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PREFACE

For some years now the World Health Organization has recognized the importance of health
service research in order to promote the effective provision of services and strengthen
primary health care.

Vital to the achievement of these objectives is the wellbeing of a rapidly growing
segment of the world's population, particularly in Asia, Africa and Latin America; the

adolescent. These young people are the parents of the near future and their health and
resourcefulness will be a major factor in determining the health of their families and

generations to come.

It is for this reason that adolescent reproductive health was seen as a useful focus for
this publication which is intended to illustrate an approach to the planning of health

service research. The document provides a strategy for identification of needs, an
assessment of the degree to which services adequately meet them, and a process for selecting
and planning health service research projects to modify services to meet those needs. It

has emerged from a series of meetings and workshops undertaken as part of the WHO programme
in adolescent reproductive health and is designed to serve health planners, managers and
researchers to achieve their goals. It is not intended as a substitute for textbooks and
specialized training courses, but rather as a guide to the nature of the questions which must
be asked and answered before a successful research project can be undertaken and its findings
used in such a way that they have maximal impact on services for the promotion of health.
While the approach uses the adolescent population as a model, it can be extended to other
population groups in a similar way.



INTRODUCTION

While adolescents have long been recognized as a distinctive group in industrialized
societies, it is only in recent years that they have begun to emerge as a separate group, in
transition from childhood to adulthood, in developing countries. It has also become clear
that very little baseline information exists about this special group. There 1s no doubt at
all, however, that they are a large proportion of the population, particularly in the '
countries of Africa, Asia and Latin America. The number of young adults aged 15-24 years
has increased from 488 million in 1955 to 740 million in 1975 and is expected to grow to
879 million in 1985.1  These young people are of crucial importance for strategies to
achieve the stated goal of "health for all by the year 2000" - they are the parents of the
near future.

Adolescence is traditionally regarded as a period relatively free of health problems.
However, developmentally, it is a crucial period in which malnutrition and disease can have a
devastating effect both in the short term and the long term. This is particularly true in
relation to reproductive health. For example, pregnancy complications or sexually
transmitted disease can permanently affect future reproductive capacity as well as the health
of the whole family.

A number of factors operating in developing societies have contributed to a change in
reproduction-related health risks for adolescents. They include an apparent trend to a
lowering of the age of menarche, an increase in age at marriage, changes in values brought
about by increasing urbanization, exposure to foreign cultures through migration, tourism and
the mass media, and a decline in the prevalence of the extended family. These factors in
turn increase the chances of unwanted adolescent pregnancies, abortion and childbirth. With
the change has come a greater awareness of the adverse medical, psychological, educational
and economic consequences to mother and child of early adolescent pregnancy and childbirth
whether wanted or unwanted.

The special problems of adolescence are both medical and psychosocial. Physically,
pregnancy in young adolescent girls poses problems - the younger the girl the more severe
they may be. These include greater risks of prematurity, stillbirth, low birth weight, and
delivery complications. But the use of contraception to prevent these hazards also poses
problems. The effects of hormonal contraception on this age group are uncertain; the
intrauterine device (IUD) poses greater problems for the nulliparous, and the rhythm method
is impracticable because of the irregularity of the menstrual period. The dangers of
sexually transmitted diseases are dramatically on the increase and, for the young adolescent,
ignorance and fear may contribute to a lack of recognition and treatment of such diseases,
with devastating consequences for the teenager and others.

Socially, the impact of childbirth may have adverse effects not only on the mother, who
is likely to lose any further opportunity for education or economic advancement, but on her
offspring and the father of the child as well, particularly if he too is an adolescent. In
some cases, if the mother remains unmarried social ostracism results. In others a forced
and perhaps premature marriage will take place. In still others an induced abortion may be
sought to avoid these problems, and this involves other high risks, particularly when legal
and social pressures force it to be a clandestine abortion. Overall, adolescents throughout
the world, and more than ever in developing countries, are at high risk for reproductive
health problems and their adverse consequences.

To diminish these consequences, there is a need for information, education, and
counselling, as well as medical and other health care services which are not only available
but also accessible and acceptable to the adolescent population they are meant to serve. To
discern the problems that exist in a given society, to set priorities among them, and to
provide services appropriate to ameliorate them requires information based on sound research
techniques, appropriate to the problems and to the culture. Furthermore, when services are

1 United Nations Fund for Population Activities (1978) Population and mutual
self-reliance,New York, United Nations (Population Profiles No. 12).
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modified or new ones introduced, techniques to monitor them and evaluate their effectiveness
need to be introduced. Finally, as societies are continually changing, the baseline data
collected about adolescents now will serve to monitor future changes in needs.

To be effective, health service research must involve policy-makers, planners and
administrators of actual or potential services, as well as those who provide services and

those who make use of them. Indeed, many of the research designs presented in this
publication incorporate such key people to serve as sources of data or targets for the
feedback of information. In this way optimal utilization of health service research is more

likely to be achieved.

While the emphasis of this publication is on the needs and problems of adolescents and
their vulnerability to greater risks in reproductive health-related areas, it should also be
remembered that compared with older people they may be more flexible, more ready to learn and
change, and more hopeful about a better future for themselves and their children.

Investment in this group may have far-reaching effects in the prevention of costly and
devastating problems in the future.

While this publication, of course, may be used as a whole, some sections might be of
greater interest to certain groups than others. Section 1 provides an overview of the
strategy employed. This strategy calls for the development of three grids. The first
provides a format for the identification of problems and needs, the second for services or
interventions of any kind, including education, which may meet those needs, and the third for
health services research projects that emerge from a comparison of the first two grids. '
Section 2, which deals with adolescent health needs, may be of special interest to those who
make policy and select priorities. Section 3 deals with health services corresponding to
the needs discussed in Section 2, including both actual and potential interventions, and may
be of special interest to administrators and service providers. Section 4 will be of
special interest to those designing health service research studies. This section is
divided into two parts. In the first, ways are described to explore discrepancies between
the needs identified in Grid I and the services described in Grid II, leading to differing
types of research objective, elaborated in Grid III.  The second part is devoted to the
elaboration of a format for the systematic planning of any research project, detailing
methodological issues. Section 5 briefly outlines two programmatic research projects under
way in Malaysia and Sri Lanka, in which local priorities have been identified. Annex 1
contains appropriate examples of research designs.

While the strategy outlined in this publication has been limited to a single stage in
the reproductive lives of men and women, that of adolescence, it is believed that the same
strategy may be eémployed for groups at other stages of life.



1. OVERVIEW

This book is designed to help those who are interested in the development of health
services based on systematic research in their own countries, with particular reference to
reproductive health. In this section, an overview of one particular planning strategy is
presented which may be applied to any stage in the fertility careers of men and women.

For the purposes of this publication, the fertility careers of men and women can be
divided into a number of stages. While the timing of the stages with respect to the age of
the individual varies widely from culture to culture and frequently within cultures; the
fertility career may be said to begin with puberty amd, for couples, to end with the woman's
menopause. One such sequence of stages is outlined below:

(a) adolescence,

(b) premarital,

(¢) newly married or the beginning of cohabitation in consensual union,
(d) child-bearing,

(e) child-rearing,

(f) premenopausal,

(g) postmenopausal.

These stages may overlap, they may restart when more than one couple are involved, and
certain other stages may need to be considered in particular cultures. However, some such
guide to discrete stages of the fertility career is useful since it permits each stage to be
examined separately; an important comsideration since reproductive health needs differ as
one progresses through the life cycle. In the following sections the strategies described
are applied to the first of these stages, adolescence.

Although definitions of the onset and duration of adolescence vary according to whether
physiological or psychosocial events are used to categorize it, it may generally be described
as that period during which the individual is no longer a chlld but is not yet considered by
society to be fully adult ~ an age range which may run from 10 to 19 years and beyond.

To meet the health needs of adolescents adequately, it is first necessary, by means of
systematic research, to:

(1) identify and describe the magnltude of their needs as they pertain to the
individual family and community in each particular society;

(2) identify, describe and evaluate existing services as to the extent to which they
meet those needs; and

(3) modify and introduce services to meet those needs presently not being met and to
evaluate the effectiveness of these services.

To accomplish these goals systematic health service research is essential. It is
helpful firstly to provide a conceptual framework in which policy-makers can identify areas
of concern pertaining to adolescent health and ultimately identify priorities among them.
Secondly, research designs must be utilized that incorporate members of appropriate
disciplines and members of the public to identify needs within this framework. Thirdly,
using the same conceptual framework a similar process must take place for existing services

1 WHO Technical Report Series, No. 609, 1977 (Health needs of adolescents: report of
a WHO Expert Committee).
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that may be available to meet those needs. Services here are defined in the broadest sense
to include any form of intervention, whether it be direct medical intervention or the
provision of information, education or counselling. For this type of study the nature of

the information needed must be drawn from among service administrators, managers and
providers.

To achieve these overall goals a series of three grids using the same conceptual
framework sequentially is proposed for health needs, health services and health service
research. Each grid consists of 10 rows relating to short-term stages or events leading to
childbirth and six columns relating to areas of concern in relation to these stages or
events, thus providing 60 cells in which needs, services and research designed to close the
gap between them, respectively, may be readily identified (see Fig. 1).

The indications entered into each cell of the three grids will be culture-specific as, of
course, the priorities must be locally determined. Nevertheless the overall strategy and
methodological considerations can be universally applied.



FIG. 1. GRID FORMAT

(a) Psychological

(b) Social

Areas of Concern

(c) Medical

(d) Educatiomal

(e) Economic

(f) Legal

Short-term stages/events

1. Sexual maturation

2. Marriage/consensual union

3. Sexual intercourse

4. Contraception

5. Pregnancy

6. Induced abortion

7. Spontaneous abortion/
stillbirth

8. Live childbirth

9. Adoption

10. Child-rearing
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Health needs that arise at each of the short-term stages or events leading to childbirth
may also be conceived of as points at which: (a) decisions may be made, and (b) some form of
intervention or service in the broadest sense may be offered. An example of such a
branching tree of choice-points is presented in Fig. 2.

Grid Il can be completed within the framework shown in Fig. 1 by entering
health-related needs arising at any of the 10 stages/events: (1) sexual maturation,
(2) marriage/consensual union, (3) sexual intercourse, (4) contraception, (5) pregnancy,
(6) induced abortion, (7) spontaneous abortion/stillbirth, (8) live childbirth, (9) adoption
and (10) child-rearing, and viewed from the following areas of concern: (a) psychological,
(b) social, (c) medical, (d) educational, (e) economic and (f) legal.

Grid 112 for services can then be completed using the same framework but in this case
identifying existing interventions of .any kind that might meet each need identified in the
cells of Grid I. In this manner services are tied to needs and, through appropriate
research studies, it becomes possible to identify those needs which are being fully met,
partially met or not met at all.

