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The World Health 
Organization’s work on 
adolescent sexual and 
reproductive health

This paper describes the World Health 
Organization’s (WHO) work on ado-
lescent sexual and reproductive health 
(ASRH). It contains five sections. The 
first section examines the place of ASRH 
in the WHO’s overall work. The second 
looks back at selected aspects of the or-
ganization’s work on ASRH. The third 
states the principles that guide the or-
ganization’s work on ASRH. The fourth 
outlines the rationale for the organi-
zation’s work on ASRH. The fifth pres-
ents both an analysis of where the ASRH 
field currently stands and what differ-
ent WHO headquarters departments, 
regional offices, and country offices are 
doing—in conjunction with a range of 
partners within and outside the United 
Nations system—to respond to the many 
needs that exist. In some activities, the 
focus of the WHO’s work is exclusively 
on ASRH, whereas in others, its ASRH 
work is closely interwoven with its work 
on adolescent health in general.

ASRH is an integral part  
of the WHO’s work program

The WHO’s“Eleventh General Pro-
gramme of Work” [1] sets out the or-
ganization’s long-term vision. The 
WHO’s“Medium-Term Strategic Plan for 
2008–2013” [2] translates this vision in-
to 13 complementary strategic objectives 
and provides the basis for detailed oper-
ational planning and management [2]. It 

has guided the development of plans and 
budgets for the 2008–2009, 2010–2011, 
and 2012–2013 biennia. It has also pro-
vided the basis for results-based manage-
ment, through the definition of clear and 
measurable expected results for each level 
of the organization–country, region, and 
headquarters–and the organization as a 
whole.

ASRH is addressed in three of the organi-
zation’s 13 strategic objectives:
F		Strategic objective 2: HIV/AIDS, 

 tuberculosis, and malaria
To combat HIV/AIDS, tuberculosis, and 
malaria.
F		Strategic objective 4: Child, 

 adolescent, maternal health,  
and aging

To reduce morbidity and mortality and 
improve health during key stages of life, 
including pregnancy, childbirth, the neo-
natal period, childhood and adolescence, 
and improve sexual and reproductive 
health and promote active and healthy ag-
ing for all individuals.
F		Strategic objective 6: Risk factors 

for health
To promote health and development, and 
prevent or reduce risk factors for health 
conditions associated with use of tobac-
co, alcohol, drugs, and other psychoactive 
substances, unhealthy diets, physical inac-
tivity, and unsafe sex.

This ensures that activities relating to 
ASRH are an integral part of the WHO’s 

work. They are planned, budgeted, imple-
mented, monitored, and reported on.

Many different WHO units and indi-
viduals contribute to the organization’s 
work on ASRH. At the headquarters level 
of the organization, the lion’s share of the 
work on ASRH is done by departments 
in the Family Women’s and Children’s 
Health Cluster: Maternal, Newborn, 
Child and Adolescent Health; Reproduc-
tive Health and Research; and Immuni-
zation, Vaccines and Biologicals. Others 
that contribute to the organization’s work 
on ASRH are the HIV/AIDS department 
in the HIV/AIDS, TB, Malaria and Ne-
glected Tropical Diseases Cluster (on 
HIV prevention, care, support and treat-
ment); and the departments of Violence 
and Injury Prevention and Disability (on 
preventing violence), Mental Health and 
Substance Abuse (on preventing alco-
hol use in the context of pregnancy) and 
Chronic Diseases and Health Promotion 
(on school health) in the Non-Commu-
nicable Disease and Mental Health Clus-
ter. Each of the six regional offices of the 
WHO is organized slightly different-
ly, but they all have counterpart units 
and officers for the departments named 
above. These officers oversee and sup-
port regional activities in their areas of 

WHO uses the term “adolescent” to denote indi-
viduals between 10 and 19 years and the term 
“young people” to denote those between 10 
and 24 years.
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responsibility (e.g., the activity portfo-
lio of the regional adviser for Maternal, 
Newborn, Child and Adolescent Health 
would include some activities on ASRH). 
At the country level, staff members tend 
to be responsible for several work areas. 
For example, a National Professional Of-
ficer may be responsible for sexual and 
reproductive health, neonatal and child 
health, adolescent health and gender. 
They draw upon the expertise of region-
al and headquarters colleagues to sup-
port country-level work.

This adds up to ensuring that at all 
three levels of the organization there are 
work plan items and budgets as well as 
units and individuals working on ASRH.

