portrait of young people’s transition to adulthood in El
Salvador, Guatemala, Honduras and Nicaragua. Chapter 2 describes the overall context of
young people’s lives in the four focus countries; Chapter 3 paints a picture of young people’s

€ In this report, “union” and “marriage” are used interchangeably to mean both consensual union (i.e.,
cohabiting) and formal marriage.



sexual activity and unions; and Chapter 4 discusses how they begin their families. Young
people’s fertility preferences and their use of contraceptives to achieve their reproductive
goals are discussed in Chapter 5, while Chapter 6 assesses young people’s exposure to the risk
of HIV and their understanding of the virus. Chapter 7 focuses on the policy climate that
shapes young people’s access to sexual and reproductive health information and services. The
tinal chapter discusses the implications of the overall findings and offers recommendations to
help policymakers, program managers and other stakeholders improve the sexual and
reproductive health of Central American youth.



Figure 1.1 Map of Central America
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Data Sources

National Surveys

The main data analyzed in this report come
from nationally representative surveys. The
data collection efforts in Nicaragua, and in
Honduras in 2005-2006, were part of the
Demographic and Health Surveys program
(with technical assistance from Macro
International), = whereas the
conducted in El Salvador, Guatemala and
Honduras in 2001 were carried out as part
of the Reproductive Health Surveys
program (with technical assistance from the

surveys

Centers for Disease Control and
Prevention). The programs collect similar
information on sexual and reproductive
behaviors, and the information is broadly
comparable across countries and survey
types. The report analyzes data from the

following surveys.

e El Salvador: 2002-2003 Encuesta
Nacional de Salud Familiar (FESAL).!

¢ Guatemala: 2002 Encuesta Nacional de
Salud Materno Infantil (ENSMI)? and the
2002 Encuesta Nacional de Salud Masculina
(ENSM).?

¢ Honduras: 2001 Encuesta Nacional de
Epidemiologia y Salud Familiar (ENESF) and
the 2001 Encuesta Nacional de Salud
Masculina (ENSM).* Although a more recent
survey, the Encuesta Nacional de
Demografia y Salud (ENDESA)> was
conducted in 2005-2006, the women’s data
files only became available toward the end of
the preparation of this report and, as of this
writing, the data for men have yet to be
released for public use. Therefore, we
present updated data where the indicators
apply to women only, and comment in the
report on important changes that occurred
between the two surveys. However, for

indicators that directly compare men and
women, we use the 2001 survey (same year
and questionnaire) to assure comparability.

¢ Nicaragua: Data on women come from
the 2001 Encuesta Nicaragiiense de
Demografia y Salud (ENDESA)°® and
because no men were interviewed in 2001,
data on men come from the next most
recent national survey, the 1998 ENDESA.”
However, because these surveys used
different approaches to gathering data on
spontaneous knowledge of HIV prevention,
we use data on this measure from the single
earlier survey conducted in 1998 for both
women and men to ensure that the gender
comparisons are valid.

The samples of 15-24-year-olds were
3,753-8,352 for women and 414-1,179 for
men, and they were large enough in all
surveys to allow comparisons by area of
residence, educational attainment,
socioeconomic status and, for Guatemala,
ethnicity. All data presented in the report are
weighted;  unweighted
respondents are presented in Appendix
Table 2.

Respondents could be single, formally
married or in consensual unions. Women in
legal and consensual unions have similar
fertility preferences and levels of exposure
to pregnancy; thus they are grouped

together in the analyses.

numbers of

In-depth Interviews

In addition to survey data, this report draws
on qualitative information on youth policies
in three of the four focus countries
(Guatemala, Honduras and Nicaragua).
Research partners in each country conducted
in-depth  individual interviews and
meetings  with  representatives  from
government ministries, nongovernmental




organizations and international cooperation
agencies in each country. A total of 33
individual interviews and three group
meetings were conducted between May and
July of 2006.

Limitations

Instances where the questionnaires for the
nine individual surveys differed in the
wording of specific questions, the flow and
skip patterns of the questions, or the
inclusion of particular questions constrain
data comparability across countries and
genders. These instances are mentioned in
the text or in notes to the tables wherever
applicable. Moreover, since this report
draws on an earlier research project, some
of the data breakdowns are unavailable for
El Salvador, the one country that was not
part of that initial undertaking.

Further, because of space and sample-size
constraints, we often need to collapse
adolescents and young adults into a single
age-group of 15-24, although we present
important differences between 20-24-year-
olds and adolescents whenever possible. To
examine trends over time, we compare the
behaviors of current 20-24-year-olds with
those of 40-44-year-olds; a limitation of this
approach is that reports, especially those of
older women, may be subject to recall bias.
We also do not know how social desirability
bias in self-reports of sensitive data on
sexual activity—which men tend to
exaggerate, and women to underreport—
may have changed over time.

In addition, because samples of men were
much smaller than those of women in all
four countries, some indicators for men are
based on relatively small numbers of cases,
which may affect the precision of the
estimates. We recommend that results based
on 26—49 respondents (unweighted numbers;

indicated in appendix tables) be interpreted
with caution; when the number of cases is 25
or less, no data are presented.
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Chapter 2: The Context of Young Peoples’ Lives

The cultural, social and economic context in which youth live shapes every facet of their
development, including their sexual and reproductive behavior. Despite the notable diversity
across El Salvador, Guatemala, Nicaragua and Honduras in terms of population size and
ethnic make-up,*P these countries nonetheless share broad socioeconomic traits. Each of the
four is characterized by a struggling economy, a severely inequitable distribution of wealth
and, for all but Honduras, a recent and lengthy period of civil unrest and political violence.
They also share a legacy of the Catholic Church wielding enormous influence over sexual and
reproductive issues, especially among the political and economic elites (although Evangelical
Protestants are growing in number and political power in the Guatemalan population,
especially among the very poor).

All four countries are deeply impoverished

Poverty, which affects every facet of young people’s health and access to services, is endemic
throughout these four countries: The percentages of the overall population living in poverty —
those who are unable to afford basic food, goods and services—range from 46% in El Salvador
and Nicaragua to 56% in Guatemala and 72% in Honduras (see Appendix Table 1).8 These
data include the proportions living in abject or extreme poverty, which is defined as being too
poor to afford food alone; the level of abject poverty reaches 53% in Honduras and ranges
from 15% to 20% in the other three countries.”T® 22 These national levels obscure the far
greater rates of poverty in rural than in urban areas.’ In the highly urbanized context of Latin
America and the Caribbean, where just 23% of the population lives in rural areas,? these
Central American countries stand out for having much higher proportions still living in rural
areas (53-54% in Guatemala and Honduras and 40-42% in Nicaragua and El Salvador).®

In the four study countries, rates of unemployment are at least two times higher among 15—
24-year-olds than among adults aged 25 and older.!%Ttle ) Severe economic difficulties have, in
large part, driven the phenomenon of migration, both within countries (i.e., from rural to
urban areas) and to other countries. Migrants are typically young men and women (e.g., 42%
of male Nicaraguan migrants are aged 15-24'!), with women predominating in rural to urban
population movements. Migration can facilitate the spread of HIV, as population mobility
tends to foster social isolation, which can lead to high-risk sex with sex workers; when migrant
men return home, either temporarily or permanently, some serve as a bridge for the virus to
expand into the general population.!?

Other than domestic work and maquila assembly jobs, few employment opportunities are
available to young women. This is likely due to the combination of weak economies and
widespread cultural expectations of early marriage and motherhood at the expense of young
women’s further education and employment. The recent explosion of tourism in the region
has increased poor young women’s susceptibility to commercial sexual exploitation.!®

D Guatemala’s population is roughly twice that of each of the other three and is the only country with a
large indigenous (predominantly Mayan) minority, which accounts for 41% of the total population
(sources: reference 7 and Instituto Nacional de Estadistica [INE], XI Censo Nacional de Poblacion y VI de
Habitacion 2002, Guatemala City, Guatemala, INE, 2003).
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Moreover, although almost identical proportions of both 15-24-year-old men and women
currently are students, and higher proportions of men work, the proportion who neither study
nor work in these four countries is 3-5 times higher among women than men.? These women
(33-51% of all women in the four countries, proportions that exceed the regional average of
30%) likely include those who are not in school or the workforce because they have already
married and are raising a family.

Educational levels have started to improve but remain low

Throughout the developing world, higher levels of education are consistently associated with
lower fertility, delayed union formation and higher socioeconomic status. The good news is
that the clearest route to improving young women’s preparation for the modern world—
education—is undeniably showing progress: Except for El Salvador, where both sexes
experienced roughly equal gains in education, levels of women’s educational attainment rose
more than those of men over the past two decades (Figure 2.1).8 As a result, young women
aged 20-24 in Guatemala and El Salvador are now about as well-educated as young men; in
Honduras and Nicaragua, they are even better educated than young men. For example, the
proportion of women aged 20-24 who have had some secondary schooling now ranges from
39% in Guatemala to 64% in El Salvador, which represents considerable gains compared with
levels among women who went to school roughly a generation ago (22-33% among those
currently aged 40-44).% Improvements in women’s education over time were greatest in El
Salvador (31 percentage points) and smallest in Honduras (15 percentage points).

Despite this progress, however, overall educational levels are still distressingly low: Setting
aside El Salvador (where two-thirds of 20-24-year-old men and women have had some
secondary schooling), just one-quarter of young men in Honduras to one-half of young
women in Nicaragua have attained some secondary education. And while the all-important
educational attainment of young people is improving in the aggregate, national averages mask
far poorer progress among disadvantaged subgroups.

Youth in rural areas and indigenous youth fare much worse than their urban and
nonindigenous counterparts. For these young people, myriad cultural, socioeconomic and
structural barriers prevent them from getting the schooling they need. For example, despite de
jure guarantees of free primary schooling, the reality is that one or more of a variety of fees
and expenses—for tuition, registration, transportation, uniforms, textbooks and supplies,
school meals and school construction*—have resulted in “de facto poverty-based exclusion
from school” in all four countries.'®

Furthermore, scarcity of schools and teachers in rural areas, lack of transportation
infrastructure, high rates of grade repetition (which lead to high dropout rates), poor quality
of instruction, and students” need to join the workforce or help out at home all contribute to
preventing these countries from meeting the Millennium Development Goal of universal
primary education. Indeed, of the total of 18 Latin American countries examined in a 2005
study, El Salvador, Guatemala, Honduras and Nicaragua have the lowest projected primary-
school completion rates for 2015: An estimated one-fifth to one-third of 15-19-year-olds will
likely not finish primary school that year.!®

11



Figure 2.1 Women have experienced larger recent gains in education than men in Guatemala,
Honduras and Nicaragua.
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Chapter 3: Sexual Relationships and Unions

The timing of sexual initiation and entry into union helps determine young people’s needs for
information and services, and data on such topics are integral to designing effective programs
and policies. For example, age at first sex directly affects young people’s length of exposure to
the risk of unintended pregnancy and STIs, including HIV. Moreover, for young women, the
length of time separating when they first become sexually active and when they marry is
closely related to their risks of unintended pregnancy and all its potential social and health
consequences, including the possibility of unsafe abortion.

Stigma and social taboos play a large role in determining young people’s level of risk. Given
prevailing cultural expectations and norms that proscribe nonmarital sexual activity,
especially among women, and that reproductive health services are largely unavailable or
inhospitable to single young people, whether early sexual activity occurs within or outside of
union is important. Furthermore, prevailing gender norms that promote vastly different
behaviors for men and women mean that the specific risks they face also differ. Throughout
Latin America—and Central America is no exception—early sexual activity outside of
marriage is accepted, or even encouraged, for men, but such activity is condemned for
women."

Indeed, many young men are pressured or encouraged by their peers and male relatives to
have sex at an early age to demonstrate their masculinity and heterosexuality.’®® Other risky
behaviors, such as having multiple partners, are also seen as proof of masculinity.!¥22! Young
women, on the other hand, are encouraged to marry at a young age and stay chaste until then,
even as they are often pressured by their partners to have sex. These conflicting pressures can
trap young women into forgoing contraception when they do have sex to avoid having to
admit—both to themselves and to others—that they are sexually active.

Many Central Americans initiate sex at a young age

The initiation of sexual activity, an intrinsic part of human development, begins in adolescence
for most people and is almost universal by the time youth reach their early twenties.
Throughout Central America, men are considerably younger than women when they begin
sexual activity, according to young people’s own reports. The median age at first sex for men
aged 20-24 in the four study countries ranges from 15.8 years in Nicaragua to 16.9 years in
Guatemala (for all survey data presented in this chapter, see Appendix Table 2).22 Women tend
to initiate sex about two or three years later: Their median age at first sex falls between 18.1 in
Nicaragua and 19.0 in Guatemala.

