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ABSTRACT

Key words

Objective. To explore the effect of an innovative, integrative program in female sexual re-
productive health (SRH) and soccer (or fatbol, in Haitian Creole) in rural Haiti by measuring
the rate of births among program participants 15-19 years old and their nonparticipant peers.
Methods. A retrospective cohort study using 2006-2009 data from the computerized data-
tracking system of the Haitian Health Foundation (HHF), a U.S.-based nongovernmental
organization serving urban and rural populations in Haiti, was used to assess births among
girls 15-19 years old who participated in HHF’s GenNext program, a combination education—
soccer program for youth, based on SRH classes HHF nurses and community workers had
been conducting in Haiti for mothers, fathers, and youth; girl-centered health screenings; and
an all-female summer soccer league, during 2006—-2009 (n = 4 251). Bivariate and multiple
logistic regression analyses were carried out to assess differences in the rate of births among
program participants according to their level of participation (SRH component only (“EDU")
versus both the SRH and soccer components (“SO”) compared to their village peers who did
not participate. Hazard ratios (HRs) of birth rates were estimated using Cox regression analy-
sis of childbearing data for the three different groups.

Results. In the multiple logistic regression analysis, only the girls in the “"EDU" group
had significantly fewer births than the nonparticipants after adjusting for confounders (odds
ratio = 0.535; 95% confidence interval (CI) = 0.304, 0.940). The Cox regression analysis
demonstrated that those in the EDU group (HR = 0.893; 95% CI = 0.802, 0.994) and to a
greater degree those in the SO group (HR = 0.631; 95% CI = 0.558, 0.714) were significantly
protected against childbearing between the ages of 15 and 19 years.

Conclusions. HHF’s GenNext program demonstrates the effectiveness of utilizing nurse
educators, community mobilization, and youth participation in sports, education, and struc-
tured youth groups to promote and sustain health for adolescent girls and young women.

Women'’s health; adolescent health; pregnancy in adolescence; soccer; Haiti; Latin
America; Caribbean region.

Approximately 16 million adolescent
girls 15-19 years old give birth each year,
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accounting for 11% of all births world-
wide (1). Complications during preg-
nancy, delivery, or post-delivery are the
leading cause of death for girls during
late adolescence (2). Adolescent preg-
nancy has been associated with a myr-
iad of poor proximal and distal health
outcomes for both the mother and the
child during pregnancy, labor, and post-

delivery. It can also contribute to negative
physical and psychosocial consequences
for the mother and the child (3-9). Ado-
lescent mothers who give birth are more
likely to experience prenatal and post-
partum depression and less likely to
stay in school, often due to financial con-
straints, stigma, or discriminatory school
policies (4, 10, 11). The physical conse-
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quences of adolescent pregnancy and/
or giving birth include unsafe abortions,
postpartum hemorrhage, anemia, sepsis,
and obstructed labor (10-14). A num-
ber of macro- and micro-level factors
can cause disparities in the adolescent
birth rate among different communities.
These include access to/availability of
sexual and reproductive health (SRH)
services and education; gender equal-
ity and equity; poverty; education and
employment opportunities; racial/ethnic
equality and equity; and gender-based
violence (15, 16).

Adolescent girls 15-19 years old com-
prise 11.7% of the total Haitian popula-
tion, and UNICEF estimates that 23%
of the Haitian population is between 10
and 19 years old (2). The Demographic
and Health Survey (DHS) in Haiti (2012)
states that women’s average age at first
birth is 21.4 years (17), and a study by
Gomez et al. conducted in a youth center
in Port-au-Prince showed that more than
half of the young women surveyed ex-
perienced their sexual debut between 15
and 17 years of age (18). Haiti has limited
family planning services and there are
multiple structural and cultural barri-
ers to providing reproductive education
and services (19-22). In addition, young
women and girls are likely to engage
in transactional or survival sex through
cross-generational sexual relationships
to pay for food, housing, and schooling
(22, 23). Finally, the imbalanced gen-
der and power hierarchy and severe
poverty in the country puts adolescent
girls at risk for early pregnancy (before
age 19), sexually transmitted diseases
(STDs), HIV, and sexual violence (17,
18, 22, 23). Early pregnancy contributes
to Haiti’s maternal mortality rate of 380
per 100 000 (range: 220-680) (24). Some
reports indicate that sexual violence and
transactional sex have increased and
SRH has severely deteriorated in Haiti
following the earthquake of 2010, po-
litical turmoil, multiple hurricanes, and a
persisting cholera epidemic (25-27).

Participation in sports can be a major
vehicle for change (2) at the individual,
interpersonal, community, and soci-
etal levels. Positive youth development
(PYD) programs that combine education
and sports activities specifically for girls,
such as the Mathare Youth Sport Associ-
ation in Kenya (28); Right to Play, which
implements programming globally, but
predominantly in African countries (29);
Grassroots Soccer in Southern and West-
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ern Africa (30); and the Ishraq program
implemented in Egypt (31, 32), have
documented positive outcomes. Many of
these programs receive extensive donor
funding and include a built-in research/
evaluation component. However, some
community-based organizations and
schools around the world that imple-
ment PYD programs using sports may
not have the funding to publish reports
documenting their effectiveness. While
many youth sports and wellness pro-
grams include an SRH education com-
ponent, most of them assess changes
in SRH knowledge as opposed to mea-
suring changes in SRH outcomes. The
quantitative program outcome evalua-
tion reported here explores the impact
of an innovative, integrative program in
SRH education and soccer (or fiitbol, in
Haitian Creole) in rural Haiti by mea-
suring the rate of births among program
participants 15-19 years old and their
nonparticipant peers.