Grid II13 for health service research using the same framework can then be completed
by systematic comparison of Grids I and II in the following ways:

(1) A review of each blank cell in Grid I (Needs) will permit consideration as to
whether an as yet unidentified need does in fact exist in the target population of
adolescents. If there is reason to suspect that it does, then a research design can be
devised to explore or survey the dimensions of the problem, which will also provide a
baseline for monitoring future trends. The baseline data may also serve future studies
designed to evaluate the effectiveness of interventions in meeting the needs outlined. The
initial decisions as to which cells in Grid I merit study and which should be given priority
must be made in conjunction with policy-makers as well as scientists and other professionals
to ensure optimum cooperation, feedback and eventual impact on health services.

(2) For each entry in the cells of Grid I (Needs) for which there is a corresponding
entry in the cells of Grid II (Services), research may be requested to evaluate the extent to
which the needs of the target population are being met by the existing services. This in
turn will lead to the recommendation of changes where needed, and, as a byproduct, may
provide a system for the constant monitoring .of services' effectiveness.

(3) For each entry in the cells of Grid I (Needs) a potential service is possible.  If
the cell which corresponds to it in Grid II (Services) is empty, no such service exists (or
has been identified) and consideration can then be given to the introduction of such
interventions once the needs have been clarified. Suitable research designs should
accompany these interventions to evaluate and monitor them.

L an example of one such completed grid appears in Table 1 at the end of Sectiomn 2.
An example of one such completed grid appears in Table 2 at the end of Section 3.

3 An example of one such completed grid appears in Table 3 at the end of Sectiom 4.



FIG. 2. A CHOICE-POINT TREE SHOWING POTENTIAL POINTS OF INTERVENTION IN SEQUENTIAL PATHWAYS OF MOTHERHOOD
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The entries in the cells of Grid III will thus be specific research projects designed to
answer the questions raised by scrutiny of Grids I and II (see Fig. 3).

There are a number of advantages in designing health service research in such a way that
needs are related to services:

(1) It enables the researcher to look at points of decision-making whether it be by
clients, service providers, administrators, or policy-makers, thus increasing the validity of
the research as compared to studies that are more hypothetical.

(2) It encourages the gathering of data from more than one source about the same
phenomenon, again increasing the validity of the research. This approach also permits the
ready identification of discrepancies in perceptions and judgements, for example, between
service providers and consumers, or between service providers and administrators, as well as
areas of consensus.

(3) It provides an opportunify for rapid feedback to service proviaers, administrators
and policy-makers, thus heightening the impact of the research and increasing the likelihood
that it will be utilized to meet health needs more fully.

Planning health service research in this manner benefits from the intersectoral
involvement, at an early stage, of a cross-section of disciplines, such as medicine,
psychology, sociology, epidemiology, economics, law, etc., according to need, and from
involvement in the policy, administration and service provision of a given country. Not
only is the quality of the data likely to be better, but the utilization of research findings
and their impact on health services is likely to be greater and more immediate.
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FIG. 3. A GRAPHIC ILLUSTRATION OF THE HEALTH SERVICE RESEARCH STRATEGYl
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For each grid: 1-10 = stages/events; a - f = areas of concern (see

also Tables 1, 2 and 3).
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2. THE ADOLESCENT AND HEALTH NEEDS

The completed Grid I at the end of this section (Table 1) provides an example of a
cross-section of needs and problems found in adolescents in many countries. It is clear
that all problems will not face all adolescents in any one society. Some problems
while rare in some societies may be quite frequent in others, and some problems which are
salient in some cultural settings do not appear at all in others. The grid is not meant to
be comprehensive but, rather, suggestive of a wide variety of adolescent needs associated
with the reproductive process. As with all three grids, the contents and priorities must be
locally determined. It should also be borne in mind that adolescence is a period of great
change. Growth, development and maturation often proceed unevenly with respect to physical,
social and psychological aspects. These differ from boys to girls, vary from culture to
culture and display great variation from individual to individual within such groups. Since
some grouping is necessary, however, the chronological age range of 10-19 years has been
utilized as a rough indicator of that period between childhood and adulthood called
adolescence. ' :

2.1 Sexual maturation

Normal sexual maturation is often accompanied by anxieties about the developmént of
secondary sex characteristics, particularly when the young adolescent is ignorant of their
meaning or is not expecting them. This is intensified when abnormalities are present, such
as precocious puberty or late development. At this time too, changes in peer relationships
are likely to occur and uneven development among young adolescents can cause them great
distress. There is also some evidence to suggest that the age of menarche is decreasing in
many parts of the world thus creating new conditions and perhaps uncharted hazards. While
fertility is lower for some time after menarche or "spermarche",l nevertheless, both
pregnancy per se and the use of some contraceptive methods can present special problems in
this period.

2.2 Marriage/consensual union

The timing of marriage with respect to other stages and events in the reproductive cycle
is itself of great significance to the nature of the needs and problems surrounding

marriage. In the most traditional rural societies marriage for the girl may take place at a
very early age when she is not fully mature sexually or reproductively and when she will have
had no experience of sexual intercourse, major decision-making, or family planning. At the

same time, she is likely to be part of an extended family where older members provide
considerable support and help in rearing her children. In the more industrialized
countries, in urban settings in developing countries, and in developing countries that have
made strong efforts to delay the age of marriage, marriage may not take place until after the
woman has experienced sexual intercourse, and possibly even pregnancy and abortion. The
relationship between the spouses is of great relevance in determining how the couple will
fare with regard to their futures. : A lack of communication or wide disparities between the
status of men and women in the society may lead to unhealthy consequences such as unwanted
pregnancies, children born too close together, and problems of child-rearing. Although the
needs of couples may vary widely from group to group, adolescents who marry will certainly
need help. They are, however, also in a position to benefit greatly from help at this stage
in their fertility careers, as they are still in their formative years.

1 "Spermarche" has been defined as the onset of release of spermatozoa in pubertal
boys and seems to occur approximately two years later than menarche in girls (Hirsch, M. et
al. (1979) Emission of spermatozoa: age at omset. Int. J. Andrology, 2, 289-298).




2.3 Sexual intercourse

The first experience of this may occur at any time during adolescence, or much later.
A number of hazards surround this event for the adolescent. For some, it may prove
distressing if they feel inadequate, experience pain, are disappointed, or feel they are
deviant; it may carry strong feelings of guilt and fear of discovery if it is socially,
religiously, ethically or legally disapproved of for them. It may have undesirable
consequences such as the contraction of a sexually transmitted disease, an unwanted
pregnancy, or a forced marriage. It is clear that the incidence of sexual intercourse for
unmarried adolescents is rising, even in societies which have traditionally segregated boys
and girls until marriage, usually as a result of rapid urbanization, cultural influences from
"western' societies through mass media and increased travel, decline in the strength of the
family and a later age of marriage. With an increase in the incidence of sexual
intercourse, it is likely that its undesirable consequences are increasing too. It is an
area in which, because of such rapidly changing conditions, there is a need for
systematically collated research.

2.4 Contraception

A wide range of problems may be associated with the use (or non-use) of contraception by
sexually active adolescents. Ignorance about the existence, accessibility or proper use of
a suitable method may lead to an unwanted pregnancy. The use of an unsuitable method such
as oral contraceptives in the very young adolescent may pose dangers to growth or future
fertility, or have undesirable side-effects. The intrauterine device (IUD) poses some
problems for the nulliparous. On the other hand, the use of the condom may protect against
sexually transmitted disease. Some methods may not be available or reasonably accessible to
adolescents, and for some an acceptable method may not exist. Embarrassment, or fear of
their partner's or other people's disapproval may also weigh heavily with an adolescent and
prevent adequate communication from taking place with the result that neither partner may act
to prevent an unwanted pregnancy.

2.5 Pregnancy

There are many risks associated with an adolescent pregnancy, and the younger the
mother—-to-be, the greater they are. These include greater risks of pregnancy complications
and potential long-term sequelae arising from them, including the risk of infertility.
Considerable anxiety may exist (particularly for the unmarried mother—-to-be) with regard to
the physical changes resulting from pregnancy, social disapproval, an interruption of
schooling, loss of actual or future income and uncertainty of proper antenatal care. If the
father is an adolescent, some of the same negative social and psychological consequences may
apply to him as well.

2.6 Induced abortion

The hazards of induced abortion for the adolescent are considerable, particularly when
it is undertaken illegally and in medically unsatisfactory conditions. Risks associated
with induced abortion are greater when they are undertaken later in gestation. Because of
fear, ignorance, and/or difficulty in gaining access to services, adolescents often present
later in the gestation period than older women, or attempt self-induced abortion. They then
face risks including septicaemia, haemorrhaging and damage to organs with consequent
long-term effects on future fertility. Feelings of shame, guilt, and fear of discovery and
social disapproval may accompany induced abortion in the adolescent. Ironically the same
factors that increase the hazards make it difficult to obtain adequate information about the
incidence and consequences of induced abortion in the adolescent.

2.7 Spontanegus abortion and stillbirth

These conditions are relatively more common in the young pregnant adolescent than in
more mature women and may carry with them even graver psychological consequences, especially
if it is a first pregnancy. The medical hazards of spontaneous abortion are similar to some
of those of induced abortion. Because of fear of the physical and/or social consequences,
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or the cost, the adolescent may not present in time to get proper antenatal care and if the
pregnancy ends in miscarriage or stillbirth, she may be blamed for it by herself and/or
others.

2.8 Childbirth

Again, the hazards of childbirth in adolescents are greater for both mother and infant
than for women in their childbearing prime.. There are higher incidences of prematurity,
handicap or congenital anomaly and complications of delivery or puerperium. For the
unmarried adolescent the psychosocial problems may be severe. Feelings of guilt or
inadequacy as a mother may be accompanied by a permanent loss of education and economic
opportunity, social disapproval, inability to care properly for the baby, handicap in finding
a suitable mate, loss of peer companionship, and severe economic hardship. Even for the
married adolescent there are dangers of inadequate mothering, marital disharmony and economic
hardship, particularly if the partner is an adolescent, and the baby was unplanned or
unwanted.

2.9 Adoption

When a live baby.is born to an adolescent mother who is unable or unwilling to rear it,
refuge is sometimes taken in adoption. This may create feelings of guilt, shame or
depression in the mother, social or familial disapproval, and sometimes results in
institutionalization of the child. Another more drastic solution is the abandonment or
killing of the infant - an occurrence which is certainly under-reported.

2.10 Child-rearing

For the adolescent mother or couple, child-rearing may pose special difficulties.
There is a higher risk of infant mortality and morbidity, which may be in part the result of
biological factors, and in part the result of envirommental ones including inadequacy of
parental care. Feelings of inadequacy and anxiety about the infant's health may arise. In
some, feelings of resentment and/or depression at the loss of leisure and the great increase
of responsibility may occur. The needs of infant care may remove the opportunities of the
parents to develop and improve their economic or educational position, and may result in
economic hardship. Isolation from peers, crowded living conditions, and dependence on
others, with consequent resentment, are additional hazards.

Each of these problems is likely to have adverse consequences for the child and the
overall wellbeing of the family. Some of those costs are borne by the family, some are
borne by the community indirectly, and some by the public through additional burdens on
public resources. Many of the problems associated with the undernourished, undereducated,
and eventually underemployed may be traced back to the onset of parenthood with an
inadequately equipped adolescent mother and father (see Table 1).



