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Introduction

Little is known about the impact of globalization on the health

and well-being of rural youth residing in low-income coun-

tries. The current study reports results from a youth-focused

needs assessment conducted in seven rural villages in the

Honduran department of Intibuc�a. Honduras, among the

poorest countries in the Western Hemisphere, is a largely

rural country where young people comprise about 40% of the

total population.1 The current study engaged a convenience

sample of adults and youth and explored perspectives about

community assets that support healthy youth development,

concerns about risk behaviours among local youth and re-

sources needed to support youth development. The research

was done in collaboration with Honduras-based partner

Asociacion Hombro a Hombro, a non-profit, non-govern-

mental organization operating under the sister US organiza-

tion Shoulder to Shoulder.2

Methods

A qualitative designwas used that included key informant (KI)

interviews and focus groups (FG). Community leaders in local

villages were invited to participate in a 60e90 minute inter-

view, conducted in November 2010 by trained, bilingual

research staff and audio-taped. FG participants were adults

with a child between 10 and 24 years old. Youth participants

were 18e24 years old. Parents and youth were recommended

by teachers who participated in KI interviews or were youth

recipients of a Shoulder to Shoulder academic scholarship or

parents whose child was a scholarship recipient. See Table 1

for a description of the participants. Focus groups were con-

ducted in June 2011, facilitated by a trained bilingual moder-

ator, audiotaped and lasted 60e90 minute. Audiotapes were

transcribed verbatim into Spanish and translated into English.

Data were analysed using a three-step process for thematic

analysis.3 Transcripts were reviewed independently by two

research staff, with a high level of concordance noted.

Results

Community assets

The traditional roles assigned to girls were in the home and

included household chores and childcare. A boy's primary role

was in agriculture, working in the field with his father. Young

people were expected to be obedient and help the family.

Youth able to attend secondary school were expected to study

and finish school.
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The responsibilities of the youth are to be responsible to the di-

rections of their parents. They need to be responsible for their

education as well and to their teachers and the laws of society. An

example is to respect their elders, respect their community and to

respect authority. (KI)

Education, sports and access to role models were identified

as factors contributing to youth well-being. Parent support

was regarded as essential and included 'as much spiritual as

material support' and a balance of ‘love and rigor’. Spiritual

teachings and beliefs were important, as was support from

governmental and nongovernmental organizations. Health

care access was regarded as important, but mostly targeting

young children and pregnant women.

Teens are interested in achieving, being someone, and so they go

to school. Parents also see the problems with the economy, soci-

ety, the country, the world and they are making their kids go to

school so that they can be somebody in life. (KI)

Risk behaviours

Substance use, primarily marijuana and alcohol, was identi-

fied as the most prevalent risk behaviour among youth,

particularly youngmales. Increasing use was attributed to cell

phone access, media exposure, limited recreational activities

and travel by youth to urban areas for work. Many felt

migration, a common occurrence amongmen in this area and

'not having a father as the highest authority figure [in the

home]' contributed to poor decision-making by young males.

Substance use was linked to increases in youth violence,

sexual activity, mental health problems and unintentional

injury.

Well many years ago this was a very healthy area. There weren’t

any drugs. But now, this is happening a lot, right. Kids are using

drugs, like cocaine, and the most common, which is marijuana.

These are the highest risk drugs, but the supposedly legal drugs,

are bad too like cigarettes and alcohol. (KI)

Sexual activity starting at a young age and pregnancy that

'can cut short your aspirations' are considered 'especially

damaging' for girls were also primary concerns. Sexually

transmitted diseases were identified as a risk affecting girls

and boys, particularly youth travelling to urban areas for

work. Sex education was identified as a need.

The majority of teens are thirteen, fourteen years old when they

start their sexual life. They experiment. So it’s very precocious,

you could say. Because really there aren’t any teachings that

insist that they don’t do this. (KI)

Malnutrition was identified as an ongoing concern. How-

ever, increasing availability of sugar-sweetened soda and

processed foods, such as high-fat, salty snacks (called chur-

ros) were a growing concern. Nutrition education was identi-

fied as a need.