The WHO’s work on ASRH 
today builds on over 
25 years of experience

The WHO’s work on preventing HIV in 
young people was started by the “Special 
Programme on AIDS” and its successor 
the “Global Programme on AIDS” in the 
second half of the 1980s. The systematic 
evidence-based approach to advocacy and 
to providing guidance to national AIDS 
programs that was used over 20 years ago 
is captured in this extract from a state-of-
the-art review [3]:

”…To address (these) objections to dis-
cussing sex in health education programs, 
the WHO Global Program on AIDS com-
missioned three reviews of studies on the 
effects of sex education. Most published 
studies are from industrialized countries. 
While they generally report increased lev-
els of knowledge and some attitude change 
among students who have attended a sex 
education course, it has been established 
that this does not necessarily translate in-
to safe sexual practices. Therefore one of 
the three WHO-sponsored reviews fo-
cused on the behavioral impact of sex ed-
ucation programs as measured by rates of 
teenage pregnancy, abortion, birth, sex-
ually transmitted infections and self-re-
ported sexual activity. The studies in this 
review showed that:
F		Sex education programs did not lead 

to earlier or increased sexual activity 
in young people, even when contra-
ceptives were made available.

F		Sex education programs may delay 
initiation of sexual intercourse, de-
crease sexual activity, and increase the 
adoption of safer sexual practices in 
sexually active young people.”

The 1980s also saw the beginning of at-
tention being paid to ASRH in the WHO. 
Under the auspices of the Family Health 
Division, research studies were carried out 
and tools to support country-level action 
were developed: As was noted in a report, 
to achieve a “multisectoral, interdisciplin-
ary and multiagency approach” to ado-
lescent health, tools were developed for 
“planning action, setting priorities, be-
havioural and attitudinal research, train-
ing in interpersonal skills, evaluation of 
work with young people, and advocacy 
for policy and programmes” [4].

In 1985, the World Health Assembly 
passed its first resolution on adolescent 
health—“Maturity before childbearing.” 
This was followed by the World Health 
Assembly discussions on the Health of 
Youth in 1989 and the subsequent res-
olution. ASRH was discussed at the as-
sembly within the context of adolescent/
young people’s health as a whole: “The 
importance of sexual and reproductive 
health aspects was noted, including the 
need to avoid too early marriage, too 
early pregnancy, childbearing, and par-
enthood for both married and unmar-
ried, and the risk of sexually transmit-
ted diseases and HIV infection leading 
to AIDS” [5]. The discussions at the as-
sembly raised the profile of adolescent 
health in the global public health com-
munity. For example, it contributed to 
the development of the WHO, UNFPA, 
UNICEF Joint Statement on the Repro-
ductive Health of Adolescents: A Strategy 
for Action in 1989, which in turn fed in-
to the preparations for the International 
Conference on Population and Develop-
ment. The discussions led to significant 
developments in the WHO as well. At the 
WHO headquarters, it led to the estab-
lishment of an “Adolescent Health Pro-
gramme” with far-reaching effects for the 
organization. And in the WHO’s region-
al offices, it led to the development and 
implementation of regional strategies on 
adolescent health.

There are many other milestones in the 
WHO’s long history of work on ASRH; a 
long history that provides a solid founda-
tion for the work of the organization to-
day.

A conceptual framework  
guides the WHO’s work  
on ASRH

In 1995, the WHO’s Adolescent Health 
and Development Programme organized 
a Study Group on Programming for Ad-
olescent Health and Development, with 
considerable support from UNICEF and 
UNFPA. One key output of the study 
group was a Common Agenda for Ac-
tion on Adolescent Health and Develop-
ment [6].

The Common Agenda calls for pro-
gramming to aim for the twin goals of 
(a) promoting healthy development to 
meet needs and build competencies, and 
(b) preventing and responding to health 
problems. To contribute to healthy de-
velopment which in turn helps prevent 
health problems, it calls for the delivery of 
a package of interventions, tailored to the 
needs and problems of different groups of 
adolescents—creating a safe and support-
ive environment, providing information, 
building skills, and providing health and 
counseling services.