TABLE 1.

GRID I:

REPRODUCTIVE HEALTH (EXAMPLES)

NEEDS AND PROBLEMS ASSOCIATED WITH ADOLESCENT

Stage/event

Areas of Concern

_(a) Psychological

(b) Social

(c) Medical (d) Economic

(e) Educational

(f) Legal

1. Sexual
maturation

Anxieties about body
changes; fears of
abnormality; stress in
coping with sex
education

Changes in inter-
personal relation-
ships; maturity
rites

Precocious puberty;
retardation; abnor-
mality of sex
organs; menstrxual
problems;
circumcision

Lack of sex
education; loss of
concentration

2. Marriage/
consengual
union*

Timing of decision;
choice of partner;
planning capabilities

Pressure to repro-
duce; adequacy of
housing

Fertility state Adequate income

Effect on
education

Age of marriage
constraints

3. Sexual
intercourse

Feelings of inadequacy;
feelings of immorality;
feelings of deviancy;
fear of sexually
transmitted disease

Social disapproval;
promiscuity; homo-
sexuality; deviancy;
loss of virginity;
forced marriage
when detected

Sexually transmitted
disease; abnormali-

ties in sex organs;

infertility

Lack of sex
education; risk to
schooling

Below legal age;
illegal type of
sex

4. Contraception

Unaware of possibility;
feelings of immorality;
ignorance of appropriate
means; fear for health

Lack of valid infor-
mation; inaccessible/
unavailable means;
negatively presented
services; social dis-~
approval; indecision
concerning male/
female responsibi-
lity; social pressure
to become pregnant

ltigh cost of
services; high
cost of product

Hormonal inter-
ference with
growth; side-
effects; loang-
term effects

on fertility;
pregnancy because
of failure

Lack of appropriate
information and
advice

Unavailable infor-
mation, advice
services, or
products because of
age/marital status;
appropriate means
unavailable

5. Pregnancy

Anxiety about determining
it; anxieties about
pregnancy; physical
discomfort, appearance,
embarrassment; anxiety
about reporting it;
anxiety about outcome

Social disapproval;
dissatisfaction of
mate; loss of peer
companionship;
forced marriage;
expulsion from
family

Complications of Loss of earning
pregnancy; long- power; costs for
term sequelae MCH

Loss of schooling/
vocational training;
need for specific
education con-
cerning pregnancy/
child care

MCH services un-
available because of
age/marital status;
maternity penefits

6, Induced
abortion

Anxiety about danger to
health, future ferti-
lity; shame; guilt about
need; uncertainty about
how to get; anxiety
about requesting it

Social disapproval;
unwillingness to help
procure; difficulty
in procuring safe
abortion; delay in
procuring abortion

Cost of procuring
safe abortion

Septicaemia;
haemorrhaging;
damage to organs;
long-term effects
on future fertility

Lack of information
about availability

Restrictive law;
need for parental
agreement
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TABLE 1., (continued)

Stage/event

Areas of Concern

(a) Psychological

(b) Social

{(c) Medical

(d) Economic (e) Educationa

1 (£) Legal

7. Spontaneous
abortion/
stillbirth

Fears for future

" fertility; guilt about

occurrence; mourning for
lost pregnancy/child;
depression following

Blame attached by
mate, family,
in-laws

Septicaemia;
haemorrhaging;
damage to organs;
long-term effects
on future fertility

Costs of medical
services

Burial requirements

8. Live
childbirth

Stress associated with
giving birth; feelings
of inadequacy; fears

for future; resentment

‘at child and/or mate

Inadequate help if

‘hidden; social

disapproval if un-
wed; mate's reaction
to child; loss of
peer companionship

Prematurity;

higher incidence of
handicap or
congenital anomaly;
complications of
delivery or
puerperium

_Costs of delivery; Loss of educatio
opportunities; need guardianship;

loss of training
opportunities; loss of education for
of earning power; child care

need for economic

support for self

and child

nal Laws relating to

economic laws concern-|
ing child allowances

9. Adoption

Feelings of guilt, shame;
mourning for lost child;
depression following;

fears for child's future

Social disapprovalj;
unreassuring
procedures;
institutionalization
of child

Costs of
procedures

Local restrictions;
conditions to be
met

10. Child-
' rearing

Feelings of inadequacy,
resentment, depression
at responsibility; loss
of leisure; loss of
opportunity to develop;
anxiety for health

of child

Isolation from
others; crowding at
home; dependence on
others for help,
information, support;
resentment of others
in providing help

High infant
mortality and morbi-
dity; inadequate
child care; handi-
capped child

Loss of further
education

Loss of earning
power; loss of
training possi-
bilities; need
for long-term
economic support;
costs for care;
costs of handicap
rearing

Legal status of
child; legal respon-
sibility of child's
father

* The timing of this event varies widely from culture to culture with respect to sexual maturation, and is inserted here for coavenience. It
may indeed occur at any point in the sequence of other reproductive-related stages/events.

- ()z -
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3. THE ADOLESCENT AND HEALTH SERVICES

The completed Grid II at the end of this section (Table 2) displays a cross-section of
health and educational services related to the needs and problems of adolescents as shown in
Grid . I (Table 1). It may be of particular interest to administrators who wish to examine
such a cross—-section of actual and potential services with reference to their own
situations. Services here are defined very broadly to include any interventions providing
information, education, counselling, treatment and/or products. Again, it is not possible
to be comprehensive, and the appearance of any one service in this grid does not preclude its
appearance in another grid. In any one country, some of the services mentioned will not
exist, some may be planned, and some will not be considered suitable. National priorities,
the salience of the problem and the feasibility of providing a service, will determine
whether or not it is ultimately developed. Grid II may be used as a bridge, together with
Grid I, to determine the types of health service research needed to achieve selected goals.

3.1 Sexual maturation

Broadly speaking, two types of service can meet the needs of young people at puberty:
information and guidance presented to them at a level, in a manner and from sources best
matched to their needs; and health services geared to determine the presence of any
abnormality and treat it in so far as possible. Both kinds of service, (a) educational and
(b) medical, may be buttressed by a third kind, (c) counselling or therapy, which may help
pubescent youngsters make a smoother transition to maturity. This may involve the families,
classmates or peers and teachers as well as the adolescents themselves.

3.2 Marriage/consensual union

Help for adolescents who are about to marry, have recently married, or are living in
consensual union, may take several forms. One approach is to provide premarital counselling
to help young people plan their future as far as possible. This means not only family
planning in the traditional sense, but also help with such things as budgeting, the changes
that are likely to take place after a child is born and whatever services or benefits are
available to them. Another kind of service provision is medical, in which health screening
and advice about nutrition may be offered.

3.3 Sexual intercourse

Many of the hazards described in Section 2 can be minimized by appropriate preparation
of the adolescent. There are often conflicting goals within the society. On one hand,
there is a wish to prevent sexual intercourse from taking place among young unmarried
adolescents with consequent moral strictures, segregation of boys from girls, and threats of
punishment if found out. On the other hand, there is a wish to prevent the consequences of
uninformed or irresponsible sexual intercourse, such as the spread of sexually transmitted
diseases, unwanted pregnancies and emotional trauma, when intercourse does take place. This
conflict often results in the absence of services that could be aimed at discouraging sexual
promiscuity, while at the same time providing help to prevent negative sequelae if sexual
intercourse should take place. Such services might include guidance for the young
adolescent as to the conditions in which sexual intercourse may be particularly hazardous for
emotional or physical reasons, provision of information about the use of certain kinds of
contraceptive measures, and help in obtaining appropriate assistance if there is concern that
a pregnancy may have occurred or that a sexually transmitted disease may have been
contracted, Services which do exist must be made psychologically and socially accessible to
the adolescent, some of whom will be at school and may be reached through family life or sex
education, but many of whom will not. There are many difficulties in providing such
services, ranging from the ambivalence of society in dealing openly with such problems to the
clandestine nature of sexual intercourse and its unpredictability. A number of approaches
can be adopted to counter these problems, including non-formal education and the use of
educated peers, but systematic research is required to determine the best alternatives.

3.4 Contraception

Although in the last decade or so much attention has been given to contraception, little
of it has been directed specifically to the adolescent. A successful service requires that
a safe and efficient method be used to prevent unwanted pregnancies. The method must, first



_22_

of all, be made known to adolescents of both sexes, its suitability determined, its manner of
use explained, its consequences and/or side~effects made known, and its accessibility
guaranteed. But, in addition, the method itself must be acceptable and the motivation and
opportunity for its use be present. Again, because of the discomfort with which some
societies deal with adolescent sexual intercourse, the dissemination of information about and
the accessibility of contraceptives are often neglected for this group which is at greatest
risk of unprotected sexual intercourse. To establish appropriate services for this group in
any society much.must first be learned about channels and styles of communication most
appropriate to the young adolescent; the criteria adolescents themselves apply to the use of
contraception, and ways of best administering and providing services to adolescents. In-
addition, the legal constraints that exist or are believed to exist regarding contraceptive
services to adolescents need to be clarified and perhaps altered to facilitate effective
service. ‘ ’

3.5 Pregnancy

As noted in Section 2 the young adolescent mother faces the greatest health hazards,
both to herself and to the fetus. To minimize these hazards appropriate antenatal care is
necessary. However, adolescents often fail to use antenatal services, partly because they
are unwilling to inform their parents and other adults who can help that a pregnancy might
exist. If the adolescent greatly fears the social consequences of admitting to sexual
intercourse and pregnancy, problems will be magnified, by both added psychological stress and
lack of early medical help. In some societies, under certain conditions, an induced
abortion may be seen as the best solution, but here again, the later the adolescent presents
the greater the risks of that intervention as well. In short, in addition to health
services aimed at ensuring adequate nutrition and medical care, intervention is needed to
help young adolescents at risk to be aware of the signs of pregnancy early in gestation, and
to minimize anxiety about presenting for help.

3.6 Induced abortion

While it would be possible to provide a relatively safe and simple service to enable
young adolescents to procure an induced abortion early in the pregnancy, there are many
reasons why this is rarely the case. Attitudes surrounding adolescent sexuality and
pregnancy, which create ambivalence towards the provision of information and services, apply
also to induced abortion. In societies where abortion is largely illegal, or strongly
disapproved of socially, it is even harder for the young adolescent, who is likely to be less
knowledgeable, poorer, lacking in confidence and in a state of distress, to procure a safe
induced abortion. The dilemma often felt by policy-makers, administrators and service
providers is how to make it possible for an adolescent for whom it is most desirable that the
pregnancy should not be carried to term to procure an early, safe, medically sound induced
abortion, without encouraging sexual promiscuity in the young. This is a matter for
research to determine, as are the best methods of reducing the psychological stress
surrounding induced abortion among the young, when it is deemed the best course of action.

3.7 Spontaneous abortion and stillbirth

These events often carry with them great psychological stress for the pregnant woman.
This is likely to be intensified if for any reason the mother feels she was in some way
inadequate in providing the necessary conditions for successfully carrying the pregnancy to
term. For reasons mentioned above, this may be more likely both objectively and
subjectively in the young adolescent. The incidence of both spontaneous abortion and
stillbirth is greater in the young adolescent. Proper antenatal care combined with some
form of counselling for the pregnant girl, her sexual partner, and/or the surrounding family
may be vital to reduce feelings of guilt or depression and anxieties about future
reproductive capability.