MATERIALS AND METHODS
Scope of the evaluation

Overall organization and program de-
scription. This study evaluated the
GenNext program, an integrated SRH-
soccer intervention run by the Haitian
Health Foundation (HHF),? a U.S-based
nongovernmental organization (NGO)
that serves an urban and rural pop-
ulation in the Grand Anse region of
southwestern Haiti, with administrative
headquarters in Jérémie. HHF's public
health program began in 1987 and uses
a population-based primary care ap-
proach. The foundation of its service de-
livery consists of agents de sante (commu-
nity health workers or CHWs) selected
by their communities for government-
recognized training in basic primary
health care. CWHs are paid by HHF to
provide health coverage (health educa-
tion, prevention, assessment, treatment,
and referral) to a population of 2 000—
3 000 people. CHWs also facilitate groups
for mothers, fathers, and youth in each
village. All households in rural HHF ser-
vice areas are registered through a cen-
sus that is updated every 5-7 years. The
public health program serves a regis-
tered rural population of 128 217 (33, 34)
in parts of four counties in Grand Anse.
The health information system (HIS) is a

3 www.haitianhealthfoundation.org
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computerized database with information
on family registration, health services,
and outcomes, and is used to report vital
statistics to the government.

In 2005, with support from Ameri-
Cares,* HHF designed GenNext, a com-
bination education-soccer program for
youth based on SRH classes HHF nurses
and CHWs had been conducting in Haiti
for mothers, fathers, and youth. The
program consisted of 1) SRH courses,
2) Girls" Health Days, 3) an all-female
summer soccer league, and 4) World
AIDS Day community mobilization
events. The foundation of the program
consisted of existing youth groups sup-
ported by CHWSs and enhanced through
the GenNext program. Starting in 2006,
funded by the Conrad N. Hilton Fund
for Sisters,® GenNext narrowed its focus
to adolescent girls, as both CHWs and
HHF staff saw the need to provide a
program specifically focused on that age
group to support SRH education, build
agency among participants, and address
gender norms related to women and
sports. About 17 villages were selected
to participate in the yearlong GenNext
program each year (with 21 villages
participating during the 2006 program
cycle evaluated here). The length of time
a village was classified as “participat-
ing” in GenNext varied depending on
when the nurse educators were avail-
able to carry out each segment of the
program. Typically, the SRH component
was implemented in January-April, the
soccer program in May-September, and
preparations for and implementation of
World AIDS Day activities in October—
December. Youth group activities were
typically implemented throughout the
year to complement specific program ac-
tivities. Villages were selected based on
their commune (region) and geographic
location within it (i.e., their proximity to
that year’s program service area), and
whether or not they had participated
previously (those that had were not in-
cluded in another complete program but
received “maintenance funding” to sup-
port youth groups with continued SRH
education and fiitbol clubs). Within each
GenNext service area (across all partici-
pating villages), about 30 (25 to 40) girls

Nonprofit disaster relief global health organi-
zation based in Stamford, Connecticut, United
States; www.americares.org

5 Hilton Foundation fund supporting the apostolic
work of Roman Catholic nuns (Agoura Hills, Cali-
fornia, United States).
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12-19 years old with HHF household
registration numbers and no previous
participation in GenNext were selected
for the program. Participants were re-
cruited from existing youth groups and
from the HHF household census list.
The program evaluation reported here
included anyone who participated in
the SRH or soccer component during the
2006 program cycle.

GenNext SRH component. The
education component of the GenNext
program consisted of five two-hour SRH
sessions, typically conducted over one
week, and taught by HHF nurse edu-
cators.® The curriculum included male
and female anatomy; changes during
puberty, menstruation, and the fertil-
ity cycle; STDs and HIV; and sexual
negotiation role-plays. Each participant
completed a pretest and a post-test be-
fore and after completing the program
to assess her acquisition of knowledge
about the topics that were covered. As a
follow-up to the five education sessions,
GenNext curriculum topics were in bi-
monthly or monthly youth group meet-
ings held by CHWSs throughout the year.
The youth groups were not mandatory
and were open to all youth in the area.
The participation of specific youth in the
youth groups was not tracked as part of
this evaluation.

GenNext health screening. Eligibility
for the soccer component of the program
was based on 1) completion of the SRH
component and 2) the results of blood
pressure, body mass index (BMI), and
hemoglobin assessments carried out by
HHF nurses, CHWs, and volunteer stu-
dent nurses during “Girls’ Health Days”
held in central locations. Lists of the
young women who completed the SRH
component were used to assess how
many of the course participants attended
the health screening. Participants who
were anemic were given iron supple-
ments and severe cases were referred to
the health clinic. Tetanus vaccines were
administered to all girls 15 years old
or older. Every participant received a
“passport-to-health” card for recording
height and weight, hemoglobin level,
and vaccines, and for tracking men-
strual cycles. The card was recognized
at HHF’s main clinic in Jérémie, ru-

ral mobile clinics, and the government
hospital and clinic. Any program par-
ticipant who successfully completed the
GenNext SRH component and the health
screening and was not anemic was eli-
gible to play in the all-female summer
soccer league.