The Common Agenda stresses the 
importance of placing adolescents at the 
center of policies and programs, but that 
engaging and supporting the many in-
dividuals and institutions around them 
is crucial. It may be useful to think of 
these actors in concentric circles of con-
tact and influence. At the center is the 
adolescent himself or herself. Parents, 
siblings, and some other family mem-
bers are in immediate contact with the 
adolescent and constitute the first cir-
cle. The second circle includes people in 
regular contact with them such as their 
own friends, family friends, teachers, re-
ligious leaders, and others. The third cir-
cle includes musicians, film stars, sports-
men and women, and media personali-
ties who have a tremendous influence on 
them from afar.
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The guiding principles underpinning the 
common agenda are:
F		Adolescence—a time of opportunity 

and risk.
F		Not all adolescents are equally 

 vulnerable.
F		Adolescent development underlies 

prevention of health problems.
F		Problems have common roots and are 

interrelated.
F		Social environment influences 

 adolescent behavior.
F		Gender considerations are 

 fundamental.

The principles and the framework for 
country programming for adolescent 
health described here have emerged 
through the WHO’s work with and for 
adolescents over the years, and shapes 
the way in which the organization “reads” 
their needs and responds to them.

The WHO’s work on  
ASRH is based on a 
sound rationale

There are sound public health, econom-
ic, and human rights reasons for invest-
ing in the health and development of ad-
olescents.

Investing in the health of adolescents 
helps prevent the estimated 1.4 million 
deaths that occur globally every year as 
a result of road traffic injuries, violence, 
and pregnancy-related causes, including 
the consequences of unsafe abortion. It 
can also improve the health and well-be-
ing of many millions of adolescents who 
experience health problems such as de-
pression, anemia, or HIV infection; and it 
can promote the adoption of healthy be-
haviors that could help millions of ado-
lescents avoid health problems that oc-
cur later in life, such as lung cancer re-
sulting from tobacco use initiated during 
adolescence. Finally, investing in adoles-
cent health can prevent problems in the 
next generation such as prematurity and 
low birth weight in children born to very 
young mothers [7].

There is growing recognition of the 
economic benefits of investing in the 
healthy development of adolescents and 
the economic costs of not doing so: Ado-
lescents represent one-fifth of the global 

population; healthy, competent adoles-
cents who enter the work force can raise 
the economic productivity of a country. 
Economists stress the importance of us-
ing this “demographic dividend” for na-
tional development. On the other hand, 
not investing in the health and develop-

ment of adolescents contributes to the 
vicious cycle of ill health and socioeco-
nomic deprivation. For example, girls 
from poor communities are more likely 
than those in more well-to-do communi-
ties to get pregnant during their adoles-
cence. This in turn leads to loss of edu-

Abstract · Zusammenfassung

Bundesgesundheitsbl 2013 · 56:256–261   DOI 10.1007/s00103-012-1606-0
© Springer-Verlag Berlin Heidelberg 2013

V. Chandra-Mouli · P. Bloem · J. Ferguson

The World Health Organization’s work on 
adolescent sexual and reproductive health

Abstract
This paper examines the contribution of the 
World Health Organization to the field of ad-
olescent sexual and reproductive health 
(ASRH) from the early 1980s to the present. 
It is based on published documents and on 
the experiences of WHO staff members who 
have been part of much of this journey. It re-
calls the responses of the organization to the 
(then) new HIV/AIDS pandemic and to the 
first calls for a global public health response 
to early pregnancy. It also highlights select-
ed milestones in the organization’s work in 
the ASRH field over the last 25 years. It con-
cludes with an analysis of where the ASRH 
field stands today and what the organiza-
tion is doing to strengthen the epidemiolog-
ic and evidence base for action, to build con-
sensus and coordination, and most impor-

tantly to support country level action, in co-
operation with organizations within and out-
side the United Nations system. In defining 
its niche in a rapidly evolving and increasing-
ly crowded field, the WHO’s mission on ASRH 
is to contribute to a world in which the im-
portance of ensuring the sexual and repro-
ductive health of adolescents is understood, 
accepted, and acted upon by adolescents 
themselves, by their families and communi-
ties, by the workforces of different sectors, by 
civil society bodies, and by leaders and deci-
sion makers.
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Die Arbeit der Weltgesundheitsorganisation auf dem Gebiet der 
sexuellen und reproduktiven Gesundheit von Jugendlichen