Among 20-24-year-olds, the proportion who first had sex before age 15 is 11-14% among
women and 27-35% among men.?? Roughly the same gender differential characterizes first sex
before age 18 (41-49% of women vs. 63-80% of men) and before age 20 (58-67% vs. 79-92%).
Nicaraguan youth of both sexes—but males especially —generally initiate sex sooner than
youth in the other three countries, and the gender differential in age at first sex is also largest
in this country.
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Interesting gender differences emerge in the timing of sexual initiation within subgroups.
Because rural women marry earlier than urban women, far higher proportions of rural than
urban women in all countries but El Salvador have initiated sex as an adolescent (a differential
of 13-19 percentage points).?>-2¢ The opposite is usually true among young men: Those in rural
areas tend to start having sex later than those in urban areas (a differential of 10-14 percentage
points). The exception is Nicaragua, where men uniformly begin sexual activity early,
regardless of where they live.? Moreover, in Guatemala, the gender differences in early sex
disappear among indigenous (predominantly Mayan) youth, since, compared with their
nonindigenous counterparts, indigenous males are less likely, and indigenous females more
likely, to initiate sex at an early age.

One should note that the prevailing cultural climate of machismo and marianismo (feminine
chastity ideals) likely reinforces expected reporting bias whereby males tend to overreport,
and females underreport, their sexual experience.?” Moreover, the extent to which this bias
may vary between countries, or over time for the trends examined here, is unknown.

Contrary to the widespread opinion that young people are becoming sexually active sooner
than they did in the past, slightly lower proportions of current 20-24-year-olds than 40-44-
year-olds first had sex when they were adolescents in most study countries (Figure 3.1).22 This
pattern is most consistent in El Salvador, where decreases over time of at least five percentage
points among both men and women in the proportions who first had sex before each age (15,
18 and 20) suggest that a trend toward later sexual debut may be starting to take hold in that
country. Although we cannot say for sure, these declines in early sexual debut are likely
related to the especially large gains in education in that country.

Not all early sex occurs within union, especially among young men

Youth who are currently sexually active (those who are in union plus those who are single and
have had intercourse in the past three months) are the population most clearly in need of
information and services.*®* Among men, the proportion who are sexually active is consistently
higher in Nicaragua than in the other three countries —44% vs. 23-30% among 15-19-year-olds
and 86% vs. 64-70% among 20-24-year-olds.”? In Honduras and El Salvador, the proportions
of women and men who are sexually active are roughly the same, but in Nicaragua, the
proportion who are sexually active as adolescents and young adults is higher among men than
among women.

Among those aged 15-24 in all four countries, higher proportions of young women than
young men are currently married (34-40% vs. 17-25%, Figure 3.2).22 The opposite pattern
holds true for 15-24-year-olds who are sexually active and single: Far higher proportions of
men (22-37%) than of women (2-10%) are single and have had sex in the past three months.
Thus, most current sexual activity occurs within union among women, but the opposite is true
among men (Figure 3.3). To take Guatemala as an example, although similar proportions of all
males and females are currently sexually active (roughly two-fifths), among sexually active

E The need for information and services is likely acute among the youngest sexually active adolescents,
but available survey data used a minimum eligibility age of 15, so we are unable to present any
information on current sexual activity among those aged 14 and younger.
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women, the vast majority —95%—are in a union and just 5% are single, whereas among
sexually active men, just 46% are in a union and 54% are single.

Adolescent premarital sex—the proportion of 20-24-year-olds who had had sex before
marriage during adolescence—is far more common among men than women, and it is highest
among Nicaraguan men (83% vs. 74-76% among men in the other countries) and among
Salvadoran women (30% vs. 18-21%).22 Comparing the adolescent experiences of older adults
(currently aged 40-44) with those of 20-24-year-olds shows some change over time, though in
opposite directions according to gender: Moderate declines in early premarital sex appear to
have occurred among young men in three of the four focus countries (El Salvador, Honduras
and Nicaragua). Among young women, however, small increases occurred over time in the
proportion who had had premarital adolescent sex (from 13-25% to 18-30%). Today’s young
women might be more willing than those who were adolescents a few decades ago to report
this behavior, and the positive trend toward later marriage, discussed later in this chapter,
might also play a role by lengthening the period in which young women are exposed to the
possibility of premarital sex.

In accordance with prevailing norms that expect women, but not men, to be chaste until
marriage, far higher proportions of sexually experienced women (from 27% in El Salvador to
64% in Guatemala) than of similar men (2-9%) first had sex with their spouse.?? Instead, men
are more likely to report that their first sexual partner was a girlfriend (52-54% in Guatemala
and Honduras) or a friend or acquaintance (48% in El Salvador; comparable data were not
collected in Nicaragua). Very few Central American young men (1-9%) said their first sexual
experience was with a sex worker.

Gender inequities pose challenges to young women’s health and well-being

For a high proportion of young women—ranging from one-third in Guatemala to one-half in
Honduras—their first sexual partner was at least five years older than they were.?? Such age
discrepancies often reinforce gendered power imbalances that make it difficult for young
women to refuse unwanted sex and negotiate condom or contraceptive use. In fact, a World
Health Organization study that included two Latin American countries (Brazil and Peru)
found that the younger a woman was at first sex, the more likely that her first experience was
forced.?® The situation is likely similar in the Central American subregion.

Although we lack data on the extent to which young women’s first sexual experiences were
forced and by whom, 6-13% of all 15-24-year-old women in the three countries with data
report having ever been sexually abused.?> Given the shame and fear associated with sexual
abuse, and that face-to-face interviews in general surveys not specifically designed to address
this topic are poor vehicles for collecting such sensitive information, the data most probably
underestimate the true occurrence of nonconsensual acts.

About half of all women enter a union during adolescence

Worldwide, early entry into marriage is closely associated with unequal gender roles, lower
educational attainment and lower socioeconomic status for women.?-3% Further, women who
enter into very early marriages (defined in the source cited here as occurring before age 18) are
likely to be substantially younger than their husbands, and such large age differences are
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known to severely limit wives” autonomy.?! Conversely, better-educated and urban women
tend to marry later; they also have smaller families. The situation in El Salvador, Guatemala,
Honduras and Nicaragua is no different.

The proportion of women aged 20-24 who entered into union before their 20th birthday
ranges from 45% in El Salvador to 60% in Nicaragua (Figure 3.4%; for a discussion of each type
of marriage and its implications, see union box). The proportion in Nicaragua is especially
high for a Latin American country. Indeed, that country has the highest proportion of young
women in union before age 18 in all of Latin America (i.e., 43%; for context, the world’s
highest rate, 77%, is in Niger).*

The national proportions of women who form a union before age 20, however, mask
especially wide variations by level of educational attainment and rural or urban residence. In
the four study countries, proportions are consistently higher among those with fewer than
seven years of schooling than among those with at least some secondary education (65-79%
vs. 26-43%) and among those in rural areas compared with urban areas (51-73% vs. 40-53%).22
Men enter into union during adolescence at roughly half the rate of women (i.e., just 21-39%
were in union before age 20). Even so, adolescent unions among men are more common in
Central America than in other parts of Latin America and in Africa.?

Encouragingly, consistently lower proportions of today’s 20-24-year-old women entered
into union during adolescence than did women who are currently 40-44 years old, a finding
that likely reflects today’s higher secondary school attendance rates. The decline in early
marriage over time was greatest in Guatemala (15 percentage points) and smallest in
Honduras (six percentage points; Figure 3.4).22

No consistent pattern over time emerges among men, however; only in El Salvador was
there a decline (from 27% to 21%). There was no change among Guatemalan and Honduran
men, and the rate of male adolescent unions in Nicaragua, which is the highest of all four
countries, unexpectedly increased over time (from 29% to 39%).

In theory, the encouraging trend toward delayed marriage among women should be
associated with their attaining more schooling and being better educated when they do marry,
all of which should better equip them to realize their reproductive aspirations.? However, if
the services young single people need continue to be highly unavailable or inaccessible, any
lengthening of the period between first sex and first union could actually increase the
likelihood that adolescents will engage in unprotected sex, thereby increasing their risk of
STIs, unintended pregnancies and unsafe abortion. Although all sexually active young people,
in union or single, need to protect their sexual and reproductive health, organized
reproductive health services are geared mainly toward adult married women, and the fear
and shame many single adolescents feel can keep them from obtaining needed care, if they
even know where to go for care. Moreover, many young people tend to view health facilities
as irrelevant to their needs® and may require education before they consider them as sources
of support, counseling and preventive care.

Young men engage in riskier sexual behaviors than do young women

In Central America, many young people are sexually active for several years before they enter
into union. For women, the period between first intercourse and first union is fairly short, so
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they are at risk of a nonmarital pregnancy for about six months in Nicaragua to two years in El
Salvador.? The story is quite different for men, who, compared with women, not only become
sexually active at a younger age, but also enter into union at a later age. The gap between
men’s first sexual experience and their entry into union stretches from five years (in
Nicaragua) to seven years (in El Salvador).

Men are also more likely than women to have multiple partners, a behavior that can further
increase the risk to their sexual health. For the three countries with available data (these data
were not collected in Nicaragua), one-quarter of sexually active young men in Guatemala,
one-third in El Salvador and two-fifths in Honduras have had two or more sexual partners in
the past 12 months. The proportions among women—available for Nicaragua and Honduras
only —are a negligible 1%. Although a social reporting bias is likely operating here (in which
men exaggerate, and women hide, their sexual activity),” the size and cross-country similarity
of the gender gap suggest that there are real gender differences, even if they may be somewhat
narrower than reported.
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Figure 3.1 Large majorities of men and women have sex during adolescence, but the
proportion who do so has started to decline.
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Figure 3.2 Far larger proportions of young women than of young men are currently in union.
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Figure 3.3 The overwhelming majority of sexually active young women are in union, whereas the majority of sexually active young men are single.
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Figure 3.4 Marriage during adolescence has declined among women in all four countries,
although comparatively less in Honduras.
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Types of Unions

Consensual unions predominate over
legal unions in much of the region

Among young people in union in three of
the four countries examined here, solid
majorities are in consensual unions (69-
79%), rather than in formal marriages (22—
31%).! The exception is Guatemala, where
slight majorities of 15-24-year-old men and
women are formally married. Because
consensual unions lack formal starting
points in terms of ceremonies or legal
marriage contracts, survey data connected
to the date of first unions should be
interpreted with caution.

Although there are no major differences
between them in terms of whether the
relationship, and the resulting children, are
recognized as legitimate, the two union
types
differences. Research has documented that
consensual unions tend to carry less
prestige than formal marriages and are
more prevalent among less educated and
poorer women.>® They are commonly

nonetheless  have  important

characterized by less male responsibility in
providing for the children and household,
and informal unions are often associated
with low levels of female autonomy.

In addition,
known to be less stable than formal unions,

consensual unions are
and thus they are more likely to lead to
female-headed and impoverished
households. On the other hand, given the
high rates of male migration, consensual
unions can mean that women have the
freedom to form

new  cohabiting

relationships when male partners are
absent for long periods.

Consensual unions’ greater instability, at
least in Nicaragua and Honduras, is

apparent in the nationally representative

survey samples used in this report: Even at
this relatively young age (15-24), the
proportion who are currently in union is
roughly  one-fifth than the
proportion who have ever been in union in
those two countries.! By contrast, there
seems to be much less union dissolution in

lower

Guatemala, where formal marriages
predominate over informal ones among
15-24-year-olds (the proportion of those
who are currently in union is just 8% lower
than the proportion who have even been in

union).
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Chapter 4: Early Pregnancy and Childbearing

Early childbearing can be accompanied by a number of potentially adverse consequences. In
Guatemala, for example, giving birth during adolescence is significantly associated with
prolonged and entrenched poverty among women who are already poor and with higher
completed fertility.’* Giving birth during adolescence is also linked with lower educational
attainment, as young women are often unable to finish school once they become pregnant or
have a child. Furthermore, the health consequences of giving birth can be substantial for the
very youngest adolescents, whose bodies have not yet matured physically.?”

In spite of these consequences, having a child soon after marriage and during adolescence is
a commonly accepted societal norm in the four study countries. For many women, especially
the poorest, the decision to have a baby during adolescence comes after they are already out of
school and partly results from cultural expectations and pressures, along with the absence of
educational and employment opportunities. Many adolescents know no other option and long
to have a child to please a partner, gain status by fulfilling the coveted role of motherhood or
escape an untenable situation in their childhood home.3

Yet despite the general acceptance and support for early motherhood, many young women
become pregnant before they want to be. For married adolescent women, it is usually the
second birth that is reported as unplanned (i.e., either mistimed or unwanted). For single
adolescent women, unintended pregnancy is especially problematic, given the uncertainty of
support from the father, and young women’s limited opportunities to continue school and
tind work once they become mothers.