3.8 Childbirth

Because the risks to mother and child are so much greater for the young adolescent
special medical attention is desirable. In addition, childbirth to the adolescent mother
often poses special psychological, social and economic problems, especially if the mother is
unmarried. Services are needed to: (1) reduce medical risk to mother and child by adequate
preparation and anticipation of problems, (2) ensure adequate help with delivery, and
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(3) see that the transition to motherhood is cushioned by help in preventing total loss of
economic support, educational opportunity and/or social status, particularly for the
unmarried mother. Such services may include special economic benefits, couple or group
counselling, the provision of home help, guidance in infant care, etc., or provision for the
baby to be adopted. As the risks of bearing a handicapped infant are greater for the
adolescent mother than the woman in her prime for example, because of the higher incidence of
prematurity, special attention may need to be given to monitoring the infant over time for
such handicaps to become manifest.

3.9 Adoption

Although this is uncommon in traditional societies where an extended family is likely to
help in looking after an infant born to an unwed adolescent mother, rapid urbanization and
the decline of the extended family make it a more common practice. It carries with it
dangers for both mother and child if the service is not properly organized. Services should
be designed to reduce the mother's distress at the loss of the child, and feelings of guilt
about not being able to care for it; and optimize conditions to ensure that the infant is
adopted early by adequate parents. Such services must also help the parents prepare for the
legal aspects of adoption and put them in touch with the appropriate organizations. The
absence of help in providing alternative care for a newborn infant may sharply increase the
risk of mortality through inadequate care, deliberate neglect or even infanticide.

3.10 Child-rearing

This, of course, is a long-term prospect which changes as the child develops. The
adolescent mother (and father) may be particularly ill-equipped to deal with the problems of
child care because of both ignorance and their own immaturity. Services can help greatly by
educating the parents in child care, acquainting them with the need for utilizing health
resources and their availability, helping them to cope with any negative feelings about the
loss of leisure and the great increase in responsibility they now face, and helping them to
plan the best use of their resources. This may include economic, educational and leisure

planning, as well as better information about contraception and desirable timing for future
births.

As can be seen from the above outline, health services required to deal with adolescent
reproductive problems are wide-ranging and interlocking. What is appropriate or desirable
in one society, however, may not be in another. Furthermore, what is appropriate in one
society often cannot be decided without adequate knowledge about present conditions. This
is especially true of services pertaining to the adolescent, a group about which less is
known with respect to reproductive problems than perhaps any other.

Given the sequential nature of the events leading to childbirth and the "choice-points"
existing along the way, it is clear that intervention is often most desirable earlier in the
sequence to prevent difficulties from arising. As such the most valuable "services" in this
broad sense may arise through the family, peers and teachers and at the primary health care
level. To decide on the best sources, best channels, and best modes of delivery for a given
society, research is essential.

In the next section, health service research designed to help determine the health
services most appropriate to adolescent needs is discussed.



TABLE 2.

GRID IT:

REPRODUCTIVE HEALTH (EXAMPLES)

SERVICES ASSOCIATED WITH ADOLESCENT

Areas of.Concern

Stage/event

(a) Psychological

(b) Social

(c) Medical

(d) Economic

(e) Educational

(f) Legal

1. Sexual
maturation

Reassurance regarding
development

Guidance in inter-—
personal
relationships

Screening for abnor-
mality; treatment of

dysfunction

Information about
maturation

~

Marriage/
consensual
union

Premarital counselling

Discouragement of
dowry requirements;
improvement in
status of women

Health screening
prior to marriage

Assistance in
housing/
employment

Preparation for
family life;
planning, decision-
making

Age constraints

Sexual
intercourse

Therapy for sexual
difficulties

Encouragement of
open discussion of
anxieties; dis-
couragement of
forced marriage as
consequence

Accessibility of
screening for
sexually transmit-
diseases

Preparation for
responsible sexual
relations

Awareness of legal
responsibilities

Contraception

Feedback from adolescents
to service providers
concerning adequacy

Open discussion of
appropriateness of
choice and use of
methods

Accessibility to
contraceptive
services

Lowering of costs
to poorer segments
of society

Provision of accep-
table channels to
communicate infor-
mation

Review of legal
constraints dis-
couraging adolescent
contraception

w

Pregnancy

Encouragement to reveal
pregnancy to responsible
adult

Encouragement of
open and informed
review of consequen-
ces of pregnancy

Provisions of :
adequate antenatal
care -

Allowing pregnant
schoolchildren to
complete education

o

Induced
abortion

Counselling about deci-
sion to abort; post-
abortion counselling
when needed

Encouragement of .
open discussions of
-help for unwanted
pregnancy and early
abortion when
desired

Provision of safe
means of termina-
tion

Review of counse-
quences of legal
status concerning
adolescent needs

~

Spontaneous
abortion/
stillbirth

Counselling to reduce
stress

Guidance to spouse
or family when
needed

Close monitoring of
adolescent preg-
naacy at risk, for
medical care

Elimination of
burial requirements
inducing stress

Live
childbirth

Preparation
childbirth

Counselling available
for marital/family
problems arising

Safe delivery
sources

Economic assistance
for mothers in need

Adoption

Counselling for parents

Approval of adopters

Economic assistance
to avoid fostering,
where feasible

Assistance with
costs

Legal procedures -
welfare of child is
paramount

10. Child-
rearing

Counselling in child care

Home help, nurseries
if mother working

Continual monitoring
of child health

Assistance if
needed

Provision for com-
tinuation of paren-~
tal education

Safeguarding legal
status of child when
mother is unmarried

- %7 -
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4. THE ADOLESCENT AND HEALTH SERVICE RESEARCH

4.1 Research questions

This sub-section is designed to identify research that will help to narrow the gap
between adolescent health needs associated with reproduction and existing services to meet
those needs and ameliorate or prevent problems. It may be of particular interest to those
responsible for planning research. Research may be required to reach different but
interlocking goals: (a) the identification or clarification of a need and inquiry into what
service might meet that need, and (b) the systematic modification of an ongoing service to
meet an identified need, by use of a research design which permits the evaluation of its
effectiveness compared with alternative approaches. The cells in Grid I indicate a
potential need, the parallel cells in Grid II a potential or actual service to meet those
needs; Grid III indicates examples of research studies that will serve one of the objectives
listed above. An example of a completed Grid III appears in Table 3 at the end of this
section.

The appropriate health service research required for a particular society will depend on
(a) the state of knowledge about adolescent reproductive problems and needs, (b) the state
and acceptability of services available to meet them; and (c) the degree to which those
services have been evaluated to determine whether they effectively meet the identified needs.

4.1.1 Sexual maturation

In order to meet adolescent needs, health service professionals need basic information
about the timing and nature of sexual maturation (including menarche, fertility development
and the development of secondary sex characteristics) in their own society. A mix of
cross-sectional and longitudinal studies of schoolchildren around the time of puberty may
provide the most practical way of acquiring valid basic knowledge.l

Anxieties associated with normal maturation are often compounded by ignorance on the
part of the youngster as to what is within the normal range, and what changes may be
anticipated. Research designed to uncover areas of ignorance and fear among pubertal boys
and girls and explore various ways of providing information and alleviating fears is often
needed. The latter entails an approach in which alternative sources and styles of providing
information are compared for their acceptability, cost and effectiveness.

4.1.2 Marriage/consensual union

The problems surrounding adolescent marriages and the dearth of services that exist to
help them call for research initially to determine the most salient problems as seen by
adolescents themselves, their families, community leaders, service providers who interact
with them, and policy-makers. Many vital questions need to be answered regarding the
factors that determine the timing of adolescent marriage, the choice of partner, and the
nature of the couple's relationship with regard to communication, planning and
decision-making.

Where services to help engaged couples prepare for marriage or to help newly married
couples manage their lives and plan their futures do exist, they need to be evaluated. The
findings of such an evaluation are likely to lead to modifications in content and method.
Where such services do not exist it may be decided to provide pilot schemes and measure their
effectiveness.

See Section 5 for an example of one such study in progress in Sri Lanka.
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The about-to-be-married and newly-married groups in a society represent a crucial target
population because of their sensitivity, their openness to change and their importance to the
future health of the nation. From a research point of view there are many advantages in
studying the newly-married or engaged couple.l At any given moment, they are relatively
few in number and are fairly easily identified, and the possibility of studying both partners
independently offers greater validity to the research findings by providing separate
corroboration of their histories. Also, constraints present in the unmarried population
regarding openness about sexual and reproductive matters may be slightly eased once marriage
has taken place, thus providing greater reliability of information. Both cross-sectional
and longitudinal studies of couples and service interaction studies may usefully be done at
this stage.

4.1.3 Sexual intercourse

Little information has been systematically collected anywhere about early experiences of
sexual intercourse, yet the circumstances of such experience for adolescents often include a
greater likelihood of unprotected intercourse, with greater risk of sexually transmitted
diseases and unwanted pregnancy. Furthermore, it is likely that even in many traditional
societies there has been an increase in adolescent sexual intercourse. Cross—sectional
studies, i.e., of several age groups simultaneously by anonymous questionnaire administered
by responsible professionals, can provide documentation of when, where, with whom, at what
age and under what circumstances intercourse, where one or both partners is adolescent, takes
place. For the goals of this research, retrospective studies, i.e., ones that ask questions
about events which have occurred in the past, can also be of considerable value. Such basic
information is essential if services are to be provided to reduce health hazards.

In some societies, services impinging on adolescent sexual intercourse already exist,
e.g., a "hotline" service in which adolescents can telephone anonymously for help, as in Hong
Kong, or educational programmes presented in schools. Comparative studies are badly needed
in such cases to determine both what adolescents need and wish to know, and what is (are) the
most effective and acceptable (to both the community and the adolescent) way(s) of
transmitting such information. Such baseline research, in which information is derived not
only from the target population but from potential (or actual) providers, administrators and
determiners of such service, can pave the way for the adoption of effective services.
Research designs that identify discrepancies in points of view early, validate hypotheses,
and, perhaps most important of all, provide feedback to the potential service providers will
be of great value here.

4.1.4 Contraception

Health service research concerning the provision of contraceptives or contraceptive
information has been undertaken in many countries; however, it has rarely been directed at
detecting the special needs of adolescents. If the goal of a successful service is to
enable adolescents to use an effective and safe contraceptive method, there are many barriers
in its way. The relative importance of each barrier and the best means of overcoming it are
the legitimate domain of contraceptive health service research for adolescents.?

Among the questions researchers need to pose are: What do boys and girls at different
stages of adolescence know and believe about contraception? How accurate is their
information? What do they know about how and where to obtain necessary information or
services? How accessible are these services to them? Under what circumstances do they
have unprotected intercourse? Why? What determines their use of a contraceptive method? -
What deters them from use? What are the most acceptable and effective ways of providing
information and service?