Zusammenfassung
Der vorliegende Beitrag untersucht die Rolle 
der Weltgesundheitsorganisation (WHO) zum 
Thema sexuelle und reproduktive Gesund-
heit von Jugendlichen („adolescent sexual  
and reproductive health“, ASRH) von den 
frühen 1980er-Jahren bis heute. Er basiert 
auf veröffentlichten Dokumenten sowie 
auf den Erfahrungen von WHO-Mitarbei ter-
(inne)n,  die diese Entwicklung begleitet ha-
ben. Er erinnert an die Reaktion der Orga-
nisation auf die (damals) neue HIV/Aids-Pan-
demie und an die ersten Rufe nach einer glo-
balen Antwort der Gesundheitspolitik auf 
Teenagerschwangerschaften. Zugleich be-
leuchtet er ausgewählte Meilensteine der Ar-
beit der WHO zur ASRH in den letzten zwei-
einhalb Jahrzehnten. Der Artikel schließt 
mit einer Analyse der aktuellen Situation 
und zeigt auf, was die WHO heute tut, um 
die  epidemiologische Datenbasis als Hand-
lungsgrundlage zu stärken, um Konsens und 
Koordination aufzubauen und – am aller-
wichtigsten – um Aktionspläne der einzel-

nen Länder in Zusammenarbeit mit Orga-
nisationen sowohl innerhalb als auch außer-
halb des UN-Systems zu unterstützen. Die 
WHO definiert ihre Nische in einem sich rasch 
fortentwickeln den und wachsenden The-
menkomplex und sieht ihre Aufgabe darin, 
zum Aufbau einer Welt beizutragen, in der 
die Bedeutung der sexuellen und reproduk-
tiven Gesundheit von Jugendlichen nicht nur 
verstanden und akzeptiert, sondern auch als 
Anlass zum Handeln begriffen wird. Dies gilt 
für die Jugendlichen selbst ebenso wie für 
ihre Fa milien und ihr gesellschaftliches Um-
feld, für die Fachleute der verschiedensten 
Sektoren, für die Gremien der Zivilgesell-
schaft sowie für Führungspersönlichkeiten 
und Entschei dungsträger.

Schlüsselwörter
Weltgesundheitsorganisation · Sexuelle  
Gesundheit · Reproduktive Gesundheit ·  
Jugendliche · Überblick
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cational and employment opportunities, 
keeping them in poverty [8].

Almost all countries are signatories to 
the UN Convention on the Rights of the 
Child, which clearly states that adoles-
cents have the right to obtain the health 
information and services they need to 
survive and to grow and develop to their 
full individual potential, and reiterates the 
obligations of governments to fulfill their 
rights in all areas, including sexual and re-
productive health.

The WHO’s work on 
ASRH is based on the 
evolving field of ASRH

The place of ASRH in the 
global public health agenda

ASRH is higher on the global public 
health agenda than ever before. Firstly, 
through the inclusion of adolescent-spe-
cific indicators and targets, the Millen-
nium Development Goals gave ASRH a 
clearly defined place in the global pub-
lic health agenda. The importance of ad-
olescents in the global effort to achieve 
the Millennium Development Goals has 
been further reinforced in recent reports, 
e.g., an annual progress report published 
by United Nations in 2011 noted that: 
“Reaching adolescents is critical to im-
proving maternal health and achieving 
other Millennium Development Goals” 
[9]. Secondly, in April 2012 at the 45th 
session of the Commission on Popula-
tion and Development, a resolution was 
adopted on strengthening country-level 
action to meet the needs and fulfill the 
rights of adolescents to sexual and re-
productive health [10]. Thirdly, in May 
2012 at the World Health Assembly, rep-
resentatives from nearly 30 countries 
made statements of commitment to pre-
venting early marriage and pregnancies 
among adolescents [11]. While ASRH is 
high on the global public health agenda, 
there is still some lack of willingness to 
provide adolescents with sexuality edu-
cation (especially in early and middle 
adolescence) and to accept that at least 
some adolescents have sex before mar-
riage and need reproductive health ser-
vices and commodities, such as contra-
ceptives and condoms.

Through its advocacy and technical 
work in conjunction with partners with-
in and outside the United Nations system, 
the WHO has contributed to raising the 
profile of ASRH. The WHO works with 
these partners to maintain the place of 
ASRH in the global agenda by engaging 
actively in the International Conference 
on Population and Development +20 and 
Millennium Declaration +15 review pro-
cesses. This is to ensure that when the new 
agendas are set, they are fully informed by 
the realities on the ground—both on the 
needs of adolescents and on the response.

The state of adolescent 
epidemiology and 
program monitoring

There are more epidemiologic data on 
ASRH in the public arena than there were 
even 5 years ago. For example, just in the 
last 4 years, the WHO has collaborated in 
or led the publication of global estimates 
of pregnancy-related mortality in adoles-
cents aged 15–19 years, global estimates of 
births to adolescents aged 12–15, and glob-
al estimates of unsafe abortion that in-
clude adolescents [12, 13, 14]. The WHO’s 
Chronic Diseases and Health Promotion 
Cluster has also supported countries in 
collecting data on the health-related be-
haviors (including sexual behaviors) of 13- 
to 15-year-old school goers in a number 
of countries. Fact sheets on 70 countries 
are posted on the WHO’s website: http://
www.who.int/chp/gshs/factsheets/en/in-
dex.html.