GenNext soccer component. Soccer
coaches for the all-female summer league
were selected from the local community
by CHWSs and community leaders. Each
soccer team received soccer equipment
and a small amount of direct financial
support from a community-selected co-
alition to purchase water and oranges
for soccer practice and games and the
necessary ingredients for oral rehydra-
tion serum (ORS). Games were typically
held once per week and had high com-
munity attendance (usually several hun-
dred people). HHF staff members and
members of the village youth groups
attended all games to promote com-
munity health education. Youth group
members carried banners with vari-
ous health messages. The all-girl soccer
teams typically practiced daily all sum-
mer. In 2008 it was observed that the
coaches in the participating communities
were predominantly male. Therefore,
HHF partnered with a Haitian women'’s
soccer program, including one female
coach, from a nearby community outside
the HHF service area, to send 10 previ-
ous GenNext participants to be trained
as youth soccer coaches at L’Athlétique
d’Haiti, a soccer organization in Port-
au-Prince. These young women then
returned to their respective villages to
1) coach soccer teams for adolescent girls
and 2) serve as female health mentors for
team members.

GenNext World AIDS Day. Each year
the GenNext program cycle ends on De-
cember 1—International AIDS Aware-
ness Day—when program participants
and other youth group members host
health edutainment’ events and the top
two teams from the GenNext summer
soccer league compete in an All-Star
match that garners extremely high turn-
out from the participating and surround-
ing villages. The health edutainment
events and soccer game are also broad-
cast on the radio in Jérémie and in the
surrounding villages.

6 Registered nurses with advanced education who
are also teachers.
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Quantitative analysis

A retrospective cohort study design
was employed to conduct the program
evaluation’s quantitative analysis. All
data were drawn from GenNext pro-
gram records and the Visual FoxPro
database (Microsoft Corporation, Red-
mond, Washington, United States) of
HHF's HIS for the 2006-2009 period.
Adolescent girls who had participated
only in the SRH component of GenNext
or in both the SRH and soccer compo-
nents were eligible for inclusion in the
evaluation. Typically, about 20 of the
25-40 girls in each village who partici-
pated in the SRH component also par-
ticipated in the soccer component. The
nonparticipant group was composed of
adolescent girls of the same age (15-19
years) who resided in the participating
villages during the 2006 program cycle
(January-December). The 2006 program
year was chosen for analysis to allow for
the maximum amount of time between
the girls’ completion of the program
and the end of the study’s observation
period. Exposure to the program was
categorized as 1) successful completion
of the SRH component only (“EDU”), 2)
successful completion of the SRH com-
ponent plus participation in the sum-
mer soccer league (“SO”), and 3) no
participation in any part of the program
(“NON-PROG”) (i.e., the control group).
The study outcome was defined as child-
bearing among the study participants
between the ages of 15 and 19 years
at any point from 1 January 2006 to 15
August 2009. The mean age for par-
ticipants in all three groups (EDU, SO,
and NON-PROG) and pretest and post-
test scores for the EDU and SO groups
were also compared. Study participants
were excluded if they had given birth
prior to their village’s participation in
the GenNext program or within nine
months of completing the program’s
SRH component.

A Dbivariate analysis (exposure and
outcome) was conducted using the chi-
square test, and bivariate and multi-
variate logistic regression analyses of
data across the three participant groups
were conducted using odds ratios (ORs).
Hazard ratios (HRs) for childbearing for
those 15-19 years old across the three
groups were also estimated, using a
Cox regression model. “Time at risk”
for childbearing, for both the GenNext
program participants and the nonpartici-
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pants from the same village, started nine
months after the GenNext participants
completed the program. Study partici-
pants’ childbearing data were recorded
as either “has given birth” (plus the
birth date of their baby), or “has not
given birth” (with a date of 5 August
2009, the end of the study observation
period). To examine time-dependent as-
sociations, an age/time interaction vari-
able (age upon completion of the Gen-
Next adolescent program and number
of days to giving birth) was included in
the analysis. A limited number of likely
confounding variables (socio-contextual
factors related to adolescent pregnancy)
were relevant to the analysis due to
the retrospective nature of the program
evaluation. The authors recognize that,
ideally, several of these variables should
have been included in the analysis, but
only the information captured by HHF
in its routine HIS GenNext program
data collection was available for use at
the individual level. Therefore, the only
confounding factors that were included
were based on observed associations be-
tween program exposure and outcome,
and the researchers’ specific knowledge
of geographic and economic differences
across villages and communes.

Ethical considerations

This program evaluation was re-
viewed and approved by HHF's Ethical
Review Committee.

RESULTS

The study sample for the GenNext
program evaluation included 756 female

program participants 15-19 years old
and 3 495 female nonparticipants from
the same age group from 21 different
villages spanning two communes within
the Grand Anse region (Table 1). A to-
tal of 441 girls participated only in the
SRH component (EDU) and 315 girls
participated in both the SRH and soc-
cer components (SO). The mean age
during the program education sessions
was slightly more than 15 years across
the three study groups (EDU, SO, and
NON-PROG) (15.26, 15.39, and 15.27
respectively) and the mean childbearing
age was about 19 years. There were no
significant differences for either variable
across the three study groups. Between
the EDU and SO groups, there was no
significant difference in the change in
knowledge scores for the pretests and
post-tests. The percentage of girls who
gave birth between the ages of 15 and 19
years was 3.17%, 4.44%, and 4.78% for
the EDU, SO, and NON-PROG groups
respectively (x?=2.3167; P = 0.3140). For
those who gave birth during that age
range there was on average a signifi-
cantly greater number of days between
completion of the program and child-
bearing for those in the SO group versus
those in the EDU group (F-test value:
22.44; P < 0.001).