Central America has the highest adolescent fertility rates in Latin America
We focus here on childbearing among adolescents, as opposed to 20-24-year-olds, because the
repercussions of early motherhood are concentrated among this younger group.®> However, it
is notable that 59-64% of all women aged 20-24 have had a child in these four countries.?*#
Births to 15-19-year-olds account for one-fifth of all births in Guatemala and Honduras, and
for roughly one-fourth in Nicaragua and El Salvador (for all survey data presented in this
chapter, see Appendix Table 3).#* According to national data, each year there are 102-119
births for every 1,000 women aged 15-19 in these four countries (Table 4.1).%# These
adolescent fertility rates far exceed the Latin American regional average for 2000-2005 of 80
per 1,000, and instead approach the average for Africa (116 per 1,000).2

An important, positive trend is that adolescent fertility rates have been declining over the
past 15 years. The annual declines, which average 1-1.5%, started in the late 1980s and
continued midway into the first decade of the 2000s (Table 4.1). However, because of high
fertility in the recent past, there are simply more adolescent women in the population now, so
the annual numbers of births to adolescents have either not changed (e.g., a constant of
34,000-35,000 in Nicaragua*) or have even increased (e.g., from 57,000 to 72,000 in
Guatemala®).

However, despite the declines in the number of children born to adolescents, the timing of
first births—i.e., the proportion of women who have their first birth during adolescence—has
not changed much over the past few decades. For example, in El Salvador, Guatemala and

23



Honduras, roughly the same proportion of women now aged 20-24 as those aged 40-44 had
had their first child before their 18th birthday (one-quarter), and there was also little change in
the proportion doing so before they turned 20 in El Salvador and Honduras (nearly one-half in
both cohorts; Figure 4.1).2%44 The timing of first births changed somewhat more in Nicaragua
(where the proportion who first gave birth during adolescence fell by eight percentage points
over the past two decades) and in Guatemala (where the proportion fell by five percentage
points).

The fact that adolescent fertility has declined while the proportion of women who have their
first birth during adolescence has stagnated is largely explained by a decline in the proportion
of women having second births during their adolescent years. Comparing data on the
distribution of 15-19-year-olds by their number of children shows how the proportion with
two children has fallen over time. In the case of El Salvador, for example, whereas 21% of
married 15-19-year-olds in 1985 had had two children,* the comparable proportion in 2002—
2003 was 12%.% Similarly, in Honduras, 17% of married 15-19-year-olds interviewed in 1996
had had two children,® compared with 9% of those interviewed in 2005-2006.%2 (Although it
would be better to cite data from an even earlier survey, comparable Honduran data are
unavailable for the mid-1980s.)

Why are early first births still so prevalent in Central America, especially considering the
important trends toward greater urbanization and educational attainment? Part of the answer
lies in persistent, even deepening, poverty and the still strong traditional norms that endorse
early unions and expect childbearing to follow soon after. Young women may be marrying
somewhat later, but they are likely having their first birth very closely afterward. Additional
possible explanations include the absence of viable alternatives to motherhood such as
employment and higher education, and that our measure of schooling captures a relatively
low educational level (just any secondary schooling). The explanation for why the timing of
adolescents’ first birth has changed so little definitely warrants further study.

The proportion of women who are adolescent mothers is invariably higher in rural than
urban areas, as the former generally have more entrenched traditional gender roles that lower
the opportunity costs of being an adolescent mother. Whereas 49-62% of rural women gave
birth before age 20 in these four countries, the comparable proportions among urban women
are 35-40%.* Similarly, the proportion giving birth as an adolescent falls as the young
woman’s socioeconomic status rises (i.e., 60-68% of young women in the lowest
socioeconomic bracket give birth before age 20, compared with 25-32% in the highest bracket;
Figure 4.2).

Educational attainment creates an equally wide gulf in the proportions of women giving
birth as adolescents: Among young women who have had some secondary schooling, just 22—
29% had their first birth before age 20, compared with 58-70% of those who had less
schooling.# As has been demonstrated in other parts of the developing world,” as women
make further strides in their schooling and the number of better-educated women in the
overall population grows, these Central American countries will also likely see increases at the
national level in the proportion of women who delay both marriage and childbearing. It is
intriguing, however, that recent improvements in education seem to have had such little
impact on the timing of first births. In Guatemala and El Salvador, for example, nearly
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identical proportions of better educated women (i.e., those with at least seven years of
schooling) give birth before age 20 today as did so two decades ago (i.e., 28-29% of better
educated women aged 20-24 and 40-44 in El Salvador? had an adolescent first birth, as did 22—
23% of similar women in Guatemala*).

Use of maternal and infant health services is uneven

Whatever the mother’s age, adequate birthspacing and prenatal care are crucial to ensuring
healthy mothers and babies. Currently, the intervals separating first and second births in each
of the study countries fall short of the World Health Organization (WHO) recommendation
that women wait at least 24 months before attempting another pregnancy (which translates
into intervals of about 36 months between live births).>* Second births follow first births by
intervals that range from national averages of 26 months in Guatemala to 31 months in
Honduras and El Salvador,® and are likely to be even shorter among women who are
disadvantaged by their ethnicity, educational attainment or socioeconomic status.

Although prenatal and delivery coverage have undoubtedly improved as a result of efforts
to address unacceptable maternal mortality ratios in the recent past, both maternal and infant
mortality are still stubbornly high, especially among disadvantaged subgroups of women who
live far from services or whose cultural background makes them more likely to want to give
birth at home with traditional birth attendants. For example, the maternal mortality ratio
among Guatemalan indigenous women is three times higher than that among nonindigenous
Guatemalan women.

For all four focus countries, rates of receipt of any professional prenatal care for 15-24-year-
olds now stand at 68-87%.% (We lack a more meaningful measure of whether these women
made the recommended number of professional prenatal care visits, which is usually a
minimum of four or five, as specified by the ministries of health in these countries.?) However,
prenatal care coverage is disturbingly lower among some subgroups of young women, such as
indigenous women in Guatemala (54%).% Moreover, young Guatemalan women are even less
likely to have a medically assisted delivery than to receive professional prenatal care: Just 52%
of all young Guatemalan mothers have a medical professional deliver their baby, even though
71% receive some professional prenatal care. The rate of professionally attended deliveries
reaches three-quarters in the remaining three countries.*

Many births to adolescents and young women are unplanned

From one-third (Guatemala) to one-half (Honduras) of adolescent births in the past five years
were characterized by the mother as either mistimed (meaning they were wanted but had
come too soon) or as unwanted.®* Rates of unplanned births were only slightly lower among
young women in the combined age-group of 15-24.

Such unplanned early childbearing appears to have increased sharply over the past few
years, especially in Nicaragua. As recently as 1998 in that country, for example, 26% of live
births to adolescents in the five years preceding the survey were unplanned;* by 2001, that
proportion reached 45%.* Smaller upward trends emerged in El Salvador (increase of one-
quarter, from 34% in 1998% to 43% in 2003),* in Guatemala (increase of one-fifth, from 24% in
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1995 to 29% in 2002-2003%) and in Honduras (increase of one-fifth, from 40% in 2001 to 47% in
2005-2006%).

The rate of unplanned adolescent childbearing, a measure that relates the proportion of
births that were unplanned to age-specific fertility rates, offers another perspective. The rate of
unplanned adolescent births increased most in Nicaragua (from 34 per 1,000 15-19-year-old
women in 1998 to 54 in 2001%); it rose moderately in El Salvador?® and slightly in
Guatemala;*% but that rate actually dropped in Honduras (because the decline in the
adolescent fertility rate overtook the decline in the proportion of adolescent births that were
unplanned).*%” In sum, current rates indicate that the numbers of unplanned births each year
to adolescents in these countries—from 33 per 1,000 in Guatemala to 54 in Nicaragua—
continue to be unacceptably high.

The high proportions and rates of unplanned births suggest that young women are not
succeeding in delaying a first birth or postponing a second one. Indeed, when 15-24-year-olds,
both in union and single, are asked about their current desires to have a child, substantial
majorities of women in every country (78-89%) say they do not want to have a child for at
least two years.®® In keeping with a climate of machismo—in which men are encouraged to
prove their virility by fathering children and women bear the brunt of the opportunity costs of
childbearing —the proportion of men who want to postpone births is much lower (i.e., 50% in
Honduras and 69-83% in the other three countries).

As suggested by the overall finding that second births to young women have started to
change but not so much the timing of first births (except in Nicaragua), the desire to postpone
a second child is generally much stronger than the desire to delay a first child.** This is
especially true in El Salvador, where just 32% of Salvadoran women in union want to
postpone a first birth, but 83% of those who have already had one child do not want another
one soon; in the other three countries, 62-68% want to postpone a first birth and 88-92% want
to delay a second one (Figure 4.3). These findings are consistent with overall cultural patterns
of early unions and social pressure to conceive soon afterward.

Relatively few adolescents have a child outside of union

Although giving birth as an adolescent outside of union remains rare in the region, in at least
one country —El Salvador—nearly one-tenth of young women aged 20-24 had a child as an
adolescent before entering a union. In the remaining three countries, just 4-5% of 20-24-year-
old women have done so.# Evidence suggests that premarital conceptions often precipitate
unions: Roughly one-tenth of first births to 15-24-year-old women in all four countries occur
fewer than seven months after forming a union.

However, when marriage is not an option, the occurrence of such unintended pregnancies
can be problematic, given the legal climate of severe, if not total, restrictions on abortion in
these countries. The law in Honduras, Nicaragua and El Salvador prohibits all induced
abortions, even those to save the life of the pregnant woman;* in theory, Guatemala’s penal
code allows therapeutic abortions when the woman’s life is in danger,” but in practice very
few legal abortions are performed there.

Although we lack region-specific data on the incidence and safety of young women’s
abortions, we do know that, overall, young women are more likely than older women to have
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procedures that result in complications,® both because younger women are less able to afford
a trained provider and because they tend to delay the procedure until later in the
pregnancy.¥.©2 Moreover, the fear of disclosure leads greater proportions of younger than
older women to forgo treatment for complications, which further jeopardizes their health.®

Despite the dangers, many single young women likely obtain an unsafe abortion as a last
resort. (Married women also resort to clandestine abortions in this setting, although at far
lower rates.®®) WHO estimates for the Latin American and Caribbean region as a whole
suggest that 43% of all abortions in the region are obtained by women aged 15-24.% The
estimated rate among 20-24-year-olds, 43 abortions per 1,000 women, is higher than the rate
among all other age-groups, including that among adolescents (20 per 1,000). These rates are
far higher than those in many countries that have legalized the procedure® and point to the
need for high-quality postabortion care to limit the harm to young women caused by unsafe
clandestine abortions.

According to a recent study that used indirect estimation techniques to assess the incidence
of abortion in Guatemala, abortions appear to be especially unsafe in that country: Nearly
three-fifths (59%) of the estimated 65,000 induced abortions in 2003 are thought to have led to
complications serious enough to warrant hospitalization.®® Guatemala’s 2003 abortion rate,
which was partially estimated on the basis of that complication rate, was 24 per 1,000 women
of reproductive age (15-49 years).
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Table 4.1 Annual number of births per 1,000 women aged 15-19, and annual percentage decline, by country,

according to time period

Average Average
annual % annual %
decline, late  decline, mid-
1980s—early  1990s—early
Country Late 1980s Mid-1990s Late 1990s Early 2000s  2000s 2000s
El Salvador 125 124 116 104 1.12 1.70
Guatemala 139 126 117 114 1.20 1.36
Honduras 132 136 137 102 1.52 2.63
Nicaragua 149 158 130 119 1.34 2.90

Sources El Salvador—2002-2003 FESAL (Table 4.1); Guatemala—1987 ENSMI, 1995 ENSMI, 1998/99
ENSMI and 2002 ENSMI; Honduras—1991/92 ENESF, 1996 ENESF, 2001 ENESF and 2005-2006
ENDESA; and Nicaragua—1992/93 ESF, 1998 ENDESA and 2001 ENDESA.
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Figure 4.1 In three of the four countries, the proportion of women who become mothers at each successive age during adolescence has barely changed over the past few decades.
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Figure 4.2 Women in the low socioeconomic status bracket* are more than twice as likely to
give birth before age 20 than their better-off counterparts.
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Figure 4.3 At least 80% of married young women want to delay their next birth once they have

a child.
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Updated Data from Honduras

Young Honduran women have made recent
strides

Some important positive changes, especially
in adolescent sexual activity, contraceptive
behavior and childbearing, occurred over the
short period separating the two most recent
reproductive health surveys conducted in
Honduras—the 2001 Encuesta Nacional de
Epidemiologia y Salud Familiar' and the
2005-2006 Encuesta Nacional de Demografia
y Salud.? Because of the yet unresolved initial
concern about the quality of the latest
fertility data, we are unable to say whether
all of the change in fertility is real, but the
changes in other measures are likely reliable.
We comment here on some changes that are
robust—i.e., they are relatively large for the
short period between surveys and are not
likely to result from differences in the
questionnaires or reporting quality.

First, the proportion of 15-19-year-old
women who had ever had sex fell nearly
seven percentage points from 2001 to 2005-
2006. Moreover,
change in the

because there was no

proportion of single
adolescents who were sexually active, the
drop in the proportion currently in a legal or
consensual union was entirely responsible
for the fall in the total currently sexually
active.