These data provide a firmer ground 
for advocacy and action. But there are 
still major gaps in our collective knowl-
edge. At the global level, for example, es-
timates of sexually transmitted infections 
in adolescents are based on limited and 
outdated data. And at the country level, 
for example, patchy epidemiologic data 
hinder the development of targeted and 
well-designed programs to prevent poor 
reproductive health outcomes in adoles-
cents. The WHO is working to identi-
fy and fill the knowledge gaps that exist. 
This includes actions at two levels—first-
ly, gathering, analyzing, and using the da-
ta that are already available; and second-
ly, stimulating and supporting age and sex 
disaggregated data collection in future re-

search studies and programmatic mon-
itoring through health information and 
other systems.

Moving to programmatic monitor-
ing, the health-related Millennium De-
velopment Goals contain some adoles-
cent-specific indicators (on adolescent 
birth rates for goal 5 and on HIV preva-
lence and comprehensive knowledge for 
goal 6). These indicators are in line with 
the indicators identified in the United Na-
tions Special Session on HIV. In addition, 
important areas of ASRH are addressed by 
indicators that are not specific to adoles-
cents and young people but are relevant to 
them (e.g., contraceptive prevalence, goal 
5; and condom use and high-risk sex, goal 
6). Data on these indicators are not always 
gathered disaggregated by age and sex. 
The WHO works with partners to ensure 
that that this is done and that key indica-
tors that are relevant to adolescent health 
programs are included in important mon-
itoring mechanisms such as Countdown 
to 2015. The WHO’s Maternal Newborn 
Child and Adolescent Health Department 
has also worked to gather more detailed 
data from nearly 70 countries on the state 
of national policies and health systems 
and is feeding these data to Ministries of 
Health [15].

The strength of the evidence 
base for policies and programs

In some areas, e.g., sexuality education 
programs, there is strong evidence of ef-
fective interventions. In some other areas, 
e.g., the most effective ways of improving 
the access of adolescents to safe abortion 
services where they are legal, evidence 
from intervention studies are not avail-
able. Between these poles there are many 
areas in which the evidence base of both 
effective interventions and of delivering 
them is weak.

The WHO’s Reproductive Health and 
Research Department has contributed 
to improving our knowledge and under-
standing of the sexual and reproductive 
health of adolescents through social and 
behavioral studies [16, 17]. The WHO has 
also contributed to strengthening the ev-
idence base for action by putting togeth-
er whatever evidence exists and formu-
lating recommendations for action, us-
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ing a transparent and consultative pro-
cess. The systematic reviews on prevent-
ing HIV among young people in develop-
ing countries (Department of Child and 
Adolescent Health and Development), the 
recently completed guidelines on adoles-
cent pregnancy (Department of Maternal 
Newborn Child and Adolescent Health), 
and on preventing intimate partner vio-
lence and sexual violence (Department of 
Reproductive Health and Research) are 
examples of this [18, 19, 20]. Alongside 
this, the WHO has led a process through 
which the global research community has 
identified priorities in research to improve 
adolescent sexual and reproductive health 
outcomes [21].

The level of consensus on 
the package of interventions 
to be delivered

In some areas of ASRH, global consensus 
on the package of interventions to be de-
livered has been forged. One important 
example is the development and dissemi-
nation of guidelines on HIV prevention in 
young people by the United Nations Task 
Team on HIV and young people [22]. An-
other example—going beyond health—is 
the interagency consensus on objectives 
and related action that the United Nations 
Adolescent Girls Task Force is promoting: 
to educate adolescent girls, improve their 
health, keep them free from violence, pro-
mote girl leaders, and count girls in da-
ta efforts [23]. In many other areas, such 
consensus has not yet been reached, e.g., 
on preventing forced sex.

The WHO has contributed to, and 
continues to work actively on, consen-
sus building. This is to ensure that the re-
sources available are used to deliver prov-
en interventions.

The state of coordination and 
collaboration on ASRH

Many international organizations are ac-
tive in the field of ASRH including inter-
governmental bodies such as the United 
Nations and the European Union, and in-
ternational nongovernmental organiza-
tions such as Family Health Internation-
al, Population Council, and Internation-
al Planned Parenthood Association. They 

in turn are supported by numerous gov-
ernmental development agencies and pri-
vate foundations.