Results from the logistic regression
showed that participation in the SRH
component (EDU) was the only signifi-
cantly protective factor (OR = 0.535; 95%
confidence interval (CI) = 0.304, 0.940)
after adjusting for age at participation
and village of residence, with fewer
days to giving birth for girls who did
compared to those who did not (Table 2).
Participation in the soccer component

TABLE 1. Characteristics of a selected group of adolescent female residents (n = 4 251) of
21 villages that offered a combination sex health education-soccer program (“GenNext”), by

participation level, Haiti, 2006

Girls who did Girls who
not participate Girls who participated in
in education participated in  both education
or soccer education and soccer
Characteristic component componentonly  components
Total no. (%) 3495 (82.22) 441 (10.37) 315 (7.41)
Gave birth between 15 and 19 years old (%)? 4.78 3.17 4.44
Mean age during program sessions (in years) 15.27 15.26 15.39
Mean age at time of giving birth (in years) 19.01 19.10 19.02
Pretest / post-test change in knowledge score —b 34.35 33.10
Mean time (in days) to giving birth from last day of
programe 909.424 840.11 910.21

2 42 =2.3167; P = 0.3140.
b Not applicable.
¢ P<0.001.
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as well as the SRH component (SO)
was protective but not at statistically
significant levels (OR = 0.819; 95%
CI = 0.465, 1.442). Table 2 and Figure 1
show the HRs from the Cox regression
analysis for the three groups. The EDU
group (HR = 0.893; 95% CI = 0.802, 0.994)
and to a greater degree the SO group
(HR = 0.631; 95% CI = 0.558, 0.714) were
protective at a statistically significant
level, even after adjusting for age at par-
ticipation, village of residence, and the
age/time interaction variable (age upon
completion of the GenNext adolescent
program and number of days to giving
birth).

DISCUSSION

The study findings show that young
women 15-19 years old who partici-
pated in the GenNext program had
lower birth rates than those who did not
(the NON-PROG group). In addition,
participants in the combination SRH-
soccer program (SO) had a lower likeli-
hood of early pregnancy/childbearing
(before age 19) than those who par-
ticipated only in the SRH component
(EDU). While the study’s initial analy-
sis suggested that participation in the
EDU group was more protective against
early pregnancy/childbearing than par-
ticipation in the combined intervention
(SO), the Cox regression analysis HRs
indicated that SO participants had the
lowest risk of outcomes across all three
groups. Whether the girls who choose to
play soccer have other internal protec-
tive factors which influence timing of
pregnancy or whether their participation
in the soccer component of the GenNext
program was truly an influencing factor
cannot be determined. Interestingly the
results showed no significant difference
in SRH knowledge gained between the
EDU and SO groups. This suggests that
playing soccer (in this context) as a com-
ponent of a larger SRH program pro-
vides a unique protective component.

This program evaluation demon-
strated the beneficial effects of a com-
prehensive wellness and sports program
specifically focused on adolescent girls
at both the individual and commu-
nity level. However, the difference in
number of days to giving birth across
different study groups did not differ
significantly. Therefore, this program
should be viewed as a base from which
a larger, more comprehensive, combina-
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TABLE 2. Crude and adjusted odds ratios (ORs) and hazard ratios (HRs) for giving birth between the ages of 15 and 19 years old among girls
(n=4251) from 21 villages who participated in a combination sex health education—-soccer program (“GenNext”), by type of participation, compared

to their nonparticipant peers, Haiti, 2006

Type of participation Crude OR 95% Cl2 Adjusted ORP 95% Cl Crude HR 95% Cl Adjusted HR® 95% ClI
Education component only 0.653 0.375-1.138 0.535 0.304-0.940 0.877 0.788-0.975 0.893 0.802-0.994
Education and soccer components 0.927 0.531-1.619 0.819 0.465-1.442 0.668 0.591-0.755 0.631 0.558-0.714

a Cl: confidence interval.
b Adjusted for age at time of program participation and village of residence.

¢ Adjusted for age at program participation, village of residence, and age/time interaction (age upon completion of program and number of days to giving birth).

FIGURE 1. Hazard ratio curves for giving birth (“delivery”)? for nonparticipants (“Non-Program”),
participants in the education component only (“EDU”), and participants in both the education
and soccer components (“SO”) of a combined sex health education-sports program (“GenNext”)

for adolescent girls, Haiti, 2006
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tion prevention program could be built.
Improved health literacy and increased
sense of agency are two important goals
of the GenNext program. Equally impor-
tant is providing today’s young women
with the tools, skills, and support neces-
sary to change societal and cultural be-
liefs that limit their educational and eco-
nomic opportunities. This is especially
true in countries with large populations
of adolescent girls and few gender eq-
uity policies or practices. Structural is-
sues and societal expectations must be
changed to increase young women'’s
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equal access to education, health, and
employment (12). A number of differ-
ent factors, including poverty, gender
inequality, and educational/economic
opportunities, can affect the adolescent
birth rate. Forced sex, transactional sex,
and sexual coercion are experienced by
many adolescents and may result in
limited condom negotiation ability and
sexual decision-making power, despite
SRH education. Given these constraints,
this report does not mean to suggest that
onetype of program can or should be used
to address births among adolescent girls.