Modern method use rose by nearly one-
third among sexually active single 15-24-
year-old women (from 30% to 39%). Gains in
use among married women and among all
sexually active women were somewhat
smaller in magnitude (roughly six
percentage-point differences for each, an
increase of 16% over the period between the
surveys).

Most of the promising uptake in use is due

to increased reliance on the injectable. For
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example, injectable use nearly doubled
among married 15-19-year-olds, from 13%
to 22%, and it also rose among married
20-24-year-olds, from 17% to 22%. The rise
in the use of effective modern methods
seems to have had tangible effects on
adolescent childbearing: The proportion of
15-19-year-olds who had ever had a child
dropped six percentage points in the
handful of years between the surveys, and
the proportion with two or more children
also fell.

Nonetheless, more needs to be done to
help adolescents avoid becoming pregnant
before they want to be. Although unmet
need for a modern method decreased
among married adolescents, it barely
budged among single adolescents. This
stagnation suggests that single adolescent
women’s desires to prevent pregnancy are
outpacing their ability to obtain modern
methods and calls out for more sustained
efforts to help single adolescents overcome
daunting social and logistical barriers to
services.
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Chapter 5: Preventing Unintended Pregnancy

Given that so many young people say they want to postpone having a child, how many act on
their stated preferences by practicing contraception? If they fail to do so, what are their
primary reasons for exposing themselves to the risk of unintended pregnancy? Does education
play a role by affecting motivation to prevent a pregnancy or birth and mediating access to
and use of contraceptives? How much of a constraint is lack of availability and accessibility of
contraceptive services and supplies in rural areas, and how important are other factors?

High levels of awareness do not mean high levels of use

It is encouraging that levels of awareness of modern contraceptive methods are extremely
high among adolescents (the age-group for whom educational interventions are most feasible,
given that they are likely still in school). Nearly all adolescents in Nicaragua and Honduras,
and female adolescents in El Salvador,** know at least one modern contraceptive method®*
(for all survey data presented in this chapter, see Appendix Table 4).%® The proportion who are
familiar with a modern method, while still very high, is somewhat lower among Guatemalan
adolescent men and women (90% and 85%, respectively).

Having heard of a modern method, however, does not necessarily mean that young people
fully understand how methods work or how unprotected sexual activity can lead to
pregnancy. Indeed, nearly one-third of ever-pregnant 15-24-year-olds in El Salvador (29%),
Guatemala (33%) and Honduras (28%) did not believe they could become pregnant the first
time they did so.

The picture of actual use is quite different from that of knowledge. Among young adults in
union, there is little difference in modern method use by gender, which suggests that both
men and women accurately report behavior at the couple level. With the exception of
Guatemala, use of a modern method by married young people generally ranges from 36-41%
in Honduras to 55-58% in Nicaragua.®® In Guatemala, however, fewer than one-quarter of
young adults in union use a modern method. This finding is partially explained by the
exceptionally low prevalence among the country’s large indigenous population (just 8-10% of
indigenous 15-24-year-olds in union use a method).*

Use varies widely by parity, since young women in these four countries are more likely to
use a method to postpone a second birth (43-68%) than to delay a first one (9-33%).® Among
the four study countries, contraceptive use among married young women who have not yet

F Although Salvadoran males are probably at least as likely, if not more likely, than Salvadoran females to
know of a modern method, the item assessing knowledge in the male questionnaire is so different as to
render it noncomparable with the female questionnaire.

G Modern methods refer to the pill, IUD, injectable, implant, male and female sterilization, vaginal
methods (diaphragm, and spermicides in the form of vaginal tablets, foam or gel), the male condom and,
in some surveys, the female condom and emergency contraceptive pills. Some surveys first asked for
spontaneous knowledge and then prompted respondents’ recognized knowledge; others asked only
about recognized knowledge. Not all methods were specifically mentioned in each survey questionnaire.
For example, of the nine individual questionnaires, only three (the 2001 Nicaraguan ENDESA and the
Guatemalan 2002 female ENSMI and male ENSM) mentioned the female condom.
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had a child is currently highest in Nicaragua, a fact that is consistent with that country’s
distinction of being the only one in which childbearing before age 20 decreased appreciably
over time.*

Possibly reflecting the social barriers unmarried women face in obtaining specialized family
planning services, sexually active single women’s use of an effective method is notably lower
than that among married women (i.e., 30-38% vs. 41-58%, excluding Guatemala, which lacks a
sample large enough for analysis). The situation for men is quite different and varies by
country.

Although sexually active young men are more likely than similar women to be single, in
general, almost the same proportions of single men as single women currently use a modern
method. Only in El Salvador are single men much more likely than single women to be
practicing modern contraception (50% vs. 32%).% Use of the condom specifically is another
story, however, as single young men are more likely than single young women to have used
that particular method the last time they had sex. (See Chapter 6 for detailed data on condom
use at last sex, a different measure than current use.)

These national averages among both married and single youth obscure wide variations in
prevalence by subgroup, as levels of modern method use are markedly lower among women
who are disadvantaged by their lower socioeconomic status, lower educational attainment,
indigenous ethnicity and residence in less developed, underserved rural areas. In Guatemala,
for example, modern method prevalence among married young women is 38% in urban areas
but only 19% in rural areas, while in Honduras, the 2001 rates were 50% and 35%,
respectively.?> The rural-urban differential in use in the overall higher-prevalence country of
Nicaragua is smaller (just seven percentage points).2

The method mix is often narrowly defined

The mix of modern methods used by young people varies according to country, and has
implications for the continuity and efficacy of contraceptive use—important factors in
preventing unintended pregnancy. The extent to which individual methods are used reflects a
range of issues, among them the availability of specific methods in the national program,
patterns of supply, funding specifications, providers’ preferences, prevailing cultural beliefs
(e.g., a tradition of trust in injectable medicines), and specific methods” qualities, such as being
easy to conceal, which can be important in a social climate that often links women'’s
contraceptive use to suspicions of infidelity or illicit behavior.

The injectable predominates in Guatemala, where the overall prevalence of modern methods
is lower than in the other countries (Figure 5.1).23464757 Less effective traditional methods,
primarily rhythm and withdrawal, are also commonly used in that country. Young women
rely disproportionately on the injectable in El Salvador too, albeit at double the rate than in
Guatemala (30% vs. 14%). By contrast, the method mix in Nicaragua and Honduras is more
varied: Substantial and nearly equal proportions use the injectable and the pill, and a sizable
minority use the IUD. In Honduras, use of the injectable rose considerably between 2001 and
2005-2006 (from 15% to 20%;* see box on recent changes in contraceptive use in Honduras).

The methods young people use are also inextricably linked to the ease with which they can
obtain them. In these countries, where the pill and the injectable are both available without a
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doctor’s prescription, and where youth often prefer the convenience and anonymity of
pharmacies,® a large proportion of those currently practicing contraception get their methods
from retail drugstores. The proportion of young people obtaining methods from such sources
ranges from a consistent one-fifth of young women using a modern method to 35-62% of
comparable men.*H68

Unmet need for modern contraceptives is high, especially among single women

Given the relatively high levels of unplanned births in the subregion—from 27% of births to
15-24-year-old women in Guatemala to 49% in Honduras**—current contraceptive practice is
clearly not widespread enough to enable women to avoid pregnancies they do not want to
have. The concept of unmet need* is a useful tool to gauge young peoples’ need for
contraceptive services to achieve their reproductive goals. As might be expected in countries
where unmarried women are discouraged from using contraceptive services,” unmet need is
invariably higher among single than married 15-24-year-old women (Figure 5.2).%® Overall,
among all sexually active young women, unmet need is highest in Guatemala (53%) and
lowest in Nicaragua (31%).

The level of unmet need for a modern method is usually higher among adolescents than 20—
24-year-olds, and it is especially elevated among single adolescent women in the three
countries with available information (55% in Honduras and 64-66% in Nicaragua and El
Salvador).®® Although the levels of unmet need are lower among married adolescents (from
30-41% in these three countries to 50% in Guatemala), they are still relatively high and suggest
that many married adolescents are at risk of becoming pregnant when they do not want to be.

Moreover, need is usually greatest among women whose low socioeconomic status makes
reaching and obtaining services especially arduous. In Guatemala, for example, unmet need
for a modern method among married 15-24-year-olds is as high as 64% among those in the
lowest socioeconomic status, compared with 37% in the highest status group. In the other
three countries, the differential by socioeconomic status is not as large.

Women face a wide range of barriers to use

Several cultural and personal barriers prevent young women from practicing contraception. In
the three countries with comparable data, roughly three-quarters (67-83%) of sexually active
young women who fail to practice contraception report primary reasons for doing so that
suggest the need for better information and easier access (Figure 5.3).2%4¢5” These include the
reasons linked to low perceived risk of pregnancy (i.e., because they have sex too infrequently
or are breast-feeding—even though exclusive breast-feeding, which is what confers
contraceptive protection, is rarely practiced). They also encompass method-related reasons

H The male survey items are not strictly comparable in that the questionnaires used in Nicaragua and EI
Salvador asked where men obtained just a single method —the condom —whereas the ones administered
in Guatemala and Honduras asked about the source of any modern method.

I'Unmet need for effective contraception is defined here as the proportion of sexually active, fecund
women who do not want a child for at least two years but who are not using a modern method of
contraception.
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that are amenable to intervention (i.e., lack of awareness about methods, unavailability, high
cost, poor service, health concerns about side effects and inconvenience of use).

In terms of individual reasons (not shown in figure), the most commonly cited in two of the
three countries (the exception is Guatemala*) is having sex too infrequently to be at risk (given
by 32-42% of 15-24-year-old women who had had sex in the past three months).*’>57 This
finding is unsurprising given young women’s reluctance to admit to sexual activity and their
common, though mistaken, belief that sporadic sexual activity carries little risk of pregnancy.”

The frequency with which women gave inaccurate reasons in terms of their true risk for
unintended pregnancy points to a need for better sex education to inform young women about
the risk posed by each unprotected sexual encounter and about the limited protection
conferred by nonexclusive breast-feeding. That so many women said they were not using a
method because they had sex infrequently also suggests that emergency contraception, which
is rarely used in the region,”7® could reduce early unplanned pregnancy in these countries.
Indeed, a study on attitudes toward emergency contraception conducted in Honduras found
that young age (15-19) was significantly associated with willingness to use the method.”

Roughly one-fifth of nonusers in all three countries cited as their primary reason for
forgoing protection concerns that a method would harm their health.**234657 ]t is essential to
provide young women with as wide a range of methods as possible, along with up-to-date
factual information on each method’s potential side effects and follow-up counseling and
services, so they can make informed decisions about protecting their health.

Being unaware of contraception itself was an important reason for not using a method only
in Guatemala (one-fifth gave this primary reason).* This suggests that a basic information
campaign to inform Guatemalan women about the range of methods available to them could
substantially reduce unmet need, especially now that Guatemala has adopted a landmark law
that guarantees universal, affordable access to family planning.”

] We present only data from the three Reproductive Health Surveys (RHS) whose questionnaires assessed
women’s primary reason for nonuse (instead of all reasons, which allowed for multiple responses) to
enable a percentage distribution of women by their stated primary reason. Nonetheless, the data from the
two noncomparable Demographic and Health Surveys in the analysis (i.e., Nicaragua’s and Honduras’s
2005-2006 survey) confirm the broad results of the RHS surveys in which women most commonly cited
having sex too infrequently as a reason for not using contraceptives.

K Although this category also includes the method-related reason “inconvenient to use,” just a handful of
women in any country cited inconvenience as their primary reason for nonuse.
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Figure 5.1 One-quarter to one-half of sexually active 15-24-year-old women use modern
contraceptives, and the injectable is usually the most widely used method.
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Figure 5.2 Single, sexually active young women are more likely than their married
counterparts to have an unmet need* for modern contraception.
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Figure 5.3 Many of women's reported reaons for nonuse suggest a need for better information and easier access to services.
y
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Chapter 6: Central American Youth and STIs, Including HIV

The World Health Organization estimates that, worldwide, roughly one-half of people living
with an STT are aged 15-24.7> Of new infections each year, 60% occur among this age-group,
with 20-24-year-olds having the highest, and 15-19-year-olds the second highest, rate of
newly diagnosed STIs. Although many methods protect sexually active young people from
unintended pregnancy, just one—the condom—can effectively prevent STIs, including HIV.

We lack reliable data on STI prevalence among youth in the focus countries, but the
prevalence of all STIs combined —many of which are often asymptomatic in women”—no
doubt far exceeds that of HIV, the single STI for which we do have country-specific data.
According to 2004 estimates, the prevalence of HIV infection among 15-24-year-olds is highest
in Honduras (1.8%), followed by Guatemala and El Salvador (1.1% and 0.7%, respectively); it
is still very low in Nicaragua (0.2%).1¢

According to the prevalence data cited above and United Nations (UN) population
estimates, an estimated 65,000 individuals aged 15-24 were living with HIV in these four
countries in 2004.”7 Even though Honduras’s population is only half that of Guatemala’s,” the
two countries have roughly the same number of infected individuals because of the much
higher prevalence of HIV infection in Honduras. That higher prevalence in part reflects
widespread infection among the Garifuna population in Northern Honduras, whose HIV
prevalence is more than six times the national average (i.e., 8.4% in 19987).