Themajority of people have a poor diet. More or less we eat things

that are fattening. We don’t have this kind of education. Some

don’t have anything to eat. (KI)

The risk is that they eat churros and soda because the churros

have a lot of fat and the sodas have a lot of sugar. And they don’t

eat fruit, but that helps your body, helps you stay healthy. (FG:

Girl)

Some expressed concern about violence, abuse andmental

health problems. More females than males were concerned

about violence and abuse, reporting 'it stayswithin the family.'

Concern about low self-esteem among youthwas common, as

was stress related to 'broken families,' often attributed to

migration. Many identified a need for mental health services.

Maybe parents leave each other, they move away. So that has a

big effect because it brings bad things to the child’s life. So this

will affect him when he is an adult. (FG: Boy)

With mental health, you have to work a lot. There isn’t a pro-

gram. … Many people are getting addicted to drugs, others to

cigarettes and some to alcohol, because there is no education. (KI)

Physical inactivity was not a concern. Sport, primarily

soccer, was considered a community strength. Access to

television was increasingly common, as was time spent by

youth and adults watching television.

We don’t have these kinds of problems because people do phys-

ical activities everyday, logging firewood, herding cattle, any-

thing like this. So they alwayswalk, they run, they do everything.

(KI)

We have come to live in a monotonous way. We eat on the sofa

watching TV. We don’t exercise. We don’t go for a walk. We are

becoming sedentary. (KI)

Resources needed

Among study participants, interest was highest for educa-

tional programming, including scholarship and tutoring pro-

grams for youth and trainings to develop decision-making and

job skills. Providing adolescent health services was an inter-

est, but privacy and cost were concerns. Sport programs and

after-school activities were identified as a need 'because there

is nothing to do, nothing to keep their minds busy.' Volun-

teering was recognized as a way for youth 'to get involved in

important work.'

Table 1 e Key informant interview and focus group
participants, Honduras, 2010e2011.

Participants n
109

Gender

Male Female

Key Informant Interviews 19 12 7

Teachers 11 6 5

Health Professionals 4 2 2

Religious Leaders 2 1 1

Organization Leaders 2 2 0

Focus Groups ¼ 9 90 39 51

Parent Groups ¼ 4 26 11 15

Youth Groups ¼ 7 64 28 36

p u b l i c h e a l t h 1 2 8 ( 2 0 1 4 ) 6 7 1e6 7 3672
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If he’s a good student who gets good grades he could get a

scholarship and with this scholarship he could stay in school to

achieve the goals he has. (FG: Girl)

The health treatment that a teen needs is different than an adult

or a child. Yes, we would like to have this health service for teens.

(FG: Father)

Discussion

Results of this formative assessment conducted in rural

Honduras indicate a community challenged by a rapidly

changing environment and shifts in behaviour that pose a risk

to the health and well-being of local youth. The risk profile of

young people worldwide is more similar than different.4e6

However, data is rarely disaggregated by rurality.5 The cur-

rent study adds to the literature by addressing this gap.

Substance use was the primary concern. Worldwide,

alcohol and illicit drug use are main risk factors for incident

disability-adjusted life-years among 10e24 year old youth;

tobacco use contributes to the global disease burden in mid-

to-late adulthood.6 Global surveillance data indicate

increasing numbers of youth in low- and middle-income

countries are using licit and illicit drugs.7,8 The current study

suggests adolescent substance use is an emerging problem in

rural areas, where communities are ill-equipped to handle the

associated social and physical consequences.

A shift in diet and activity patterns was also a major

concern, mirroring a global shift that is contributing to a

'pandemic of obesity' in low- and middle-income countries

and an emerging global pandemic of non-communicable dis-

eases.9 Considerable evidence supports that risk factor and

disease prevention should start in childhood and adolescence

and target diet and activity habits.9,10 For resource-poor, low-

income countries like Honduras, prevention should be a pri-

mary focus, particularly in rural areas where access to health

care is limited.

Study strengths included a focus on rural youth residing in

a resource-poor, low-income country; a community-based

approach that engaged a range of stakeholders; and stan-

dardized data collection and analysis procedures to minimize

bias. Study limitations include use of a convenience sample

and limited generalizability.

In summary, there is an urgent need to address the health

needs of rural youth in low-income countries where youth

well-being is closely linked to population health and economic

stability. Meaningful action will be informed by community

engagement and an up-to-date needs assessment considerate

of changing social contexts and a physical environment that

appears more like the rest of the world.
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