Reducing pregnancy and births among
this age group requires a multifaceted
and coordinated effort by many partners
from different sectors, and any sustain-
able solution requires joint community—
government buy-in and integration.

The prolonged effect of the GenNext
program can be explained by its struc-
ture, which was community-driven from
the start and sustained by strong youth
groups led by CHWs and/or peer lead-
ers. In the program evaluation sessions,
many of the youth groups reported that
while the youth group structure existed
prior to the GenNext, the program’s soc-
cer component increased youth group
participation and catalyzed other ac-
tivities such as soccer tournaments, con-
tinued health literacy education, and
income-generating activities. For exam-
ple, during the youth group meetings,
girls learned how to make homemade
ORS, a critical skill for mothers, par-
ticularly in rural areas where commer-
cially made ORS was often scarce. The
youth who learned this skill applied
it during Haiti’s cholera epidemic and
worked with CHWs to make the packets
and distribute them to households in
their communities. While all adolescent
programs are not able to integrate the
ORS component, it is a critical element
for developing strong linkages between
independent, vertical, adolescent girls’
programs and larger programs that pro-
vide participants with access to compre-
hensive health care.

Several critiques of sport-for-
development programs suggest that the
recent support they have garnered from
international donors has led to a top-
down approach in carrying out the inter-
ventions, resulting in critical discourse
on whether or not “Northern” aid to the
“South” is benevolent (35, 36). In addi-
tion, in settings where programs are not
driven and supported by existing com-
munity health groups, as the GenNext
program was, it is important to continu-
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ally ensure that the perspectives of both
the community and youth are an integral
part of the programming and contribute
in a meaningful way to future research
and evaluation (37-40).

Strengths and limitations

One of this study’s strengths was the
comprehensive HIS that was used to
track the data. Few community-based
programs utilize a data-tracking system
as advanced and comprehensive as the
HIS used by HHF. The program has high
data validity and is continually updated
by data input staff. In addition, the
researchers had a great deal of knowl-
edge about the GenNext program; the
HHEF service area; the language, culture,
and customs of southwestern Haiti; and
the knowledge, attitudes, and practices
(KAP) of adolescent girls. This program
evaluation focused solely on adolescent
girls in rural Haiti, a population that has
largely been ignored in terms of both
interventions and research. The program
is unique within Haiti, and the few pro-
grams similar to it outside the country
have not used birth rates as an indicator
of program impact.

The limitations of the study included
the fact that it documented birth rates
rather than pregnancy rates. Pregnancy
rates are difficult to ascertain in rural
areas of Haiti due to the limited avail-
ability and use of pregnancy tests. It is
also difficult to document pregnancy
termination (through miscarriage, or in-
tentional termination, which is illegal
in Haiti). The second limitation was
that girls’ self-selection for participation
in the soccer program component may
have created bias.®

Recommended research

There are several ways this research
could be expanded. First, because most
(but not all) program participants were
in school during the education pro-gram
component, future research could con-
sider the effects of 1) school enrollment
and 2) grade for age levels (whether or
not difference in age per school grade
had an effect on days to giving birth).

Second, based on the results of the
program evaluation interviews and fo-

8 Biased sampling can result from individuals se-

lecting themselves into a group when the personal
characteristics that led to the self-selection create
abnormal conditions in the sample group.
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cus group sessions, pregnancy termina-
tion is another important issue to ad-
dress in rural Haiti. While statistics are
difficult to obtain, because of the illegal-
ity of abortion, some of the program
evaluation results indicated girls were
using misoprostol’ purchased from local
markets to terminate their pregnancies.
Other evaluation results indicated preg-
nancy termination was being carried out
by obtaining treatment from unlicensed
medical doctors or traditional healers,
or by drinking herbal teas. Other stud-
ies have shown that restrictive abortion
regulations lead to increased unintended
adolescent births (41). Further research
should be conducted to investigate this
issue. Another issue highlighted in the
interviews and in program observations
was the fact that some girls bind their
stomachs to hide pregnancy. This behav-
ior may have even been exacerbated by
the soccer component of the program,
based on reports that girls were doing
it so that they could continue to play.
This issue should be investigated fur-
ther. Finally, future research should use
a Youth Participatory Action Research
(YPAR)! approach to ensure that the
youth themselves are the driving force
behind youth programming, the inves-
tigation, and any youth-centered policy
change (35-38).

Lessons learned

This study evaluation revealed that
female SRH teachers, youth group lead-
ers, and coaches were preferable to men,
because of their ability to provide role
models for adolescent girls. While plac-
ing women in these roles may be chal-
lenging in some settings, women should
play prominent roles to whatever extent
possible. Another lesson learned was
the value of having nurse educators
(versus peer educators!!) in programs
such as this one, particularly in set-
tings with limited access to healthcare
for adolescents. Because the health ses-
sions were taught in rural communities
with limited access to health providers,

Synthetic prostaglandin E; used to induce labor,
and abortions; prevent and treat stomach ulcers;
and treat postpartum bleeding.