In all four study countries, the HIV epidemic has become increasingly feminized and is
predominantly transmitted via heterosexual sex. Male-to-female ratios have decreased over
time as the epidemic has grown less concentrated in small distinct populations (such as among
men who have sex with men and sex workers) and has started to spread throughout the
population.”” For example, in Honduras, the country currently most affected by HIV in
Hispanic Central America (the rate in English-speaking Belize is even higher®), the male-to-
female ratio of cases now stands at one to one, and heterosexual sex accounts for the
majority —60% — of transmissions.”

The age at which infection actually occurs is difficult to determine, given the often lengthy
and variable period between infection and development of the syndrome. In Guatemala at
least, a slight majority of AIDS cases are among persons aged 20-34,% so a large number of
infections are likely occurring early in people’s sexual lives.

Given that infection clearly occurs among young people, it is imperative that youth have
access to services related to HIV and other STIs. From qualitative interviews with key
informants in Guatemala, Honduras and Nicaragua, we know that there are few confidential,
youth-friendly sources for STI diagnosis and treatment. According to the professionals
interviewed, rather than face staff at STI clinics, many youth with symptoms prefer to self-
medicate, seek help from a pharmacist or friends, or avoid treatment altogether.®

Most young people are aware of HIV and AIDS, but their knowledge is limited

The first step to halting the spread of the virus is educating people about how to prevent
infection. Solid majorities of young people, ranging from 84% to 99%, have heard about HIV
(for all survey data present in this chapter, see Appendix Table 5).22 However, far lower
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proportions of youth in these countries have heard of any other STI—43-78% in Guatemala,
Honduras and Nicaragua, and 83-93% in El Salvador. Given the importance of recognizing
symptoms for early diagnosis and treatment and that being infected with an STI increases
both susceptibility to HIV infection and the infectiousness of those who are HIV-positive,
Central American youth clearly need to be better informed about all STIs.

Consistently lower proportions of young women (59-81%) than of young men (70-90%) in
these countries know that an HIV-infected person can appear healthy.®? In addition, young
people’s attitudes appear to confirm that stigma against HIV is still widespread: Just one-third
of Honduran young men and about half of the other young people surveyed believe that HIV-
infected persons should be allowed to work or that an HIV-infected teacher should continue to
teach.

Central American youth are not as well informed as they need to be about what to do to
avoid infection. The proportion who can spontaneously cite each of three established means of
preventing infection is low (Table 6.1).2 Awareness of prevention methods varies
inconsistently by gender; for example, where there is a difference by gender in knowing about
abstinence, young men are far less likely than young women to spontaneously cite abstaining
from sex as a way of avoiding HIV (4-7% among men and 22% among women, respectively,
in Guatemala and Honduras).

By comparison, roughly two-thirds of young men in all countries but Guatemala (where the
proportion was one-half) spontaneously identified condom use as a way to prevent it. Women
were less likely than men to be informed about the condom.* We know that school-based HIV
education tends to target messages about condom use to young men,® given prevailing
expectations that women remain chaste until marriage. This situation leaves women
underinformed and thus in need of increased attention.

The gender differential in knowing a third way to avoid HIV, limiting one’s number of
sexual partners, is also substantial in two countries, Guatemala and Honduras and, as with
knowing about using condoms, knowledge is greater among men than women.®> However,
there is much less difference by gender in knowledge about limiting the number of partners in
Nicaragua and El Salvador.

Nonuse of condoms and risky behavior remain common

What, then, is young people’s actual level of condom use? Partly because of longstanding
cultural norms that associate condom use with prostitution and infidelity, % very low
proportions of married young men (2-7%) and women (2-5%) across the region report having
used a condom at last sex (Figure 6.1).582 The picture is very different for single young people:
Among single men, the proportion who used a condom at last sex ranges from 43% in
Honduras to 66% in El Salvador. The corresponding proportions reported by young single
women are lower, from 11-12% in Guatemala, Honduras and Nicaragua to 26% in El
Salvador.

L Because of variations in the wording and flow of items assessing spontaneous knowledge of ways to
prevent HIV between the 1998 (men’s) and 2001 (women’'s) surveys in Nicaragua, to assure direct
comparability, all data cited here come from the same source—the 1998 survey.
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If young people fail to correctly and consistently use condoms during serial —or, even more
critical, concurrent—sexual relationships, they and their partners are at heightened risk of
contracting STIs, including HIV. The available data—for single and married men in three
countries—indicate that slightly more than half of Guatemalan and Salvadoran young men
with multiple partners in the past year used a condom at last sex; the proportion among
Honduran men was even lower (40%).8>

And sex with multiple partners is not uncommon, at least among sexually active single men:
One-half of such men in Honduras (50%), two-fifths in El Salvador (41%) and one-third in
Guatemala (32%) have had two or more partners in the past year.?> Among similar women in
the two countries with data, Honduras and Nicaragua, roughly 3% said they had had multiple
partners in the past year. Although such risk behaviors are likely to be underreported, the far
lower prevalence among young women is expected in a cultural climate that is especially
punishing of deviations from ideals of female chastity.”1%-2!

As expected, the situation is quite different among married youth: The proportion of
married men who have had sex with multiple partners in the past year ranges from almost
one-tenth in Guatemala to one-quarter in El Salvador.®? (Data are unavailable for Nicaraguan
men.) These levels of multiple sexual partnerships have clear repercussions for the men’s
wives. Contrary to the commonly held belief that marriage protects young women from HIV,
in countries where early marriage is the norm, young wives are often at higher risk for HIV
and other STIs than are sexually active single women. Young wives cannot rely on two of the
three HIV prevention methods, since they are often not in a position to be abstinent or to insist
that their husbands use condoms.?!

Few young people think they are at risk for HIV

Although Honduran youth have the highest rates of HIV in the four countries, that fact does
not necessarily mean that they are also likeliest to consider themselves at risk for HIV (Figure
6.2).82 (Data are unavailable for Guatemala.) Given young people’s usual sense of
invulnerability,® the relatively high level of self-perceived risk among Nicaraguan men is
unexpected. Overall, Honduran men’s situation is particularly troubling: They live in the
country with the highest prevalence of HIV in the subregion, but they are the least likely to
perceive themselves to be at risk of HIV.®? Further, among single male youth in the four
countries, Honduran men have the highest level of multiple partnerships over the past year,
and the lowest levels of condom use at last sex.

The limited data available show that roughly two-thirds of youth familiar with HIV have
heard of a test for it.®> Although we lack information on the extent to which HIV testing is
available, for the three countries with available data, the demand appears to be moderately
strong only in El Salvador; the demand is unfortunately not as strong in Honduras (Figure
6.3), where the need for testing is likely greatest. Finally, youth clearly need to be better
informed about where to go for testing, since 35-45% of those who want the test do not know
where to obtain it.
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Table 6.1 Percentage of 15—24-year-old women and men who spontaneously identify each of three methods of
avoiding HIV, by country

Practice
monogamy/limit
Use condoms partners Abstain from sex
Women [Men Women [Men Women [Men
El Salvador 29.8 64.3 24.4 18.5 14.5 14.2
Guatemala 32.2 494 36.8 54.2 22.0 4.4
Honduras* 52.0 66.0 39.5 53.9 22.0 7.2
Nicaraguat 51.6 68.3 20.2 17.4 7.9 8.2

Notes *Data are from the 2001 survey. tAll data, for both men and women, are from the 1998 survey.
Source Reference 82.
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Figure 6.1 Use of the condom at last sex is much lower among married than single sexually
active youth.
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Figure 6.2 Relatively few young people believe they are at risk* of HIV infection.
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% of 15-24-year-olds who know about the HIV test

Figure 6.3 Demand for the HIV test is highest among Salvadoran youth.
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Chapter 7: Policies and Programs for Youth

The data presented in previous chapters reveal young people’s many and varied needs for
sexual and reproductive information and services, raising the question of how their
governments are responding to those needs. To what extent has each country established and
implemented a legal policy and program framework that helps young people attain the
highest possible standard of sexual and reproductive health? What, specifically, are the fiscal
and political commitments these countries have made to provide young people with both the
knowledge of how to protect themselves and the means to do so? To answer these questions,
we conducted interviews with a range of key informants in three of the four focus countries—
Guatemala, Honduras and Nicaragua—and collected qualitative data on the current policy
and program climate. This chapter draws on the content of these interviews and overviews of
the policy climate provided by the study partners.

Promising policies are now on the books

Following calls to meet the “special needs of adolescents and youth” made at the International
Conference on Population and Development held in Cairo in 1994, the late 1990s and early- to
mid-2000s saw a flurry of youth-focused policy developments in many countries.
Unfortunately, all four Central American countries covered in this report expressed objections
to the conference’s Programme of Action.® Yet the progress over the past five years is
encouraging: Of the three countries in which interviews were conducted, Guatemala has made
the most organized effort to adopt policies and pass legislation that are either specific to
young people or include specific provisions on reproductive health education and services for
youth. Honduras has also made some progress in this area, although few of its policies are
specific to young people. Nicaragua has the most catching up to do in creating an organized
policy environment to advance the reproductive health of its youth.

From a practical standpoint, the three most relevant areas covered in elements of these
countries’ nascent youth policies are the design and implementation of sex education
programs that cover HIV and pregnancy prevention; the delivery of youth-friendly family
planning and STI services; and the provision of maternal and child health services, including
prenatal and delivery care by trained providers.

Policies in this last area, safe motherhood services, have encountered the fewest obstacles to
implementation, and these countries have at least stated their intent to lower maternal
mortality by increasing access to maternal and child health services for all women, adolescents
included. In Nicaragua, for example, the government has demonstrated its concern by
collecting and analyzing adolescent (ages 10-19) maternal deaths as part of a national
maternal mortality monitoring program.®” Moreover, there has been recent measurable
progress, especially in Honduras, where the national maternal mortality ratio fell
precipitously in a short time (from 182 maternal deaths per 100,000 live births in 1990 to 108 in
1997).588 However, in all these countries, the coverage of prenatal and delivery care among
women who are marginalized by their socioeconomic or ethnic status is still far below the
national average.
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As of mid-2007, the large number of new laws and policies on the books in these three
countries has had the laudable effect of raising awareness of the issues that compelled their
passage in the first place. The mere adoption of laws and policies, however, does not lead
immediately to their enforcement and implementation, and nearly every key informant
interviewed acknowledged that few of these policies have been fully implemented. The results
of efforts by advocates and governments to effect such fundamental changes can take a long
time to extend throughout the population, especially to traditionally underserved subgroups.

Funding shortfall is a formidable hurdle

Not surprisingly, key informants cited the problem of inadequate funding and insufficient
resources as one of the most important obstacles to better implementation of policies for
youth.8! Too often, laws are enacted without funding for enforcement or monitoring, and
programs are set up without sustainable funding mechanisms. The exception once again is
Guatemala, which recently passed a law to expand access to public-sector family planning
services that had a line item in the government’s budget written into the law.* In the main,
however, the absence of funding and of political will to secure it has resulted in only a limited
number of programs on the ground, and in even fewer in the very locations that need them
most—in rural areas where unmet need for sex education and contraceptive services is
especially high.

The financial shortfall is often exacerbated by wasteful duplication of efforts created by
insufficient collaboration between responsible governmental agencies and departments. For
example, many Ministries of Health, Education, and Youth and Family run overlapping or
competing programs. In addition, although many nongovernmental organizations (NGOs) are
highly committed to improving availability and accessibility of sexual and reproductive health
information and services for young people in these countries, the organizations are often
underfunded and rely on erratic international support, which limits the impact of their
advocacy and the coverage of their programs.®!

Religious and cultural opposition prevents full implementation

Strong opposition from religious conservatives—from both the Roman Catholic and
Evangelical Protestant churches—catalyzes objections from politicians and parents over
policies establishing sex education programs and youth-friendly reproductive health services.
Thus, even when adequate funding can be secured, political commitment to pushing ahead is
scarce. In 2003, strong pressure from religious officials prompted the Honduran secretary of
education, and the Nicaraguan president, to withdraw manuals for teachers of sex education
courses in their respective countries.”

According to the interviews with policymakers, opponents use the argument that teaching
children about sex and HIV prevention in school means denying parents’ rights to do so.
Opponents also claim that teaching young people about sex will lead them to become sexually
active, a claim that has been consistently refuted by research showing that well-designed sex
education programs, when started early, help delay the age of sexual debut and decrease
sexual risk-taking among those who are already sexually active.”!