See Annex 1, Section 3, for an example of such a research design for this group.

2 See Section 5 for one such study proposed in Malaysia.
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These research questions can be posed in a number of ways: (a) they can be part of a
cross—sectional study of adolescents at different stages of maturity, (b) they can be posed
at points of intervention where adolescents come into contact with contraceptive services of
some kind and compared with non-adolescents using the service, and with the providers of the
service. A user-service interaction studyl of this kind provides an opportunity to
cross-validate information, by obtaining several viewpoints about the same phenomenon, and
also to identify discrepancies in viewpoints, which may lead to a rapid and inexpensive
improvement in service through a process of feedback.

Baseline information is also needed about the long-term effects of hormonal
contraception on growth and future fertility. The questions of how to decide what to offer
adolescents seeking contraception and what information to impart are dependent on such
research.

Overall, health service research on adolescent contraception should determine who shall
present what information and recommend what methods to male and female adolescents of
different ages and different levels of sexual maturation. Whether such services should be
integrated with or segregated from others, and how far contraceptive information is likely to
have negative side-effects, such as increasing sexual promiscuity, are other questions
amenable to research.

4.1.5 Pregnancy

Health services for pregnant adolescents will have as a major goal the reduction of the
dangers to mother and fetus in this particularly high risk age group. To meet this
objective the adolescents must make use of the service, and that requires awareness of the
pregnancy, awareness of the need for antenatal care, accessibility of such a service, costs
which are not prohibitive, and good quality monitoring and treatment wherever possible.
These questions may be posed either to modify an ongoing service, or to introduce a new one,
and the style of research will differ according to which objective is pursued.

Apart from the medical complications of pregnancy, there can be radical psychological
and social effects, which may be exacerbated by the circumstances of the young mother.
Determination of the best ways to encourage young adolescents to come forward early in their
pregnancies for antenatal care, and the best ways to alleviate anxieties, are areas of
fruitful research in which alternative approaches may be compared and evaluated.

Where services exist, a comparison of the distribution by age and marital status of
those who use them in comparison with the expected rates of pregnancy in the population at
large for these age groups will give some indication of the effectiveness of the services in
reaching the population in need.

A comparison of the relative satisfaction of the different age groups who use the
service, and a comparison of the users' views of problems with the providers' views, will
lend itself to improvements in the service which may not require additional expenditure and
which offer a plan for continuous "in-house' monitoring.

The outcome of adolescent pregnancies as compared with those of more mature women may
also be explored if an ongoing service exists, although it will perforce be restricted to
those receiving services, and will need to be buttressed by studies of those not using such
services, as well as those using other services such as induced abortion, if a more complete
picture of the outcome of adolescent pregnancy is to be achieved.

See Annex 1 for an outline of such a research plan.
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4.1.6 Induced abortion

Although in recent years many countries have liberalized legislation so that safe
induced abortions are more readily available to women in need; the adolescent is probably
least able to achieve easy access to services of that kind. The barriers to the use of
these services derive from many sources including the adolescents themselves, the service
providers, the administrators of services, and those who set policy. As the alternatives to
safe legal abortion are usually unsafe, illegal abortion or pregnancy carried to term, both
of which carry high risks for the adolescent, research is of prime importance if services are
to be utilized to reduce health risks. v

One approach is the study of cases of abortions which are either incomplete or septic
presenting in hospitals, providing a useful indication of the likelihood of inductions, the
costs to the service and the medical consequences to the woman. Another approach is to
survey the views of members of professional and quasi-professional groups (some of whose
members are believed to perform abortions) as to who in their opinion, conducts illegal
abortions, under what circumstances, at what cost and for which sections of the population.
A surprising amount of valid information can be collected in this manner as long as the
respondents are not questioned as to their own' activities.Z

Where services that may be used by adolescents do exist a number of research questions
may be raised, including the following: To what extent are there differences in the
availability of such services to unmarried adolescents as compared with married or older
women? What effect do these differences of utilization have on the outcome of pregnancy for
the adolescent mother?

Although these are essentially objective questions, they become increasingly difficult
to answer in so far as induced abortion is a secretive topic. Whilst it is fairly easy to
determine the differences existing in law or policy regarding the provision of induced
abortion to adolescents, it is considerably more difficult to find out whether the way in
which services are offered has any deterrent effect on those who might otherwise seek an
abortion; and still more difficult to determine what happens to adolescent girls who are
pregnant and obtain an abortion illegally.

Where services do not exist, or are seen as inadequate with respect to the adolescent
population, another approach may be of considerable value. That is to anticipate changes in
the service (and/or policy) by deriving information from three main sources: policy-makers,
administrators and potential service providers.3 - The research questions posed to these
disparate groups are: What do they believe to be the present situation with respect to
adolescent induced abortion? ‘Do they believe problems are inherent in this situation?

What action do they believe would ameliorate such problems? To what extent would they be
prepared to participate in such actions? The involvement of policy-makers in such research
is essential both to establish what are seen as legitimate national concerns, and to provide
an avenue of "feedback" to maximize the impact of research findings. Similarly feedback to
the professional and administrative bodies may actually alter the currently available
services by heightening their consciousness of the problem and enlightening individuals about
their colleagues' views on a sensitive subject.

The potential clients of such a service are the legitimate subjects of another type of
research study, in which their views are sought about their awareness of services, their
beliefs about the accessibility of such services to them, and their views about which
circumstances, if any, might compel them to seek such a service. Subsequently, the impact
of an actual change in the availability and accessibility of a service should be measured by
evaluative procedures built into a modified service.

1 See Section 5 for one such study in Malaysia.

2 TFor one such study see Smith, K.A. & Johnson, R.L. (1978) Physician, nurse and
midwife opinion in Jamaica. In: David, H.P. et al., ed. Abortion in psychosocial
perspective: trends in transnational research, New York, Springer.

3 Such a study is outlined in Annex 1.
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Finally, while retrospective data are often weak - and it is usually best to study views
and behaviour closest to the point of decision-making for a sensitive subject such as induced
abortion -~ a case can be made for the detailed collection of information about the procedures
followed by women who earlier in their fertility careers had sought induced abortion and are
at a stage when they may be more willing to talk candidly about it.

4.1.7 Spontaneous abortion and stillbirth

As noted earlier, stress associated with these two events may be great, and perhaps most
of all for the nulliparous woman - more likely to be found among young adolescents than in
any other group of the populationm. Two service approaches - one medical, optimizing health
care, and the other psychological, reducing the harmful impact of these events after the fact
- have been suggested. Service research is needed to determine how best to disseminate
adequate information to the adolescent early in pregnancy so that proper antenatal care is
achieved. Alternative programmes designed to reach such populations can be evaluated
through use of appropriate research design. Furthermore, the more adolescents are helped to
come forward for care, the more will be understood about the causes of pregnancy
complications in the young mother and the more may be done to diminish them.

4.1.8 Live childbirth

Because the risks of childbirth are relatively high for the young nulliparous
adolescent, special medical care and monitoring are needed. This is particularly difficult
in rural areas as childbirth often takes place at home; however, programmes designed to
improve midwifery or indigenous health care may play a considerable role in reducing risks.
Where such services or training schemes exist, or are planned, health service research
designed to evaluate their impact is needed. Alternative ways of alerting young mothers or
their families to the greater risks involved and the need for professional care, and of
strengthening local health capabilities, should be considered in research designs.

4.1.9 Adoption

While this is relatively uncommon in developing societies, it is an alternative that may
grow with increasing urbanization and the decline of the extended family. It may be
particularly relevant for the adolescent unmarried mother who may be both less able to
procure an induced abortion for an unwanted pregnancy and less able to care for an unwanted
child. Relevant research questions include: Under what circumstances is adoption best for
the future health of mother and child? What is the best timing for such a decision to be
made?  Who should be involved in making such a decision? What are the effects on the child
of being institutionalized as compared with being adopted by another family?

As with many such research issues, major ethical questions would be raised if artificial
manipulation of such decisions took place. However, quasi-experimental studies which make
use of what exists naturally in the environment can be used instead. Examples of these
would include prospective studies to follow the decision-making process for adolescent
mothers, and long-term follow-up of the impact on mother and child.

4.1.10 Child-rearing

Health services related to child-rearing raise a number of researchable questions: To
what extent do such services exist? To what extent do they meet the special needs of
adolescents? To what extent are they utilized by adolescents?l

While the needs of the child may be the same regardless of the parents' ages, the needs
of the adolescent mother and/or father may be different from those of more mature,
experienced, better off or better educated parents. This is, of course, especially true for
the unmarried adolescent mother, but it also applies to adolescent couples. Services which

1 For a study of infant care in Malaysia see Section 5.
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prepare the young couple for parenthood are especially appropriate and research designed to
examine their needs systematicallyl and propose ways of helping the young parent is called
for. As with other areas, the purpose of such research is to define the gap between needs
and available services, make recommendations to narrow the gap, and evaluate modifications or
innovations in services designed to achieve this goal.

In the next sub-section, general methodological requirements of health service research
are discussed, followed by examples of research designs that can be employed for specific

objectives.

4.2 Research planning and methodology

In the previous sub-section research questions were raised which grew out of a
discussion of adolescents' needs and problems at specific stages of the reproductive cycle
and services which are, or could be, provided to meet those needs. Examples of specific
research designs appropriate to some of those questions are outlined in Annex 1. However,
certain general methodological considerations must enter into the development of a plan for
any research project. While for some purposes, such as the choice of the most appropriate
research design, the details of sampling procedures, preparation for computer data analysis
and the selection of statistical tests, it will be essential to call on expert advice, it is
important that the researcher first be clear about the problem he or she wishes to explore,
the objectives of the study and its rationale for alleviating the problem, and the hypotheses
to be investigated. The responsible researcher must first set the priorities, and then
utilize the expertise of others, when necessary, to help achieve them in a realistic and
scientifically rigorous way.

4.2.1 The selection of a research problem

The ultimate goal of adolescent health service research should be to reduce existing
problems or meet needs presently not being met. As noted in Section 4.1, the problem itself
may have to do with inadequacies about (a) the state of knowledge of adolescent reproductive
problems and needs as outlined in Grid I; (b) the extent and acceptability of services
available to meet them as outlined in Grid II; and (c) the degree to which those services
have been evaluated to determine their effectiveness in meeting those needs. The selection
of a single cell to focus on as in Grids I or II may help to narrow the search for
appropriate sources of information to clarify, initially, the significance and extent of the
problem. It will also be important to make a judgement as to the feasibility of carrying
out the planned research, given likely constraints of funding, staffing and time, and its
probable impact on the problems selected.

4.2.2 The objectiﬁes of the study

There may be both a general objective of the study, which has to do with its ultimate
usefulness in reducing a problem, and a series of specific objectives which relate to its
immediate outcome. These should be stated in such a way that the questions posed can be
answered by the findings of the 'study. These objectives will help determine the research
design selected and the target population at which it is aimed. 'Thus, for example, the
overall objective of a study of the outcome of adolescent pregnancies might be to reduce
pregnancy and childbirth morbidity and mortality among adolescents; one of the specific
objectives of such a study might be to explore the nature and extent of pregnancy and
delivery complications in a population of pregnant women under 18 years of age, as compared
with those between 18 and 25 years old.