A praxis which provides young people with op-
portunities to study social problems affecting their
lives and then determine actions to rectify these
problems (39).

Community members (usually volunteers) trained
to promote health-enhancing change among their
peers.
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having nurse educators provided rare
access to health professionals for the
study participants, and there were sev-
eral reported cases of a nurse educator
diagnosing and treating STDs. Another
lesson learned was the value of the pro-
gram being part of a larger community
health system—holistic care, in the case
of GenNext—to allow for expansion be-
yond SRH education.

Conclusions

In the past five years, Haiti has expe-
rienced a devastating earthquake and
multiple hurricanes that have destroyed
homes, schools, and infrastructure and
led to a sustained epidemic of cholera
that has ravaged the population. These
effects were magnified by the fragmenta-
tion of NGO service providers, the lack
of integration of NGOs within the larger
governmental system, the influx of mis-
managed aid, and an unstable political
environment. The lack of infrastructure
in an already fragile health care sys-
tem has further worsened the ability of
women to seek SRH care (27). Providing
girls and young women, from adoles-
cence into adulthood, with education,
positive community-building activities,
and economic livelihoods, supports this
vulnerable population attain the neces-
sary skills, knowledge, and self-worth to
make healthier life decisions, even in the
face of extreme challenges. This research
demonstrates a significant association
between an SRH-soccer program and
reduction in births among adolescent
girls in rural Haiti. SRH education com-
bined with sports can break down harm-
ful gender stereotypes and promote a
sense of agency, thus helping to prevent
adverse reproductive health outcomes
among adolescent girls.

Acknowledgments. The authors ap-
preciate the help and support of the
Haitian Health Foundation (Norwich,
Connecticut, United States) and its staff,
particularly Roxane Dimanche, Jessica
Hsu, and Sergo Jean Juste, for their vi-
sion and passion for the project. They
also thank the San Francisco-based
Women’s Club Soccer team and Jessica
Hsu, for supporting the All-Women'’s
Coaches Training, and Boby Duval and
the L’Athlétique d'Haiti soccer coaches,
for their commitment to gender equality
in fiitbol. Finally, they thank the young
women who were and continue to be a

321


http://en.wikipedia.org/wiki/Peptic_ulcer

Original research

part of the GenNext program and share
their knowledge of health and their love
and passion for soccer with younger
generations.

10.

11.

12.

13.

322

. World Health Organization. Media centre:

adolescent pregnancy. Fact sheet no. 364 [In-
ternet]. Geneva: WHO; 2014. Available from:
http://www.who.int/mediacentre/fact
sheets/fs364/en/ Accessed on 15 July 2014.

. United Nations Children’s Fund. The state of

the world’s children 2014 in numbers: every
child counts. Revealing disparities, advancing
children’s rights. New York: UNICEF; 2014.
Available from: http://www.unicef.org/
sowc2014/numbers/documents/english/
SOWC2014_In%20Numbers_28%20]an.pdf

. Gogna M, Binstock G, Ferndndez S, Ibarlucia

I, Zamberlin N. Adolescent pregnancy in
Argentina: evidence-based recommendations
for public policies. Reprod Health Matters.
2008;16(31):192-201.

. Conde-Agudelo A, Belizan JM, Lammers C.

Maternal-perinatal morbidity and mortality
associated with adolescent pregnancy in Latin
America: cross-sectional study. Am ] Obstet
Gynecol. 2005;192(2):342-9.

. Koniak-Griffin D, Turner-Pluta C. Health

risks and psychosocial outcomes of early
childbearing: a review of the literature. ]
Perinat Neonatal Nurs. 2001;15(2):1-17.

. Soares NN, Mattar R, Camano L, Torloni MR.

Iron deficiency anemia and iron stores in
adult and adolescent women in pregnancy.
Acta Obstet Gynecol Scand. 2010;89(3):343-9.

. Rao S, Gokhale M, Joshi S, Kanade A. Early

life undernutrition and adolescent preg-
nancy outcome in rural India. Ann Hum Biol.
2010,37(4):475-87.

. Zeck W, Bjelic-Radisic V, Haas ], Greimel E.

Impact of adolescent pregnancy on the fu-
ture life of young mothers in terms of social,
familial, and educational changes. ] Adolesc
Health. 2007;41(4):380-8.

. Raneri LG, Wiemann CM. Social ecological

predictors of repeat adolescent pregnancy.
Perspect Sex Reprod Health. 2007;39(1):39-47.
Holub CK, Kershaw TS, Ethier KA, Lewis JB,
Milan S, Ickovics JR. Prenatal and parenting
stress on adolescent maternal adjustment:
identifying a high-risk subgroup. Matern
Child Health J. 2007;11(2):153-9.

Sharma V, Katz J, Mullany LC, Khatry SK,
LeClerq SC, Shrestha SR, et al. Young ma-
ternal age and the risk of neonatal mortality
in rural Nepal. Arch Pediatr Adolesc Med.
2008;162(9):828-35.