48



It should be mentioned that, at least in Guatemala, the existing national sex education
curricula offer no specific information on modern contraceptives.®! In all three countries, the
current limited curricula focus on family life education and HIV prevention, but do not
include specific information on pregnancy prevention. Indeed, several respondents asserted
that there is currently a disproportionate emphasis on HIV prevention to the exclusion of
pregnancy prevention in sex education programs.

Additional barriers to implementing sex education policies include the lack of a gender-
equitable perspective; teachers’ discomfort with imparting information on sexuality or
unwillingness to do so; and inadequate instructional materials and curricula. Teacher training
in this area needs special attention, given the sensitive and highly personal nature of these
topics.

Conflicting provisions across laws and policies have yet to be harmonized

Two important barriers to the effective implementation of youth-centered policies in the area
of family planning services are the contradictions across laws and the burdensome provisions
that undermine the usefulness of policies to benefit youth. For one, conflicting guidelines can
create loopholes and legal confusion in enforcement. Take, for example, Honduras’s
Comprehensive Health Care Program for Adolescents, a program that is supposed to supply
family planning services to adolescents aged 15-19, irrespective of their marital status. Yet that
country’s Code of Children and Adolescents requires that minor clients younger than age 21
be accompanied by a parent to receive services; adolescents in union are considered
emancipated and are therefore unaffected by this law. Single adolescents, however, still need
to be accompanied by a parent when seeking family planning through the comprehensive care
program, which lowers their likelihood of doing so.

Guatemala’s HIV testing guidelines provide another example of how regulations can be so
burdensome as to defeat policies designed to help young people. In that country, guidelines
require parental authorization for a minor (those aged 17 or younger) to be tested for HIV.
This requirement discourages many young people from getting tested out of fear that their
parents will find out that they are sexually active.’! Similarly, the guarantee of confidential
HIV testing that is written into the Honduran Special Law on HIV/AIDS conflicts with the
requirement in the Code of Children and Adolescents that parental consent be obtained before
unemancipated minors receive such services.

The right to education is jeopardized by pregnancy-based expulsions

Finally, although laws are now on the books in Honduras and Guatemala that guarantee
young women’s right to education by preventing pregnancy-based expulsions from school,"™
bureaucratic loopholes or parental intervention can effectively nullify that guarantee. In
Honduras, for example, school officials get around the law by assigning pregnant students to
night school, a move that can create personal safety issues and effectively prevent young from

MThe prevention of pregnancy-based expulsions is guaranteed by provisions in the Law of Social
Development, Decree 42-2001 in Guatemala, and in Article 35 of the Law of Equal Opportunities for
Women in Honduras.
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continuing their education.®! The same practice is common in Nicaragua, where expulsions are
not strictly prohibited by law. Pregnant adolescents need viable options for completing their
education. It should be noted that in Guatemala, parents typically are the ones who insist on
pulling their pregnant daughters out of school.®!

Only a minority —roughly 41-45%—of young women in Guatemala and Honduras who
drop out of secondary school because of pregnancy go back and finish, and just 10-15% of
those who leave primary school for that reason resume their studies.* Making sure that
adolescents who wish to postpone motherhood can avoid pregnancy will help them continue
their education.
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Chapter 8: Conclusions and Recommendations

Many aspects of young Central Americans’ lives are currently undergoing fast-paced change
as their countries cope with the myriad costs and benefits of increased globalization,
modernization and urbanization.?” Youth in El Salvador, Guatemala, Honduras and Nicaragua
have experienced a great deal of positive change lately, but they continue to encounter major,
and in some cases increasing, challenges to their sexual and reproductive health.

The considerable gains that young people, and women in particular, have made in
education is one especially notable positive trend. It cannot be emphasized enough that
continued investments in extending schooling will eventually yield long-term effects in
improving young people’s sexual and reproductive health. Gains in every facet of young
people’s reproductive lives—including lower rates of early union, lower rates of early
pregnancy and greater use of contraceptives—will spread more evenly throughout the
population as the numbers of better educated women and men continue to grow.

Another beneficial trend for women is the decline over the past two decades in marriage at a
young age: The proportion of women who entered into union before age 20 fell substantially
in every study country (though less so in Honduras than in the other three). However, these
declines in early marriage have not necessarily translated into subsequent declines in early
first births. In three of these countries, the proportion of women who become mothers as
teenagers barely changed and remains quite high. The comparatively little change in the
timing of first births may result from pressure to have a child sooner after a delayed marriage,
an increase in premarital conceptions and births over time, or both.

Overall, the rates of adolescent fertility in El Salvador, Guatemala, Honduras and Nicaragua
persist as among the highest in Latin America. Unfortunately, a growing proportion of that
fertility appears to have not been part of the young woman’s plans: Births described by the
mother as unplanned —mistimed or unwanted —have increased in each of the four countries
over a very short period of time.

Currently, young women'’s levels of unmet need for effective contraception are unacceptably
high, a situation that underlies the elevated rates of unplanned childbearing. High levels of
unmet need also imply that adoption of contraceptive practice is not keeping pace with desires
to postpone childbearing. The issue is particularly acute in these countries where the problem
of unintended pregnancy is too often solved by unsafe clandestine abortion.

Current patterns of contraceptive use suggest that young women are having more success at
postponing a second birth than in delaying the all-important transition to motherhood. Far
lower proportions use a method to prevent a first birth than to postpone a second one.
Avoiding early unintended first pregnancies will go a long way toward allowing young
women to finish school so they are better prepared for their future. That 41% of first
pregnancies among 15-24-year-olds in El Salvador, 36% of those in Honduras and 27% of
those in Guatemala were unplanned® (data are unavailable for Nicaragua) underscores the
importance of helping young people postpone early first pregnancies.

The choice to become a mother as an adolescent is often consistent with young women’s
limited prospects for other options in life and with the wide gender divide in “appropriate”
roles for men and women. The double standard in socialization that strongly stigmatizes

51



sexual experimentation among women but tolerates and even encourages it among men
threatens the health of youth of both sexes. Encouraging gender equality among today’s
young people will empower them as adults and allow them to exert more control over their
reproduction and future.

At this crucial point in time, governments throughout the region are increasingly aware of
the threats to young people’s sexual and reproductive health. Much more can be done to
neutralize these threats and better protect youth. The following are a few starting-point
recommendations to make that happen.

Improve young people’s knowledge and understanding

o Culturally and developmentally appropriate sex education needs to be introduced and
expanded, and the policies mandating such education need to be more fully implemented. It is
important to dispel myths about sex education and to reach out to all influential stakeholders—
adolescents, parents, teachers, the media, politicians and church officials—to do their part in
fostering open and honest discussion. Teachers need to be trained and feel comfortable
imparting sensitive information.

e Parents should be reminded of their essential role in educating their children, monitoring
their children’s activities and making sure their children have the information, skills and
medical care they need. Parents also have the potential to change harmful patterns of gender
socialization, but need to be given the knowledge and tools to do so.

e Because many of the young people who lack detailed knowledge about both HIV and
pregnancy prevention are not in school, programs to educate youth through alternative
informal sources, such as the mass media, are essential. The media, especially the Internet—
whose reach is expanding through affordable and accessible cybercafés®> —have an invaluable
role to play.

Address young people’s barriers to needed services

e Many obstacles to meeting young people’s needs for services can be overcome by
reorienting existing programs or modifying outdated policies. Creating youth-friendly
services for adolescents and young people is essential. The imposition by providers of age,
marital or parental consent requirements that have no basis in regulation or policy can be
remedied by educating providers about what is mandated, once conflicting provisions in
those policies and regulations have been harmonized.

e Providers need to make young people, especially single young people, feel comfortable
and not subject them to judgmental treatment that could discourage them from taking steps to
avoid unintended pregnancy and STIs. Since large proportions of youth, men in particular,
prefer getting contraceptives from pharmacies, pharmacists and other staff at these stores need
to be sensitized to young people’s special needs. Services should be strengthened where the
need for them is greatest—for example, in underserved rural areas.

e Adolescents need to be given the opportunity to use contraceptives to space their
pregnancies at healthy intervals, receive adequate prenatal care and deliver in safe medical
settings. The great strides in reducing overall maternal mortality in these countries need to be
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extended to reducing mortality where it remains most entrenched—in poor rural and
periurban areas and in indigenous communities.

e Abortions are especially dangerous in settings where the procedure is severely legally
restricted.* Reducing the risk of unintended pregnancy reduces the likelihood that young
women will need to turn to unsafe abortion. The provision of high-quality postabortion
services, which include contraceptive counseling and services, would help contain the
damage.

Expand young people’s contraceptive choices

e To give young people a wider choice of contraceptive methods, providers need to learn
more about each method’s side effects, and about how to nonjudgmentally counsel young
people about them. Since the four study countries are at the tail end of the gradual phase-out
of contraceptive supplies donated by the U.S. Agency for International Development’s
(USAID), they can learn from successful procurement strategies that have been used in other
Latin American countries when foreign support for these programs ceased.”

e Emergency contraception should be made more available to young people, especially
given the unplanned and sporadic nature of their sexual activity, their low level of
contraceptive use when they first have sex and the likely high incidence of sexual violence.
Although the method is included in each of these countries’ national family planning
guidelines,” registered products have only recently been made available, especially in
Guatemala, where a dedicated product was approved as recently as September of 2007.%

Improve data collection and quality

e The lack of reliable data on a wide range of sexual and reproductive health topics is an
ongoing problem. Such information is needed to identify problems, detect recent changes, and
monitor the impact of programs and interventions. The four focus countries fortunately had
nationally representative surveys, but such surveys are among the few sources of
systematically collected data on these issues, and their existence depends on foreign aid.
Future surveys are essential and will continue to need outside support; ongoing aid is needed
to strengthen local capacity and systems to make essential data collection and monitoring less
vulnerable to fluctuations in foreign financing.

Optimize use of resources available to meet youth’s needs

e To avoid costly overlap, more coordination is needed among the various ministries and
departments that administer youth programs and services. To prevent dependence on
uncertain international NGO funding, which is already subject to conditions imposed by
major donors such as USAID,* the political commitment to youth-friendly programs needs to
be backed up by the allocation of sufficient economic resources. Youth policies and programs
should be institutionalized as government policy and made a high priority in overall national
development plans.

e To make the most of scarce resources and lessen stigma associated with HIV-only services,
youth-friendly contraceptive services should be integrated with HIV testing and counseling
services. Improvements in the content and reach of HIV and AIDS education are especially
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crucial in the high-prevalence country of Honduras. Given the cost-effectiveness of prevention
over treatment, these countries” health budgets cannot afford to risk having to support large-
scale treatment programs.

Close examination of the complex panorama of young people’s behaviors and needs reveals a
picture of a population largely underserved in its basic sexual and reproductive health
requirements. The proportion of young women at risk of becoming pregnant before they want
to be—those with an unmet need for effective contraception—is highest among the group of
young women who are stigmatized most, namely, sexually active single young women,
especially adolescents.

And although no data exist to measure the extent to which both men and women have an
unmet need to protect themselves from STIs, the relatively high proportions of young men who
have multiple partners and the overall low use of the condom in the region implies that young
Central Americans need to do more to prevent STIs and keep HIV levels from escalating.
Honduran men seem to be at a special disadvantage, as they are most likely to engage in high-
risk behaviors, yet least likely to perceive that they are at risk of infection themselves and least
likely to want to be tested.

While there has been encouraging recent progress—such as gains in education and declines
in early marriage and second births during adolescence—much more still needs to be
accomplished. All young people must have options to protect their sexual and reproductive
health, and these options should be ensured by their country’s social and health systems. We
adults must assure that they have every opportunity to make the positive, fundamental
decisions that direct the course of their lives, such as to decide to delay marriage; be abstinent
if single; reduce their number of partners; use condoms and contraceptives; seek professional
prenatal and delivery care; get tested for HIV and STIs; and obtain appropriate treatment.
More sustained and informed efforts to help them exercise as many of these options as
possible will yield incalculable long-term benefits.