4.2.3 The rationale for the study

This element of the plan serves to explain how achieving the objectives of the study
will affect the selected problem. For example, the findings of a comparative study of
adolescent maternal morbidity and mortality, as mentioned above, could be used to decide
whether or not the nature and extent of the problem warranted some form of earlier
intervention to decrease its occurrence, such as better contraceptive services, more
liberalized abortion legislation, and/or provisiom for the adoption of unwanted children.

! one type of study dealing with the newly married young couple is outlined in Annex 1.
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4.2.4 Review of relevant background information

A vital step early in the planning of any project is a review of what is already known
about the problem and the context in which the research is to be set. There are at least
three major sources of information which should be used:

(1) Previous research as cited in the scientific and professional literature. This
may be found in publications from several different disciplines related to the subject under
investigation, such as medicine, the social sciences, and law. The literature may be found
locally through libraries, universities and bookshops, but it may also be possible to make
use of special literature searches through national libraries and of the catalogues of
international agencies such as the World Health Organization, to identify special documents,
reports of scientific meetings and reviews of the literature. Reading the literature and
reviewing it must be done with a critical eye, however, both for faults in the design and
conduct of studies, and for what is of relevance to one's own. While findings from other
countries are often valuable, local sources of information, such as unpublished reports to
the director of health services, may in some ways be more relevant and should not be
overlooked.

(2) Knowledgeable individuals. Individuals who may have valuable first-hand and
up-to-date knowledge of aspects of the research problem and the context in which it is set
may include policy-makers, administrators, service providers, other researchers, and members
of the population expected to be studied. While information from sources of this kind will
undoubtedly be characterized by particular biases (which cannot always be identified) and
they will normally be giving their opinions rather than findings from a scientific study,
combined together, they can provide an extremely useful picture of aspects of the problem not
previously considered, and difficulties likely to be encountered in conducting the

research. They are also potential sources of help.
(3) Records and reference books. Sometimes quite a lot of information is available in
local or national records, if access can be gained to them. In examining records, however,

one must be cautious about the way in which the information was collected, its thoroughness
and reliability. . Even if they are faulty in these respects they will provide a view of what
is regularly collected and what might need to be done to get better information during the
course of the planned study.

The review of relevant background information serves several essential purposes. It
helps to identify, with some precision, gaps in knowledge and helps to prevent the repetition
of errors or the unnecessary duplication of work. (Sometimes, however, replication of a
study is desirable to confirm earlier findings.) It also provides information about
research instruments and what has been measured (the study's variables), and it provides
specific information about the setting of the proposed study, the obstacles it might face,
and possible ways of overcoming them. Contacts made during this period may be of
considerable value in helping to smooth the path of the study.

4.2.5 The formulation and statement of hypotheses

Hypotheses are suppositions made about the relationships likely to emerge in the data to
be collected. They may be suppositions about causal relationships, or simply about
correlations believed to exist between different factors. The hypotheses should be based on
some conceptual framework, or even theory, to which the investigator adheres, and be
explicit. But even when hypotheses are little more than educated guesses based on previous
experience and on what has been learned from the background review, some set of assumptions
is being made. Making them explicit will help to clarify the study. Stating the
hypotheses serves several purposes:

(a) It will clarify the specific variables, i.e., the types of information believed to
be relevant to the study, implicitly eliminating those which are not. Thus in a study about
the outcome of adolescent pregnancy the hypothesis that greater maternal and child morbidity
and mortality is associated with low infant birth weight will require the measurement of
birth weight, recording of the occurrence of death in the sample of the population studied,
and the identification of any illness and damage to the infant and mother. This particular
hypothesis justifies the collection of data about these variables. Almost certainly in a
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study of this kind, other specific hypotheses will be made, each indicating the need for the
inclusion of variables. At the same time, the statement of these hypotheses and the
consequent selection of variables will, in effect, eliminate variables about which no
hypotheses are made (because no relatlonshlps are believed to ex1st) for example, 'mother's
eye colour", or "father's height'.

(b) It will influence the design of the study, the one most suitable to test the
hypotheses being chosen. Thus in a study based on the hypothesis that there is a difference
between maternal and child morbidity and mortality in women below 18 years compared to those
between 18 and 25 years, the design will require a comparison between those two groups in the
population. '

(¢) It will also, in part, determine the nature of the statistical analysis of data,
again the most suitable to test the hypotheses being chosen, i.e., to confirm or reject the
probable existence of a relatlonshlp between the variables studied. For this reason
hypotheses should be stated in specific languége, and should be testable by the empirical
findings of the study.

(d) If the hypotheses are stated prior to data collection, this will permit conclusions
to be drawn from the statistical analysis. An exploratlon of the data after the hypotheses
have been tested may legitimately lead to the generation of additional hypotheses, which may
then be tested in further studies. However, they cannot be fully confirmed or rejected on
the basis of the original study, which was not designed to test them. ‘

The‘confirmation and rejection of hypotheées in successive and related studies leads to
the development of theory and advances the general body of knowledge in a scientific manner.

4,2.6 Research design

Central to every research project is its research design. Selecting the appropriate
design to fulfil the objectives and adequately test the hypotheses may require expert help.
It is useful, however, to understand that the requirements of the design are that it requires
methodology which will confirm or reject the hypotheses by eliminating explanations other
than those which obtain between the variables measured in the study.  The design will
influence the choice of a target population and the way in which a sample is drawn from it,
and it will help to determine the procedures and research instruments most appropriate to
extraction of the information needed from the sample. In this context, it may be useful to
mention two of the many types of design that exist: (a) those that are purely descriptive,
and (b) those that set out to test hypotheses. about the relationships between the variables
under study ~ some of these are called experimental or quasi-experimental designs. It is
often useful for descriptive studies to be followed by experimental ones.

(a) Descriptive studies are most useful when very little is known about the basic facts
of a situation. An empty cell in Grid I, which calls for a display of needs and problems
facing adolescents in a given society, may highlight the need for a descriptive study to
gather adequate baseline information. An item in a cell about which little background
information is available may also suggest the need for a descriptive study. Such a design
will call for the acquisition of information about pertinent variables, including their range
and distribution in the population of interest. For example, if it was believed that there
was an increase in sexual promiscuity among teenagers in a given society, together with a
probable increase in unwanted pregnancies and sexually transmitted disease, an ultimate goal
of policy-makers might be to reduce sexual promiscuity through programmes of sex educetion.
Before such an activity was implemented,. however, it would be of vital importance to conduct
a descriptive study designed to gather information about what a certain population of
adolescents currently know about sexuality and related issues, what their views are about
them, and how they might like to be helped. The distribution of differences in knowledge
and attitudes among male and female adolescents of different ages and circumstances would
then be examined, and would be likely to generate hypotheses about further research and
service provision. ' '

(b) Experimental studies might be called for once such information has been gathered.
In one such design, for example, it might be hypothesized that prov1d1ng sex education to one
segment of the adolescent population would be beneficial in improving their state of
knowledge, and altering their beliefs and behaviour in such a way that sexual promiscuity
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would be reduced. To test this hypothesis, however, the design must not only provide for
the detection of any change in the group exposed to the programme of sex education by
measuring the variables both before and after the introduction of a programme, but it must
also ensure that no alternative factor, such as an influx of éourists in a holiday season,
could account for the change. To do so it will be necessary to include a comparison (or
“"control") group in the design, of adolescents drawn from the same population as those
exposed to the programme of sex education, who are treated identically over the same time
period with the single exception that they are not exposed to the programme. This design is
an experimental one in that something in the environment is manipulated and its effect
measured, and an evaluative one in that it will be possible to judge the success of the
programme in achieving its goals if the design is rigorously implemented. In many cases,
however, it is not possible to manipulate factors in the enviromment either for ethical or
practical reasons. It is nevertheless sometimes possible to make use of a "natural
experiment (using a '"quasi-experimental" design) which takes advantage of changes that are
occurring anyway, for example, the opening of a new antenatal clinic, and the study of its
impact. Great care must be taken, however, in ensuring that the design is rigorous enough
to avoid alternative explanations of any change. While a detailed discussion of these is
beyond the scope of this work, the reader might refer to the sources indicated below, and/or
seek expert advice at the time the study is being planned.ls2

Experimental study designs may be of several types including:

(1) case-control designs, in which groups of individuals are selected in terms of
whether they do (cases) or do not (controls) have the characteristics whose etiology is being
studied;

(2) cohort studies, in which hypotheses about the causes of a condition are tested by
identifying a group (cohorts) to be studied in terms of characteristics prior to the
appearance of the condition and observed over a period of time to determine the frequency
with which the condition occurs;

(3) cross-sectional design, in which measurement of cause and effect are made at the
same point in time, usually retrospectively;

(4) 1longitudinal studies, in which observations are made about two points in time (even
if both items are collected simultaneously);

- (5) prospective studies, in which data are collected or events occur after the start of
the study, usually requiring several years to complete; and

(6) retrospective studies, in which data are collected about events which occurred
prior to the start of the investigation - often open to dangers of unreliability or
distortion of memory.

4.2.7 The sample

Having identified the target population, i.e., the population to be studied and to whom
the findings will apply, it is nearly always possible and usually desirable to select from
that population a smaller number of people (or other units of study, such as records) from
whom inferences may be made about the whole population. It is desirable because it is
usually too costly in time and manpower to study the whole of a population, and also because
a sample will permit greater in-depth investigation because of the smaller numbers

involved. The sample should be large enough to permit statistical tests to be performed on
sub-groups within the sample, and it must be representative of the population from which it
is drawn. The legitimacy of generalizing from the study's sample to the target population

is highly dependent, however, on two factors: the method used to draw a sample from the
population; and the success in implementing the method.

1 campbell, D.T. & Stanley, J.C. (1963) Experimental and quasi-experimental designs
for research. In: Handbook of research on teaching, Chicago, Rand McNally.

2 Gravel, R.J. (1979) Guide méthodologique de la recherche, Sillery, Quebec, Les
presses de l'Université du Québec.
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4.2,8 Sampling procedures1

There are basically two types of sampling procedure: probability sampling, in which it
is possible to measure the likelihood that a unit of the population is included in the sample
in order to determine the degree to which it is representative - virtually essential if
biases are to be avoided; and non-probability or selective sampling, which does not rule out
the risk that the sample is not representative of the population.

For most studies probability sampling is preferred. There are many ways to achieve
such a sample. Among the most commonly used are: (a) random sampling, in which all members
of the population have an equal chance of being included; (b) stratified sampling, in which
the population is divided into groups (or strata) accordlng to a common feature of the
members of the group, following which each group is randomly sampled; (c) area sampling, in
which an area is geographlcally subdivided, and the subdivisions are then randomly sampled;

and (d) cluster sampling, in which groups of units, like the inhabitants of city blocks, are
selected at random, and all the units within those clusters are then sampled. Various

combinations of such sampling techniques may sometimes be employed, but again, unless the
investigator is well versed in such procedures it is best to consult an expert.