Levine R, Lloyd CB, Greene M, Grown C.
Girls count: a global investment & action
agenda: a Girls Count report on adolescent
girls. Washington: Center for Global Devel-
opment; 2008. Available from: http://www.
cgdev.org/sites/default/files /15154 _file_
GC_2009_Final web_0.pdf

Stallworth JA, Roofe M, Clark LF, Ehiri JE,
Mukherjee S, Person S, et al. Predictors of
sexual involvement among adolescents in

Kaplan et al. ® Reducing teen births in rural Haiti through a sex health education-soccer program

Funding. AmeriCares (Stamford, Con-

necticut, United States) and the Conrad

N

. Hilton (“Hilton Foundation”) Fund

for Sisters (Agoura Hills, California,

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

REFERENCES

rural Jamaica. Int ] Adolesc Med Health.
2004;16(2):165-78.

Quevedo LI, Flores M, Castillo M. Caracter-
isticas reproductivas de las mujeres consul-
tantes en servicios de urgencia general de
la VIII Region. Rev Med Chil. 2005;133(8):
929-34.

Pantoja AL. “Ser alguém na vida”: uma
andlise sdcio-antropolégica da gravidez/
maternidade na adolescéncia, em Belém do
Para, Brasil. Cad Saude Publica. 2003;19 Suppl
2:5335-43.

Goicolea I, Wulff M, Ohman A, San Sebastian
M. Risk factors for pregnancy among ado-
lescent girls in Ecuador's Amazon basin: a
case-control study. Rev Panam Salud Publica.
2009;26(3):221-8.

Cayemittes M, Placide MF, Mariko S, Barrere
B, Sévere B, Alexandre C. Enquéte mortalité,
morbidité et utilisation des services, Haiti,
2005-2006. Calverton, MD: Ministere de la
Santé Publique et de la Population, Institut
Haitien de I’Enfance, and Macro International
Inc.; 2007.

Goémez AM, Speizer IS, Reynolds H, Murray
N, Beauvais H. Age differences at sexual
debut and subsequent reproductive health:
is there a link? Reprod Health. 2008;5:8. doi:
10.1186/1742-4755-5-8.

DeSantis L, Thomas JT, Sinnett K. Intergen-
erational concepts of adolescent sexuality: im-
plications for community-based reproductive
health care with Haitian immigrants. Public
Health Nurs. 1999;16(2):102-13.

Speizer I, Finn T, Manchikanti A, Beauvais
H, Roussel B. Risk-taking behaviors among
youth socializing in target venues of Car-
refour, Haiti. Adaptation of the Priorities
for Local AIDS Control Efforts (PLACE)
methodology. Chapel Hill, NC: University
of North Carolina at Chapel Hill, Carolina
Population Center, MEASURE Evaluation;
2007. Available from: http://www.popline.
org/node/191346

Gage A], Guirlene Calixte MG. Effects of the
physical accessibility of maternal health ser-
vices on their use in rural Haiti. Popul Stud
(Camb). 2006;60(3):271-88.

Dorjgochoo T, Noel F, Deschamps MM,
Theodore H, Dupont W, Wright PE, et al.
Risk factors for HIV infection among Haitian
adolescents and young adults seeking coun-
seling and testing in Port-au-Prince. ] Acquir
Immune Defic Syndr. 2009;52(4):498-508.
Reynolds HW, Beauvais HJ, Lugina HI,
Gmach RD, Thomsen SC. A survey of risk
behaviors for unintended pregnancy and hu-
man immunodeficiency virus among youth
attending voluntary counseling and testing
(VCT) services in nine centers in urban Haiti
and Tanzania. Vulnerable Child Youth Stud.
2010;5(1):66-78.

United States) provided financial sup-
port for this project.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Conflicts of interest. None.

World Health Organization. Global Health
Observatory data. Maternal mortality in
1990-2013. WHO, UNICEF, UNFPA, The
World Bank, and United Nations Population
Division Maternal Mortality Estimation Inter-
Agency Group: Haiti. Geneva: WHO; 2013.
Available from: http://www.who.int/gho/
maternal_health/countries/hti.pdf

Gémez AM, Speizer IS, Beauvais H. 2009.
Sexual violence and reproductive health
among youth in Port-au-Prince, Haiti. ]
Adolesc Health. 2009;44(5):508-10.

Claeys V. Beyond despair—sexual and repro-
ductive health care in Haiti after the earth-
quake. Eur ] Contracept Reprod Health Care.
2010;15(5):301-4.

MADRE; City University of New York
School of Law; Institute for Justice and De-
mocracy in Haiti. Our bodies are still trem-
bling: Haitian women continue to fight
against rape: one-year update January 2011.
New York: MADRE; 2011. Available from:
http://www.peacewomen.org/assets/file/
Resources/NGO/vaw_haitianwomencon
tinuetofightagainstrape_madre_january
2011.pdf

Delva W, Michielsen K, Meulders B,
Groeninck S, Wasonga E, Ajwang P, et al.
HIV prevention through sport: the case of
the Mathare Youth Sport Association in
Kenya. AIDS care. 2010;22(8):1012-20.

Right to Play International. Results: our re-
port on progress: 10 years of play 2000-2010.
Toronto: RTPI; 2010. Available from: http://
www.righttoplay.com/moreinfo/aboutus/
Documents/Results%20(2010).pdf

Clark TS, Friedrich GK, Ndlovu M, Neilands
TB, McFarland W. An adolescent-targeted
HIV prevention project using African profes-
sional soccer players as role models and edu-
cators in Bulawayo, Zimbabwe. AIDS Behav.
2006:10(4 Suppl):577-83.