It is hoped that El Salvador, Guatemala, Honduras and Nicaragua will openly consider the
issues raised here, take advantage of the information now available, and design programs that
effectively address the needs of their young people, thus ensuring a brighter future for all.
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Appendix Table 1. Context of young people's lives in El Salvador, Guatemala, Honduras and Nicaragua

Indicator El Salvador Guatemala Honduras Nicaragua
(1) United Nations Human Development Index (HDI), 2006 0.729 0.673 0.683 0.698
(2) Gross national income (GNI),* 2005 $5,120 $4,410 $2,900 $3,650
(3) % of population living in povertyt 45.5 56.2 71.6 45.8
% of population living in rural areas
(4) 1980 55.9 62.6 65.1 49.7
(5) 2005 39.9 52.8 53.6 41.9
(6) Secondary school enrollment ratio (girls per boys), 2005% 1.01 0.90 1.24 1.15
(7) HIV prevalence among 15-24-year-olds (2004) 0.7 1.1 1.8 0.2

Women Men Women Men Women Men Women Men
(8) % aged 15—24 whose homes have electricity 87.5 87.2 83.0 82.7 65.2 58.9 74.9 u
(9) % aged 15-19 currently in school 50.8 54.1 39.9 55.3 329 31.7 u 515
(10) % aged 40-44 who attended secondary school 33.1 35.7 21.6 36.1 20.5 20.8 315 33.3
(11) % aged 20-24 who attended secondary school 63.7 66.1 39.4 39.6 35.8 274 53.4 44.9
(12) % aged 15-24 who listen to the radio daily or almost daily u u 79.0 84.0 u 76.3 88.7
(13) % aged 15-24 who watch TV weekly§ u u 69.2 80.7 u 71.4 77.4
(14) % aged 15-24 who read a newspaper weekly§ u u 61.5 815 u u 46.2 59.0
(15) Maternal mortality ratio** 150 na 240 na 110 na 230 na
Percentage distribution of 15—24-year-olds by work and school status,
200511
(16) In school, not working 33 32 19 17 24 21 36 28
(17) Not in school, working 22 45 26 59 20 59 22 49
(18) In school, working 5 9 6 14 5 7 9 12
(19) Not in school, not working 39 14 48 10 51 13 33 11

*In international dollars, adjusted for purchasing power parity. An international dollar has the same purchasing power as a U.S. dollar in the United States. The World Bank favorg
this measure because it substitutes global prices for locally determined prices, thereby more accurately reflecting the real value of the good or service in question. This is
especially true of nontradeable services (haircuts are an example), which are assumed to produce the same level of comfort from one country to another, but vary widely in their
locally measured price. tNational per capita annual poverty lines are the following: For El Salvador (2000), 5,286 colones or $1,290 international dollars adjusted for purchasing
power parity (PPP); for Guatemala (2000), 4,318 quetzales or $1,278 international dollars PPP; for Honduras (2002), 13,176 lempiras or $2,128 international dollars PPP; and fol
Nicaragua (2001), 5,158 cordobas or $1,904 international dollars PPP.

FSecondary school enroliment ratio (secondary school gender parity index) is the female-to-male ratio of gross enroliment in secondary education. A ratio of 1.0 indicates parity

between sexes; a ratio of less than 1.0 indicates fewer girls than boys are enrolled. §Includes almost every day and at least once a week. **Maternal deaths per 100,000 live
births. 1tGuatemalan data are for 2004.

Notes When estimates by gender are unavailable, we present totals for both sexes. u=unavailable. na=not applicable.

Sources Row 1—Watkins K, Beyond scarcity: power, poverty and the global water crisis, Human Development Report, New York: United Nations (UN) Development
Programme, 2006, <http://hdr.undp.org/en/media/hdr06-complete.pdf>, accessed Dec. 3, 2007. Row 2—World Bank, World development indicators database, July 1, 2006,
<http://siteresources.worldbank.org/DATASTATISTICS/Resources/GNIPC.pdf>, accessed Jan. 9, 2007. Row 3—Proyecto Estado de la Region, Segundo Informe sobre
Desarrollo Humano en Centroamérica y Panamd, 2003, San José, Costa Rica: UN Development Programme, 2003. Rows 4 and 5—UN Population Division, UN Population
Prospects: 2006 Revision Population Database, 2006, <http://esa.un.org/unpp/index.asp?panel=1>, accessed Jan. 9, 2007. Row 6—World Bank Group, Global Country Data,
2002, <http://devdata.worldbank.org/edstats/cd5.asp>, accessed Jan. 9, 2007. Row 7—Machinea JL, Barcena A and Leén A, The Millennium Development Goals: A Latin
American and Caribbean Perspective, Santiago, Chile: Economic Commission for Latin America and the Caribbean, 2005, Annex Table 2, 2005,
<http://www.undp.org/rblac/mdg/Regionallnteragency.pdf>, accessed Dec. 3, 2007.

Rows 8-14—Special tabulations of the following surveys: El Salvador—2002—-2003 FESAL; Guatemala—2002 ENSMI and 2002 ENSM; Honduras—2001 ENESF; and
Nicaragua—2001 ENDESA (women) and 1998 ENDESA (men). Row 15—World Health Organization, UN Children’s Fund and UN Population Fund, Maternal Mortality in 2000,
2004, <http://www.who.int/reproductive-health/publications/maternal_mortality_2000/mme.pdf>, accessed Dec. 3, 2007. Rows 16—19—International Labour Organization,
Trabajo decente y juventud, Lima, PerG: International Labour Organization, 2007, Anexo estadistico con datos desagregados por sexo, rango de edad y ambito, OIT, 2007,
Cuadro 2.1, <http://white.oit.org.pe/tdj/anexos/pdfs/anexo_estadistico_desagregado.pdf>, accessed Dec. 3, 2007.
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Appendix Table 2. Sexual relationships and unions in El Salvador, Guatemala, Honduras and Nicaragua.

Indicator El Salvador Guatemala Honduras Nicaragua
Women Men Women Men Women Women Men Women Men
2002-2003 | 2002-2003 2002 2002 2001 2005-2006 | 2001 2001 1998
SEXUAL ACTIVITY
% 15—-19 who have ever had sex 325 50.3 23.5 40.2 38.1 31.5 48.7 34.8 58.4
% 20-24 who have ever had sex 74.4 86.5 67.4 88.7 771 75.2 84.3 76.5 95.9
% 15-24 who have ever had sex 51.7 66.4 43.2 58.0 55.8 51.3 64.7 52.9 74.3
% 40—44 who had sex before age 15 15.6 46.2 11.5 24.5 13.0 12.8 35.0 18.3 40.1
% 20-24 who had sex before age 15 10.9 30.1 12.2 279 14.0 12.3 26.5 14.3 34.6
% 40—-44 who had sex before age 18 49.2 75.0 49.1 65.3 47.0 46.5 75.4 54.0 84.2
% 20-24 who had sex before age 18 40.9 68.6 41.7 62.6 47.3 45.4 66.8 48.7 79.8
% 40—44 who had sex before age 20 69.0 87.0 71.0 83.0 70.2 67.5 89.1 72.4 92.8
% 20-24 who had sex before age 20 60.6 80.5 57.6 82.5 66.7 64.0 79.3 66.7 91.6
% 40—-44 who had premarital sex before age 20 25.2 80.8 125 69.6 13.4 20.8 85.5 171 91.8
% 20-24 who had premarital sex before age 20 29.9 74.8 17.7 73.9 20.6 21.0 76.0 19.2 83.2
% 15-19 currently sexually active* 27.4 26.2 19.4 23.3 30.7 25.0 29.9 27.8 442
% 20-24 currently sexually active 63.9 66.3 59.8 70.1 64.8 62.1 64.0 63.5 85.3
% 15-24 currently sexually active 441 441 375 40.6 46.2 41.8 45.2 43.3 61.6
Median age at first sex (among 20-24-year-olds) 18.8 16.2 19.0 16.9 18.2 18.4 16.7 18.1 15.8
% of women who experienced sexual abuset (15-24-year-olds) 9.9 na 5.6 na 12.6 11.0 na u na
% of women whose first partner was = 5 years older (15-24-year-olds) 41.5 na 35.9 na 50.5 48.0 na u na
Percentage distribution by first partner (15-24-year-olds)
Spouse/partner 27.3 2.2 64.0 9.3 51.2 u 3.4 u u
Boyfriend/girlfriend/fiancee/lover 67.0 441 33.9 54.3 43.8 u 524 u u
Friend/acquaintance/other 53 47.6 1.8 26.8 4.8 u 42.9 u u
Commercial sex worker u 5.3 0.0 9.4 u u 1.0 u u
Percentage distribution of sexually active in past year by most recent
partner (15-24-year-olds)
Spouse/partner u 29.2 u 36.7 u 76.3 32.7 79.9 u
Boyfriend/girlfriend/fiancee/lover u 43.6 u 35.7 u 124 371 9.9 u
Friend/acquaintance/other u 21.0 u 14.7 u 1.7 22.6 24 u
Commercial sex worker u 3.5 u 5.1 u u 0.0 0.0 u
% 15-24 who were sexually active in past year with = 2 partners u 36.1 u 23.5 11 2.1 41.2 1.4 u
FORMATION OF UNIONS}
% 15-19 currently in union 19.2 1.7 18.1 57 26.0 20.3 5.0 22.3 7.5
% 20-24 currently in union 51.5 36.3 56.9 42.0 57.7 54.4 33.5 55.5 47.6
% 15-24 currently in union 34.0 171 355 19.1 40.4 35.7 17.8 36.7 24.5
% 15-19 currently sexually active and single 8.2 24.5 1.3 17.6 4.7 4.7 24.9 5.5 36.7
% 20-24 currently sexually active and single 12.4 30.0 2.9 28.1 71 7.7 30.5 8.0 37.7
% 15-24 currently sexually active and single 10.1 27.0 2.0 21.5 5.8 6.1 274 6.6 371
% 15-19 ever been in union 21.8 2.0 19.9 6.1 32.1 24.8 6.4 30.4 10.0
% 20-24 ever been in union 59.5 40.8 61.6 44.2 70.0 65.8 38.7 69.3 56.3
% 15-24 ever been in union 39.1 19.3 38.6 201 49.3 43.4 20.9 47.3 29.5
Percentage distribution of youth in union by type of union
15-19, legal 14.4 § 40.7 52.4* 12.3 10.0 11.8 231 5.0
15-19, consensual 85.6 § 59.3 47.6* 87.7 90.0 88.2 76.9 95.0
20-24, legal 31.5 22.8 58.2 53.2 30.4 243 23.4 35.6 30.6
20-24, consensual 68.5 77.2 41.8 46.8 69.6 75.7 76.6 64.4 69.4
15-24, legal 26.3 21.5 53.3 53.1 241 19.8 21.6 313 26.1
15-24, consensual 73.7 78.5 46.7 46.9 75.9 80.2 78.4 68.7 73.9
Median age at first union (women aged 20-24, men aged 25-29) 20.8 23.6 20.0 231 19.0 19.4 22.8 18.7 21.2
% who entered into union during adolescence
All 40-44 56.9 271 65.3 26.0 63.6 59.9 20.1 70.4 29.1
All 20-24 44.6 20.9 50.3 279 57.6 54.4 213 60.1 38.7
40-44 with < 7 yrs. of education 69.1 27.3 73.2 28.6 71.0 69.8 22.2 79.7 37.4
20-24 with < 7 yrs. of education 64.8 371 66.0 33.5 71.2 68.6 24.8 79.2 46.4
40-44 with 2 7 yrs. of education 32.1 26.5 36.7 21.3 34.8 30.6 11.1 50.1 12.6
20-24 with 2 7 yrs. of education 33.0 12.2 26.3 19.5 33.3 33.3 11.9 43.4 29.3
40-44 in rural areas 66.6 26.2** 72.9 32.8 67.9 68.6 15.2 80.0 313
20-24 in rural areas 50.7 24.2 56.8 31.4 70.1 62.2 24.4 731 43.5
40-44 in urban areas 50.3 27.8 55.6 15.1 59.0 52.7 25.7 65.6 27.8
20-24 in urban areas 40.2 18.1 40.8 23.4 46.3 47.4 17.6 52.5 35.3
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Appendix Table 2. Sexual relationships and unions in El Salvador, Guatemala, Honduras and Nicaragua.

Indicator El Salvador Guatemala Honduras Nicaragua

Women Men Women Men Women Women Men Women Men
2002-2003 | 2002-2003 2002 2002 2001 2005-2006 | 2001 2001 1998

Unweighted Ns

Total aged 15-19 1,839 204 1,601 461 1,512 4,566 570 3,146 679
Total aged 20-24 1,914 210 1,757 344 1,627 3,786 551 2,402 500
Total aged 15-24 3,753 414 3,358 805 3,139 8,352 1,121 5,548 1,179
Sexually experienced, aged 15-24 2,155 307 1,946 506 2,061 4,318 802 2,992 871
Currently sexually active, aged 15-24 1,856 219 1,764 395 1,799 3,513 610 2,447 726
In union, aged 15-24 1,591 90 1,718 239 1,645 3,039 331 2,151 288
Not in union and sexually active, aged 15-24 265 129 46 156 154 474 279 296 438

*Unless specified otherwise, sexually active refers to all who are currently in union and those who are single and who have had intercourse in the past three months.
tSexual abuse is defined as being touched in a sexual manner by an older person or forced to perform a sexual act while younger than age 12, or being physically
forced to have sex or perform sexual acts after age 12. $All measures referring to union or marital status include formal and consensual unions. §N<25. **N=25-49.