Having selected a sampling procedure that will provide a sample representative of the
population to which the findings will be referred, it is important that it be conducted
carefully and thoroughly. One of the main hazards inherent in sampling is the refusal of
those selected to participate in the study. For ethical reasons (as well as scientific
ones) it is not acceptable to coerce or unfairly influence unwilling individuals to take
part. It is important to keep a record of those who refuse and learn what is possible about
them and their reasons for refusal to be able to estimate in what ways the sample is likely
to be less than perfectly representative of the target population.

As indicated in the discussion of research design (sub-section 4.2.6), it is often
desirable to have a compariqon or control group. The units of this group must be parallel
to the study group and drawn in the same way from the same population, with the exception of
the one factor being studied. There are a number of ways of selecting the control group,
including: (a) random allocation in which each individual selected has an equal chance of
being either in the study or control group, and (b) matching, in which each member of the
study group is paired with a member of the control group who is similar in certain
characteristics, e.g., age, parity, marital status. This method has the disadvantage of
eliminating the characteristics on which the individuals are matched as possible explanatory
factors. Other ways of providing adequate comparisons are by examining the individuals in
the study group before and after any "treatment" is applied, or by comparing the study group
with the remainder of the population from which it has been drawn, whlch has not been exposed
to the "treatment" under study.

4.2.9 The selection of variables

The variables are the units of information the researcher will collect in order to test
the hypotheses, or prov1de the descrlptlon called for. In an experimental study, variables
may be described as "independent' and "dependent', the independent ones being those which
are introduced - such as information about reproductlve processes and sexually transmitted
diseases provided in a programme of sex education, and the dependent ones being those on
which the impact of such information is measured, such as changes in the state of sexual
knowledge, beliefs or behaviour of the people in the sample after exposure to the
programme. Once the specific variables have been identified it is possible to move on to
the next step in the plan. In descriptive studies variables will be selected which relate
to the factors under study. ’ ’

! For useful exposition of sampling techniques see: Omran, A.R. (1980) The
Clark-Omran system of research design in epidemiology, Chapel Hill, NC, University of North
Carolina; and Gravel, R.J. (1979) Guide méthodologique de la recherche, Sillery, Quebec, Les
presses de 1'Université du Québec.
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4.2.10 The selection and/or development of research instruments

For each variable identified some means of measuring its existence and dimensions in ‘the
sample must be employed. ' The research instruments are the means of collecting such
information (or '"data"). These instruments may take many forms, including: (a) already
existing records, (b) self-administered questionnaires, (c) interview schedules in which a
member of the research team asks questions of a member of the sample following a pre-designed
format, (d) physical instruments of measurement such as a weighing scale or tape measure, and
(e) rating scales by means of which independent observers are asked to judge a characteristic
of members of the sample and estimate its relative strength as, for example, the degree of
cooperation the interviewee exhibited during the course of the interview. It is common to
use more than one instrument in the course of any study.

A number of considerations must be taken into account when choosing or developing an
instrument. First of all, it must be able to elicit the specific information called for as
precisely as possible. If a questionnaire or interview schedule is used the wording must be
clear and, of course, in the language and idiom of the members of the sample (or "the
respondents") being asked the questions. The questions must be put in a neutral way such
that the respondent is unaware of the researcher's biases and does not try to please at the
expense of being truthful. The sequence of questions should proceed in a natural way so
that one question smoothly leads to the following one, but questions of a highly sensitive
nature are usually best left to the end of the questionnaire or interview so as not to deter
the respondent from being frank about the others.

For each question posed there will be some expectation on the part of the researcher
about the possible range of answers to it. A question such as: "How many living children
do you have?" may seem straightforward and only a single numerical reply seems called for,
yet, when put to someone who may have grown children with whom they have lost contact, or
babies whom they did not rear, the answer may be "don't know". Provision should always be
made for such a reply, as well as an indication of "no response". A question in which the
possible responses are limited, such as, "Are you legally married?", are sometimes called
"closed" questions, in which the possible answers (or "options") may appear opposite the
question to be ticked "yes", "no", "don't know" or "no response". A question with a less
clearly defined range of possible answers such as "What made you decide to marry when you
did?" might be termed an "open" question. However, it should be followed by a narrowing of
response possibilities such that specific information is ultimately obtained. It is common
to move from open questions to closed ones in a questionnaire or interview sequence. It is
of prime importance to ensure that ultimately the possible responses are mutually exclusive,
i.e., that no more than one of the options can be selected in response to the question.

This will avoid ambiguity in the interpretation of the data.

A decision as to whether to use a self-administered questionnaire or an interview
schedule should be based on several factors. A questionnaire has the advantage of being
anonymous — if it is used with that end in mind - and may therefore permit greater frankness
than a personal interview. It is also possible to use it on a wider scale as it is simpler
and-usually cheaper to administer. It is, however, also easier not to answer questions, or
to misunderstand them, or in some circumstances to refuse to respond altogether. Naturally,
it cannot be used unless the respondents are literate. An interview schedule has the
advantage of greater flexibility (though it should be structured beforehand and administered
in as uniform a way as possible) in that sections that do not apply to the respondent may be

skipped. It is of course highly dependent on the skill of the interviewer who must
establish a good rapport, communicate and be understood easily, and not introduce any hint of
bias in the way the questions are posed. It is often best if the interviewer is from the

same ethnic group or social class as the respondent, and it may sometimes be preferable if
he/she is of the same sex.

In most cases, whether questionnaires or interviews are used, they will almost certainly
have to be designed specifically for the study planned. The use of instruments taken from
other studies runs the risk of introducing extraneous and irrelevant questions, or questions
worded in a way unsatisfactory for the sample being studied, and of being in an inappropriate
format. To develop an instrument specifically for ‘the study, however, will require a trial
in which it is used on members of the target population (or the nearest equivalent) who will
not be included in the sample.
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When measuring instruments such as rating scales or tests of some kind are used which

have been developed abroad, they must be adapted for the local culture. If they have been
produced in another language a preferred method of ensuring that it is equivalent 1n meaning

is to translate it from the original into the local language, and then to have it translated
back into the original by someone else. The process should continue until equivalence is
achieved. But there are more subtle considerations regarding cultural equivalence which
must be made by the local investigator.

Reseatgh instruments, whether borrowed or developed, must have two other characteristics
for scientific use. They must be 'reliable", i.e., the instrument must consistently measure

the same things; and they must be 'valid", i.e., they must measure what they purport to
measure. It is possible to introduce checks of both reliability and validity into the

research plan.

Thorough preparation for the use of the instruments. by the research team is necessary.
A detailed guideline to their administration as well as training in their use is essential if
data are to be collected in a systematic way.

In designing the format for a research instrument, a decision must be made as to whether

the data will be processed and analysed by computer. For some small studies and in some
purely descriptive studies it may not be necessary. In any case, however, the design of the

instrument should facilitate the extraction of information in the most efficient way which is

least prone to error. A system of numbering the possible responses (the options) to each
question is called coding and is best incorporated into the instrument as it is developed

(precoding) rather than afterwards. If a computer is to be used a member of the computer

staff should be consulted to ensure compatibility of the format with the requirements of the
computer. At the same. time the members of the research team should be trained in coding

procedures to facilitate data processing.

4.2.11 Data processing

The planning of data processing requires decisions about the best ways to extract key
information from the variables measured in the research instruments so that they may be used
to provide fully descriptions of the study sample and/or test hypotheses about them. If the
sample and the number of variables are large, and if the analysis of relationships in the
data is expected to be complex, it is usually best to use a computer and consultations with
the computer experts must be held prior to the design of the research instruments. When the
data are precoded the numbers are usually transferred from the research. instruments to coding
sheets and from these punched on to cards. Whenever data are transferred the possibility of
errors increases and checks must be built into the system. The cards can then be sorted
manually or by machine to extract data from them. If a computer is used instructions must
be given to it in an appropriate language. The researcher will communicate his needs to the
computer programmer who will then translate the requests into computer language. The data
can be stored on cards or transferred to magnetic tapes or discs which can hold an enormous
amount of information, thus increasing the possible ways in which the data may be analysed at
the time of the study, as well as in the future.

4.2.12 Statistical analysis of the data

The planning of data analysis should be dome at the time the hypotheses are made and the
research design selected, in consultation with a statistician. The purposes of the analysis
will be determined by the researcher in accordance with the hypotheses to be tested about the
population under study. The analysis will measure the relationships among the variables of
the study and in an experimental type of design conclusions may be drawn about the level of
significance of the relationships found. When hypotheses are said to be confirmed it is
because the tests suggest that there was only a low probability, usually less than 5% or 1 in
20, that the relationships found might have occurred by chance. There are many constraints
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determining which tests are appropriate as well as how they should be usedl including the

dimensions, nature, and quality of the data, and a statistician should be consulted in
advance to evaluate the possible choices.

The computer programmer will be able to say whether the required tests are already
available as a ready-made programme in the computer library, or whether a new one will have
to be developed (a more costly process). It is important for the researcher to bear in mind
the main priorities of the study, given the scientific and budgetary constraints, and to make
the decision on that basis.

4.2.13 Procedures and the time/work plan

Once the major decisions have been made about the research design, the research
instruments required, and the nature of the data-processing methods likely to be used, it is
invaluable to plan the actual work procedures step by step and display them graphically in a
time/work plan as illustrated in Fig. 4.

An example of one such set of procedures is outlined below in condensed form:

(1) Procurement of cooperation from appropriate agencies: month one

(2) Development of research instruments: month two

(3) Statistical (and computer) consultation: months two and twelve

(4) Pretest of research instruments: month three

(5) Training of research staff: months three and four

(6) Final production of research instruments: month four

(7) Data collection: months five through ten

(8) Preparation of progress reports: months six and twelve

(9) Data processing: months six through twelve

(10) Data analysis: months thirteen through fifteen

(11) Interpretation and write-up: months sixteen and seventeen

(12) Reproduction and distribution of final report: month eighteen

4.2.14 Selection of research staff

This procedure should indicate all the personnel or types of personnel expected to
participate in the project. This will normally include: (a) a principal investigator who
is responsible for the overall conduct of the project, (b) a project director (not
necessarily full-time) who will assume day-to-day management of the project and be 'involved
throughout from the planning stages to completion of the project, (¢) research staff
responsible for interviewing, questionnaire administration, and/or measurement, among other
duties, who must be chosen for their likely acceptability by the respondents, (d) clerical
staff who may be involved in the coding or transfer of coded information to coding sheets,
and record keeping, and (e) secretarial staff responsible for typing, filing, correspondence,
etc. It is usual for research staff to be supported by local consultants brought in for
special purposes as necessary - a statistician to help in the design of the study and data
analysis, a computer programmer, a translator, etc.

lschwartz, D. (1963) Méthodes statistiques 3 1'usage des médecins et des biologistes,
Paris, Editions Médicales Flammarion, Paris; Siegel, S. (1956) Non-parametric statistics
for the behavioural sciences, New York, McGraw Hill; and Swinscow, J.D.V. (1980) Statistics
at_square one, London, British Medical Association.
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FIG. 4. EXAMPLE OF A TIME/WORK PLAN FOR A RESEARCH PROJECT
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4.2.15 Planning the budget

For most studies funds will be sought and a budget needs to be planned. The cost of
the study will be determined by a number of factors including the size of the sample, the
time and salaries of research personnel and consultants required, the costs of data
collection and data analysis, and the costs of reproducing reports and research
instruments. In planning the budget it is most helpful to use a time/work plan such as the
one outlined in sub-section 4.2.13. It is best to budget separately for each year of the
study and to include the following items:

(a) Personnel - showing the title and name, if known, and amount of time and salary for
each person to be employed. This should include consultants brought in from outside.