Mechanisms for coordination and col-
laboration exist at the global level. The 
two United Nations-supported collabora-
tive mechanisms mentioned before play a 
useful role, as do others such as the Unit-
ed States Agency for International Devel-
opment-supported Interagency Work-
ing Group on Youth Reproductive Health 
http://www.iywg.org/.

Despite these mechanisms, some things 
are duplicated and others fall through the 
cracks. Mechanisms are needed that pro-
vide more incentives to collaborate effec-
tively and to hold organizations account-
able if they do not. The Global Strategy on 
Women’s and Children’s Health is seeking 
to do just this [24].

The state of ASRH work 
at the country level

Many countries have developed national 
policies and strategies on ASRH and on 
HIV—either as part of population-wide 
documents or as stand-alone ones focus-
ing on adolescents. In a small number of 
countries, these policies and strategies 
have been translated into work plans con-
taining activities to address adolescents 
and budgets with funding for these activi-
ties. In most others, they have not.

Large-scale and sustained programs 
are in place in some countries—e.g., sex-
uality education programs in Nigeria and 
Uruguay [25, 26] and health service pro-
vision programs in Estonia and Mozam-
bique [27, 28]. In most countries, howev-
er, implementation is patchy and monitor-
ing and evaluation are infrequently done. 
Where there is no concerted and sustained 
government-led effort, the empty space is 
filled by nongovernment organization-led 
initiatives, which usually are piece-meal, 
small-scale, and time-limited [29].

Barriers to stepping up country-lev-
el action are many. Firstly, policy makers 
and program managers in many places 
seem less committed to ASRH than to is-
sues such as child and maternal mortality 
reduction. Secondly, the paucity of sound 
national data on ASRH mortality and 
morbidity hinders the identification of 
clear priorities. Thirdly, lack of know-how 

on effective interventions, how to measure 
them, and how to cost them translates in-
to weak plans. Fourthly, lukewarm polit-
ical commitment and poorly defined and 
defended priorities feed into weak plans 
that are often unable to attract resources. 
And finally, limited capacity in managing, 
implementing, and monitoring ASRH ac-
tivities and discomfort in dealing with the 
sensitivities around ASRH mean that little 
good work is done even when other pre-
requisites are in place.

In 2010, the WHO’s Department of 
Child and Adolescent Health and De-
velopment developed a framework to 
strengthen the health sector’s response to 
adolescent health, and within the context 
of the framework to systematize and scale 
up health service provision to adolescents 
[30] Using HIV and maternal mortality as 
programmatic entry points, the WHO has 
worked with UN partners (notably UNF-
PA and UNICEF) and others to support 
ministries of health in many countries to 
apply this framework to improve the cov-
erage of quality health service provision 
and its use by adolescents [31, 32].

Conclusion

ASRH is an integral part of the WHO’s 
overall work on adolescent health, which 
in turn is grounded in a life-course ap-
proach to health and well-being. The 
WHO’s work in ASRH has a long histo-
ry. It is based on a sound rationale and 
employs a well-informed and thorough 
framework that has been developed in 
conjunction with a range of partners. 
This evidence-based and consensual ap-
proach has enabled the WHO to place 
ASRH firmly in the global public health 
agenda. On the basis of careful analyses 
of the ASRH situation globally, regional-
ly, and nationally, units responsible for 
different technical areas at all three lev-
els of the WHO are working to contrib-
ute to a world in which the importance 
of ensuring the sexual and reproductive 
health of adolescents is understood, ac-
cepted, and acted upon by adolescents 
themselves, by their families and com-
munities, by the workforces of different 
sectors, by civil society bodies, and by 
leaders and decision makers.
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In 2011, the 64th World Health Assembly 
passed a resolution on youth and health 
risk which (a) acknowledged that ad-
dressing young people is key to attaining 
the three health-related Millennium De-
velopment Goals (4, 5, and 6) and to pre-
venting noncommunicable diseases; (b) 
re affirmed the WHO’s strategies that ad-
dress the major health risks facing youth; 
and (c) urged WHO member states to ac-
celerate action as appropriate, and to de-
velop policies and plans to address the 
main determinants of health affecting 
young people, including health-related 
behaviors and their impact on health at 
later stages of life [33] The WHO commit-
ted itself then, to supporting its member 
states take the steps they needed. We re-
affirm this commitment.
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