Notes u=unavailable. na=not applicable. ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Sources Special tabulations of data from the following surveys: El Salvador—2002-2003 FESAL; Guatemala—2002 ENSMI and 2002 ENSM; Honduras—2001 ENESF and
2005-2006 ENDESA; and Nicaragua—2001 ENDESA (women) and 1998 ENDESA (men).
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Appendix Table 3. Early childbearing and pregnancy in El Salvador, Guatemala, Honduras and Nicaragua

Indicator El Salvador Guatemala Honduras Nicaragua
Women Men Women Men Women Women Men Women Men
2002-2003| 2002-2003 | 2002 2002 2001 2005-2006 | 2001 2001 1998
FERTILITY
% 15—19 who ever had a child 18.7 0.7 16.0 3.7 23.2 17.2 4.2 20.6 3.9
% 20-24 who ever had a child 59.6 38.0 59.2 371 66.8 62.9 315 63.7 45.9
% 15—24 who ever had a child 374 227 354 16.0 43.0 37.9 16.5 39.3 21.6
% of all births in past 5 yrs. to women aged 15-19 22.7 na 19.8 na 22.2 21.3 na 25.4 na
% 20-24 who had a child before age 20
<7 yrs. of education 65.9 na 57.7 na 60.3 60.1 na 69.5 na
27 yrs. of education 28.9 na 21.7 na 29.4 26.0 na 29.0 na
Rural 49.3 na 49.2 na 59.7 54.4 na 62.3 na
Urban 37.4 na 35.0 na 39.8 39.2 na 39.5 na
Low socioeconomic bracket 60.0 na 62.4 na 63.6 61.6 na 67.5 na
Middle socioeconomic bracket 41.8 na 52.2 na 50.5 48.1 na 52.4 na
High socioeconomic bracket 245 na 271 na 32.3 28.7 na 32.0 na
% of women who had first birth before each age
% 40-44 who had first birth before age 15 2.0 na 2.7 na 3.4 3.1 na 6.9 na
% 20-24 who had first birth before age 15 22 na 2.6 na 3.3 2.8 na 4.4 na
% 40-44 who had first birth before age 18 22.9 na 24.9 na 26.2 25.7 na 33.2 na
% 20-24 who had first birth before age 18 24.4 na 24.4 na 281 26.1 na 28.1 na
% 40-44 who had first birth before age 20 45.6 na 48.9 na 50.0 48.3 na 56.2 na
% 20-24 who had first birth before age 20 42.4 na 43.5 na 49.3 46.4 na 47.9 na
Median age at first birth among women 20-24 21.2 na 20.9 na 201 20.5 na 20.3 na
% 15—19 with 2 2 children 3.1 0.0 43 1.1 56 2.3 0.8 4.0 1.0
% 20-24 with = 2 children 29.8 13.0 36.7 16.7 39.4 31.1 12.8 32.7 21.0
% 20-24 who had nonmarital birth before age 20 9.4 na 3.9 na 5.5 4.9 na 3.7 na
% of 15-24-year-old mothers whose first birth occurred <7 mos. after entering union 13.4 na 111 na 8.5 5.6 na 8.2 na
Mean no. of months between first 2 births among women 15-24 with>2 births 30.7 na 26.3 na 27.5 30.5 na 28.9 na
FERTILITY PREFERENCES
% of births to adolescents in past 5 years that were unplanned* 42.6 na 29.3 na 39.8 47.3 na 447 na
% of births to women aged 15-24 in past 5 years that were unplanned* 40.9 na 26.9 na 43.0 48.6 na 45.0 na
% of sexually activet 15-24-year-olds who do not want a child soont
All sexually active 776 69.4 89.4 83.2 76.4 87.4 49.5 87.3 80.2
In union§ 75.8 63.7 89.3 85.8 76.6 87.4 55.5 86.8 79.0
No children 32.3 na 67.8 na 43.3 62.3 na 65.7 na
1 child 82.5 na 89.6 na 79.4 91.8 na 88.3 na
22 children 87.6 na 95.8 na 88.0 95.6 na 96.6 na
Not in union 83.7 73.0] 91.1** 80.9 74.8 87.3 45.6 89.9 81.1
PRENATAL AND DELIVERY CARE
% 15—24 who received professional prenatal carett 86.0 na 70.8 na 67.0 67.6 na 86.7 na
% 15-24 who received professional delivery carett 76.6 na 51.6 na 65.7 745 na 73.8 na

*Includes both births that were unwanted and those that were mistimed. tSexually active refers taall who are in union and those who are single and who have had intercourse in the past three
months. $Want no children or want to wait two or more years before their next birth. §All measures referring to union or marital status include formal and consensual unions. **N=25-49
ttProfessional care is care provided by doctors and nurses at private- and public-sector hospitals and clinics.

Notes na=not applicable. For unweighted Ns, see Appendix Table 2.

Sources Special tabulations of data from the following surveys:El Salvador—2002-2003 FESAL; Guatemala—2002 ENSMI and 2002 ENSM; Honduras—2001 ENESF and 2005-2006 ENDESA,; and

Nicaragua—2001 ENDESA (women) and 1998 ENDESA (men).
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Appendix Table 4. Contraceptive knowledge, use and unmet need in El Salvador, Guatemala, Honduras and Nicaragua

Indicator El Salvador Guatemala Honduras Nicaragua
Women Men Women Men Women Women Men Women Men
2002-2003 | 2002-2003 2002 2002 2001 2005-2006 | 2001 2001 1998

KNOWLEDGE

% 15—19 who know a modern method* 96.5 nc 84.8 90.3 98.7 97.9 98.7 96.1 95.5

% 15-19 who know of the condom 91.8 nc 66.1 83.9 94.0 91.1 96.7 89.1 96.3

USE

% 15-24 currently using a modern method

All sexually active 47.6 49.8 253 32.0 39.6 46.2 34.6 54.5 40.9

In union 52.3 49.4 24.8 24.8 41.0 47.4 36.0 57.5 55.1

Not in union 31.7 50.1 33.9t 38.3 29.9 38.8 33.7 38.2 31.5

% 15-24 sexually active who obtained their modern method in a pharmacy 18.6 61.8% 211 61.4 17.8 22.5 35.0 19.7 45%

% 15-24 currently using a traditional§ method

All sexually active 6.6 7.7 6.7 7.4 10.7 7.4 7.8 4.9 3.4

In union 56.9 8.5 6.6 9.9 10.8 7.6 124 5.0 3.9

Not in union 9.3 7.2 9.0t 5.1 9.4 6.1 4.9 4.2 3.0

% 15-24 in union currently using any method

No children 25.3 u 9.2 u 17.4 25.2 u 33.3 u

1 child 60.3 u 43.1 u 59.7 61.5 u 68.4 u

22 children 69.9 u 29.9 u 59.5 63.1 u 71.6 u

UNMET NEED FOR A MODERN METHOD**

% 15-19

All sexually active 48.7 u 51.9 u 47.9 40.5 u 36.3 u

In union 41.4 u 50.0 u 46.7 371 u 29.6 u

Not in union 65.8 u 1t u 54.2 54.9 u 63.5 u

% 20-24

All sexually active 35.1 u 53.1 u 45.9 37.2 u 275 u

In union 29.9 u 53.5 u 447 35.8 u 25.6 u

Not in union 57.0 u 44 .31 u 55.7 46.5 u 40.5 u

% 15-24

All sexually active 39.7 u 52.7 u 46.6 38.2 u 30.7 u

In union 334 u 52.5 u 45.4 36.2 u 27.0 u
Low socioeconomic bracket 37.8 u 63.9 u 50.8 43.6 u 32.1 u
Middle socioeconomic bracket 30.4 u 54.0 u 40.5 30.9 u 244 u
High socioeconomic bracket 30.1 u 37.3 u 43.7 31.0 u 23.7 u

Not in union 60.9 u 56.71 u 55.0 50.1 u 51.5 u
Low socioeconomic bracket 53.4 u 1t u 1t 61.5 u 56.5 u
Middle socioeconomic bracket 72.0 u Tt u 55.8 45.8 u 55.4 u
High socioeconomic bracket 53.9 u 52.61 u 49.5t 47.3 u 46.8 u

*Modern methods refer to the pill, the injectable, the implant, male and female sterilization, the IUD, vaginal methods (diaphragm, spermicides, foam, tablets), the male condom and, for
some surveys, the female condom and emergency contraception. tN=25-49. tPercentage refers to the source for condoms only. §Traditional methods refer to periodic abstinence (rhythm),
withdrawal, lactational amenhorrea and folk methods.**\Women are considered to have an unmet need for a modern method if they are sexually active, fecund, do not want a child in the next

two years and are not using a modern method.t1N<25.

Notes nc=noncomparable, because the FESAL quesionnaire for men did not include the condom in the question assessing knowledge of modern methods. u=unavailable. For unweighted
Ns, see Appendix Table 2. Sexually active refers to all who are in union and those who are single and who have had intercourse in the past three months. All measures referring to union or
marital status include formal and consensual unions. Socioeconomic bracket categorization is based on an index of goods and services and household characteristics.

Sources Special tabulations of data from the following surveys: El Salvador—2002-2003 FESAL; Guatemala—2002 ENSMI and 2002 ENSM; Honduras—2001 ENESF and 2005-2006

ENDESA; and Nicaragua—2001 ENDESA (women) and 1998 ENDESA (men).
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Appendix Table 5 Knowledge of and risk factors for HIV and other STls in El Salvador, Guatemala, Honduras and Nicaragua

Indicator El Salvador Guatemala Honduras Nicaragua
Women Men Women Men Women Women Men | Women | Men
2002-2003 | 2002-2003 2002 2002 2001 2005-2006 | 2001 2001 1998
% who have ever heard of HIV 94.9 96.9 84.4 93.4 98.8 96.7| 991 92.0 97.8
% who have ever heard of an STI (other than HIV) 82.6 93.3 54.3 77.8 64.0 53.8 714 43.4 u
% who know that a healthy-looking person can have HIV 72.2 82.8 58.5 70.2 80.6 771, 89.9 729 80.3
% who believe there is a cure for AIDS 14.3 11.0 10.5 121 8.4 u 7.2 u u
% who spontaneously identified following means of avoiding HIV*
Abstinence 14.5 14.2 22.0 4.4 22.0 nc 7.2 7.9 8.2
Using condoms 29.8 64.3 32.2 49.4 52.0 nc/ 66.0 51.6 68.3
Limiting number of partners 244 18.5 36.8 54.2 39.5 nc/ 53.9 20.2 17.4
Among those who have heard of HIV/AIDS
% who believe they are at risk of becoming infected 25.8 32.8 u u 25.8 ul 156 221 55.8
% who believe an infected person should be allowed to work u u 48.7 45.7 40.8 ul  30.1 u u
% who believe that an infected teacher should be allowed to continue teaching 54.2 53.7 u u u 56.4 u 42.8 u
% who believe condom should be taught to adolescents u u 80.2 91.4 74.3 ul 864 u u
% of sexually active 15-24-year-olds with 2 2 partners in past 12 months
All sexually active u 36.1 u 23.5 1.1 21 412 1.4 u
In union u 23.6 u 9.4 0.7 0.6/ 21.1 0.7 u
Not in union u 411 u 31.6 2.7 6.2 50.3 3.1 u
Among those with 22 partners in past 12 months, % used condom at last sex u 55.1 u 51.4 T 27.2| 395 38.7% u
% of sexually active who used condom at last sex
All sexually active 8.7 41.4 2.5 32.7 4.1 5.6/ 26.9 6.3 29.7
In union 3.7 2.9 1.9 3.7 3.0 3.1 2.1 5.3 7.3
Not in union 256 65.8 11.6% 58.4 1.7 20.2| 43.0 11.4 44.5
% who ever used condom for STI prevention 70.6§ 83.5§ u 25.3 4.8 ul 519 u 38.5
Among those who have heard of HIV, % who know about the HIV test 65.2 67.9 54.3 63.1 67.6 u 71.8 u u
Among those who know about the HIV test, % who want to be tested 79.4 80.8 421 65.5 51.8 ul 454 u u
Among those who know about the HIV test, % who know a place for testing 556.7 55 62 56.3 50.8 u 653 u u
% who have ever had an STI** u u 3.3 4.5|u 1.2u 0.7 4.6
Among those who have had an STI,** % who sought treatment u u 80.9/98.8% u 66.5/u t

*Data for Nicaraguan women come from the 1998 survey. TN<25. 1N=25-49. §At last sex.**Among those who are sexually experienced and have heard of STls, percentage who have ever
had an STI (Guatemala) or percentage who have had an STl in the past 12 months (Honduras and Nicaragua).

Notes u=unavailable. nc=noncomparable because the ordering and wording of items in the 2005-2006 ENDESA questionnaire do not match the others (i.e., prompts about whether the

respondent knows specific methods of HIV prevention precede the question asking respondent to spontaneously mention any other ways of prevention). All measures referring to union or
marital status include formal and consensual unions. Sexually active refers to all who are currently in union and, for those who are single, it includes youth who had intercourse in the past year
for multiple partner measures, and in the past three months for condom at last sex in general. For unweighted Ns, see Appendix Table 2.

Sources Special tabulations of data from the following surveys: El Salvador—2002-2003 FESAL; Guatemala—2002 ENSMI and 2002 ENSM; Honduras—2001 ENESF and 2005-2006

ENDESA; and Nicaragua—2001 ENDESA (women) and 1998 ENDESA (men).
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