Brady M, Assaad R, Ibrahim B, Salem A,
Salem R, Zibani N. Providing new opportuni-
ties to adolescent girls in socially conservative
settings: the Ishraq Program in rural Upper
Egypt. New York: Population Council; 2007.
Available from: http://www.popcouncil.
org/uploads/pdfs/IshraqFullReport.pdf
Brady M. Creating safe spaces and building
social assets for young women in the devel-
oping world: a new role for sports. Women'’s
Stud Q. 2005;33(1/2):35-49.

Haitian Health Foundation. Full census. Nor-
wich, CT: HHF; 2007.

Haitian Health Foundation. Special migrant
census. Norwich, CT: HHF; 2007.

Nichols S. On the backs of peer educators:
using theory to interrogate the role of young
people in the field of sport-in-development.
In: Levermore R, Beacom A, editors. Sport
and international development. Global cul-

Rev Panam Salud Publica 37(4/5), 2015


http://www.popline.org/node/191346
http://www.popline.org/node/191346

Kaplan et al. ® Reducing teen births in rural Haiti through a sex health education—soccer program

ture and sport series. Hampshire, UK: Pal-
grave McMillan; 2009. Pp: 156-75.

Original research

41. Coles MS, Makino KK, Stanwood NL, Dozier
A, Klein JD. How are restrictive abortion stat-

lescent pregnancy prevention recommenda-
tions. ] Adolesc Health. 2008;42(1):81-8.

36. Darnell SC. Playing with race: right to playand ~ 39. Cammarota ], Fine M, editors. Revolution- utes associated with unintended teen birth? ]
the production of whiteness in “development izing education: youth participatory action Adolesc Health. 2010;47(2):160-7.
through sport.” Sport Soc. 2007:10(4):560-79. research in motion. New York: Routledge;

37. Sekiwunga R, Whyte SR. Poor parenting: 2008. 256 pp.
teenagers’ views on adolescent pregnancies  40. Foster-Fishman PG, Law KM, Lichty LF, Aoun
in eastern Uganda. Afri | Reprod Health. C. Youth ReACT for social change: a method
2009;13(4):113-27. for youth participatory action research.

38. Garwick AW, Rhodes KL, Peterson-Hickey Am ] Community Psychol. 2010;46(1/2): Manuscript received on 17 August 2014. Revised version
M, Hellerstedt WL. Native teen voices: ado- 67-83. accepted for publication on 10 February 2015.

RESUMEN  Objetivo. Explorar la repercusién de un programa innovador e integrador de salud

Futbol y educacion en salud

sexual: un enfoque prometedor

para reducir los partos en
adolescentes en Haiti

Palabras clave

sexual y reproductiva femenina y fitbol llevado a cabo en una zona rural de Haiti,
mediante la medicién de la tasa de partos entre las participantes del programa, de 15
a 19 anos de edad, y entre sus compafieras no participantes.

Meétodos. Se utilizé un estudio retrospectivo de cohortes, que usaba los datos del
periodo 20062009 del sistema de seguimiento de datos computadorizados de la Fun-
dacién Haitiana de Salud (HHF, una organizacién no gubernamental con sede en los
Estados Unidos que presta servicio a las poblaciones urbanas y rurales de Haiti, para
evaluar los partos en las adolescentes de 15 a 19 afios de edad que participaron en el
programa GenNext de la HHF. Este programa es una combinacién de educacion y
fatbol para jévenes y se basa en las clases de salud sexual y reproductiva que el per-
sonal de enfermeria de la HHF y los trabajadores comunitarios han impartido en Haiti
para madres, padres y jovenes; los tamizajes de salud centrados en las adolescentes;
y una liga de fatbol de verano solo para mujeres durante dicho periodo (1 = 4 251).
Se llevaron a cabo analisis bivariado y de regresion logistica multiple para evaluar las
diferencias en las tasas de partos entre las participantes del programa segtin su nivel
de participacion (s6lo el componente de salud sexual y reproductiva [“EDU”] frente
a ambos componentes, salud sexual y reproductiva, y fatbol [“FU”]) en comparacion
con las compafieras de su municipio que no participaron . Se calcularon las razones de
riesgo (RR) de las tasas de partos mediante analisis de regresiéon de Cox de los datos
de maternidad de los tres grupos.

Resultados. En el andlisis de regresion logistica multiple, sélo las adolescentes del
grupo “EDU” tuvieron significativamente menos partos que las no participantes tras
ajustar para los factores de confusién (razén de posibilidades = 0,535; intervalo de
confianza [IC] 95% = 0,304-0,940). El analisis de regresién de Cox demostré que las
del grupo EDU (RR = 0,893; IC 95% = 0,802-0,994), y en un mayor grado las del grupo
FU (RR =0,631; IC 95% = 0,558-0,714), estaban significativamente protegidas contra la
maternidad en edades comprendidas entre los 15 y los 19 afios.

Conclusiones. El programa GenNext de la HHF demuestra la eficacia de utilizar al
personal de enfermeria como educadores, la movilizaciéon comunitaria, y la partici-
pacion de las jévenes en actividades educativas y deportivas, y en grupos juveniles
estructurados, para promover y mantener la salud de las adolescentes y las mujeres
jovenes.

Salud de la mujer; salud del adolescente; fatbol; Haiti; América Latina; region del
Caribe.
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