(b) Supplies - an itemized account of materials and equipment needed; the costs of
reproducing reports should also be included here.

(¢) Communication costs — including anticipated telephone calls, cables, and local and
foreign correspondence.

(d) Transportation costs — including local travel for interviewing or questionnaire
administration and any meetings.

(e) Subject costs —- depending on the type of study this may include some small
emoluments for service providers, or the respondents themselves. As it is essential for
ethical reasons that participants freely agree to participate, payment to respondents should
be kept to a minimum if 1t is necessary at all.

(f) Data-processing costs -~ these are likely to include the costs of punching,
programming, and computer analysis and should be discussed with the responsible individuals
at a computer centre. These costs will largely be determined by the size of the sample, the
number of variables to be considered, and the complexity of the data analysis, which may call
for the writing of new programmes.

A separate budget should be worked out for each year of the study as costs will usually
vary from year to year. Thus in the first few months of the study funds will be needed for
instrument development, pilot testing and consultation. During the data collection phase
there is often a heavier demand on interviewer time, and local travel costs. During the
latter part of a study more funds will be needed for data analysis.

4.2.16 Ethical aspects

The rights of individuals asked to participate in the study must always be considered,
and procedures for protecting those rights spelled out. These include the following:
(a) The respondent should be informed of the purpose of the study and what will be required
of him/her. It must also be clear that the respondent has the right to refuse to
participate without any adverse consequences, and can refuse to answer questions if he/she
does participate. (b) Informed consent must be obtained - written consent from the
respondent or the respondent's guardian may sometimes be required. (c) Procedures must be
established for keeping the data confidential and anonymous so that no individual may be
harmed by the dissemination of private information. The use of numbers instead of names
during the study, and the destruction of the code afterwards, is one way to preserve
confidentiality. Access to locked files should be available only to the researchers who
need it. (d) Incentives must be used carefully - as noted earlier, they must not be used in
such a way that people who would otherwise refuse to participate in the study, feel they must
do it for the incentive; however, it is sometimes desirable to compensate people for their
participation in a study if by doing so they incur losses. (e) An institutional ethical
review committee should ensure in writing that all ethical requirements have been met. (£)
Finally, of course, it should be ensured that laws and ethical cultural constraints are not
violated.
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4.2.17 Research utilization

Once the research plan is completed, it is useful to review how the findings of the
study might best be utilized to have an impact on the research problem initially selected for
study. There are a number of ways in which this can be-achieved including the following.

(a) Direct feedback can be provided to the participants of a study, preserving
individual anonymity where ethically required, but giving information about the nature and
extent of difficulties uncovered, and whatever agreements and disagreements exist among
subgroups of the sample following scientific identificationm.

(b) The findings can be communicated to those in a position to have an impact on the
problem - such as policy-makers, the managers and administrators of services, and
professional bodies.

(¢) The findings can be published in both professional and scientific literature, to
stimulate and inform other researchers and, where appropriate, through the mass media, to
inform and influence the public at large. :

(d) The findings can be presented personally at appropriate meetings and seminars,
where those in contact with the target populations may learn in a first hand and relatively

informal way what the study has uncovered.



TABLE 3.

GRID III:

REPRODUCTIVE HEALTH (EXAMPLES)

RESEARCH STUDIES ASSOCIATED WITH ADOLESCENT

Stage/event

Areas of Concern

(a) Psychological

(b) Social

(c) Medical

(d) Econemic

(e) Educational

(f) Legal

1. Sexual
maturation

(1) Cross-sectional
study normal young
schoolgirls, older
schoolboys, interviewer
questionnaire

(1) Sociometric
study of 2-grade
levels (Cross-
sectional or 2-year
early puberty
period)

(2) Anthropological
study of maturity
rites

(1) Menstruation

study (longitudinal)
(2) Ovulation study

(longitudinal)
(3) Sexual
maturation in boys

(1) Control study
of comparable
group of young
adolescents - given
and not given sex
education

(2)- Comparison and
effect of (a) type
of presentation
(b) nature of
content

~N

Marriage/
consensual
union

Cross—sectional study of
newly-wed couples -
timing and decision~
making

Study of partners'
families' views
on reproduction

Study of use of
counselling and
health services
by young couples

Survey of econ.
planning and use
of assistance by
couples

Effect on education
of partner

Prevalence of
dowry system

3. Sexual
intercourse

(1) Cross-sectional,
confidential, anonymous
questionnaire

(1) Congruence and
dissidence of views
of parents, teachers,
peers and other sig-
nificant persons

on same subject

(1) Cross-class/
ethnic look at

sexually trans-
mitted diseases

(1) Use of
prostitutes by
adololescent
boys, costs and
consequences

(1) Retrospective
study of state of
knowledge at first
intercourse for sex
versus non-sex
education groups

(1) Gatekeeper
study on changes
in legislation

=~

Contraception

(1) Choice and use study,
boys and girls separately
~ alternatives

- costs

- efficlencies

= outcomes

values

(1) User system
interaction study of
service utilized by
adolescents

(2) Views of other
significant persons
concerning
adolescent use of
contraception

and services

(1) Effect of
hormonal contra-
ception on
maturation
(longitudinal
study)

(1) See 4b(1) for
subjective
service/products
costs versus
objective costs

(1) Natural experi-
ment. Comparison

of availability of
information versus
lack of it

(2) Comparison of
matched groups reac—
tion to differing
(a) types of
presentation

(b) content

(1) Gatekeaper
study on changes in
legal availability
of services,
information,
counselling,
products

5. Pregnancv

(1) Comparative study of:
(a) young unmarried
adolescent

(b) young married
adolescent

(¢) young adult

-~ all stages of

pregnancy

(1) Decision-making
in forced marriage
(2) Views of other
significant persons
concerning adoles—
cent pregnancy

(a) antecedents

(b) services

(¢) outcome/
consequences

(d) future plans

(1) Complications
of pregnancy in
young nulliparous
adolescents versus
pregnancy

in young
nulliparous adults

(1) ‘Cost/benefit
study of costs of
antenatal care
versus non-care
concerning
pregnancy outcome

(1) Comparison of
pregnant girls per-—
mitted to remain in
school versus those
expelled - short-
and long-term
consequences

(1) Cross-cultural
study of legal
benefits/costs

to pregnant
adolescent

(2) Adolescent
father's rights and
obligations




TABLE 3, (continued)

Stage/event

Areas of Concern

(a) Psychological

(b) Social

(c) Medical

(d) Economic

(e) Educational

(£) Legélr

6. Induced
abortion

(1) Pre-abortion survey
of views of adolescent
(2) Study attached to
pregnancy testing service
(3) Retrospective study
of legal abortees

(4) Psychological cost
study hospitalized
(illegal) abortees

(1) User-system
interaction study
where service legal
(2) “"Gatekeeper"
study of significant
groups to establish
(a) present situation
(b) potential change
where legislation
restrictive

(1) Within hospital
study cof septic or
incomplete abortioas
(2) Retrospective
survey of abortion
history .of couples.
with fertility
problem versus
normal sample
post-partum

(1) Costs including
hidden costs of
seeking and having
safe abortions
for adolescents

- (2) Costs of un-.

safe abortion ver-
sus safe abortion
versus childbirth
for adolescents

(1) Study of cross-
section of public on
beliefs about avail-
ability, accessi-
bility, costs and
consequences of
abortion for
adolescents |

(1) Review of law
and beliefs about
law of unmarried/
adolescent con-
cerning consents
(2) "Gatekeeper"
study concerning
potential

changes 1n
legislation

7. Spontaneous
abortion/
childbircth

(1) Follow-up to pregnancy
study (see cell 5a); is
severe reaction

(a) predictable?

(b) preventable?

(1) Beliefs about
causes of sponta-
neocus abortion and
stillbirth among
parental generation

(1) Midwife/TBA
prospective study
of causes and con-
sequences of spon-
taneous abortion/
stillbirth in rural
adolescent mothers

(1) Review of type,
contents and
manner of
presentation of
prenatal care
provided to
adolescents

(1) Review of legal/
administrative
requirements for
adolescent

mothers concerning
burial, reporting
inquest, etc.

8. Live
childbirth

(1) Comparison of adoles-
cent mothers with first
birth concerning reaction
to birth vis-2-vis

(a) unwanted

(b) unplanned but
acceptable

(c) planned

(2) Comparison of young
mothers with young non-
mothers concerning

plans, aspirations

(1) Couple study
concerning degree
of congruence/
dissonance
husband/wi fe

(a) antecedents
(b) reactions

(c) plans

(2) Views of
significant
persons on timing
of second birth

Comparison of baby
health status with
first born of young
adult mothers

(1) Costs of ser-
vices to adoles-
cent mothers com-
pared with young
adult mothers

(2) Economic
effect of child-
bearing on young
adolescent
mother/couple

(1) See 7e(1)

_maternity aand

(1) Comparative
review of

child benefits

(a) adolescent
versus adult

(b) unmarried versus
married adolescent

9. Adoption

(1) Study of decision-
making process

"(2) Comparison of impact

of adoption on mother
with

(a) unmarried mothers
keeping infant

(b) married mothers
keeping infant

(c) antecedents of
adoption

(1) Study of
pressures from sig-
nificant persons for
and against adoption
(2) Comparison of
adoption procedures
for adolescent
mothers versus adult
mothers and likely
consequences

(3) Impact on
adolescent Ffathers
(4) Placement of
adopted ¢hildren
(i.e., family versus

_institutionalization)

(1) Comparative

matched study of
long-term follow-
up adopted versus
non-adopted child

(1) Cost of
adoption proce~
dures to relevant
parties keeping
child

.of child

(1) Review of

legai rights and
responsibilities
of adolescent mothers
and fathers versus
adults and ‘rights

10. Child-~
rearing

(1) Comparison of young
adolescent mothers with
young adult mothers con-
cerning child-rearing
(a) anxieties

(b) practices

(c) satisfactions

(1) Couple study of
(a) shared/segregated
responsibilities

(b) plans for child
(¢) plams for future
children

(1) Infant mortality
and morbidity in
cross—section of
young adoclescent
mothers according

to marital status,
desire for a child.
age of husband

(1) Proportional

budget expenditure
comparisons young
adolescent couple

.versus young

adult- couple
(2) Effect on’
family earning
power

(1) Availability
and accessibility
of health care
information advice,
and services geared
to adolescent
mothers

(1) Review of
legal rights and
responsibilities
of adolescent mothers
and fathers versus
adults and rights
of child
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