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Abstract

Background: This article describes an evaluation of a school-based peer education intervention for HIV prevention
among students in twenty seven high schools in Aden, Yemen. The intervention was developed after a survey
among the same population in 2005, which revealed a high level of stigma towards people living with HIV (PLWH)
and a low level of HIV knowledge.

Methods: In a quasi-experimental design students who received the peer education intervention (78.6%) were
compared with students who did not receive the intervention (21.4%). No systematic procedure was applied in
selecting students for the intervention condition. Data were collected using a self-administered questionnaire from
a sample of 2510 students from all 27 high-schools in Aden governorate. To increase internal validity, students
were also compared with a cohort control sample surveyed in 2005, which was a random sample of 2274 students
from the same schools.

Results: Sixty eight percent of students targeted by peer education had good knowledge scores, compared with
43.3% of students not targeted by peer education (c2 = (df = 1) = 111.15, p < .01). Multi-level regression analysis
revealed that, although there was a significant difference among schools, the intervention effect of peer education
at the individual level was significant; students who received peer education had a statistically higher knowledge
score(9.24 out of 12.0) compared with those not targeted (7.89 out of 12.0), OR = 2.11, 95% CI = 1.04-4.27, p < .05).
Compared with the 2005 cohort control sample, students targeted by peer education had better knowledge on
the modes of transmission and prevention and fewer misconceptions; and knowledge on the use of condoms
increased from 49.4% to 67.8%. In addition, students who received the peer education interventions suggested
significantly more actions to provide care and support for PLWH. Also, the levels of stigma and discrimination were
much higher among the 2005 cohort control group, compared with those who received the peer education
intervention.

Conclusion: The school-based peer education intervention has succeeded in improving levels of knowledge on
modes of transmission and prevention, and in decreasing levels of stigma and discrimination in a culturally
conservative setting.

Background
Yemen is one of the poorest countries in the Middle
East and North Africa (MENA) region [1], and one of
the poorest countries in the world, where more than
45% of the population lives in poverty [2]. Yemen’s
population is around 22.5 million people; and at 3.02%,
the country has one of the highest population growth
rates globally, with the population expected to double in

the next 23 years[3]. The population in Yemen is one of
the youngest in the MENA region, and unlike many
countries in the region where the youth bulge has
already peaked, the share of youth in Yemen’s total
population will not begin to diminish for many years to
come[1]. The Yemeni economy is caught in a slow
growth cycle, leading to stagnant per capita incomes
and rising levels of unemployment, particularly amongst
the youth[4]. Limited employment opportunities have
forced many Yemenis to migrate for work to neighbour-
ing countries leaving their families behind. Because of
its proximity to conflict affected countries in the Horn
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of Africa, Yemen is hosting hundreds of thousands of
refugees. Yemen also faces one of the largest gender
gaps in human development in the world [1] and con-
tinues to occupy the last place in the gender gap index
rankings of 134 countries and remains the only country
in the world to have closed less than 50% of its gender
gap[5].
Epidemiologically, the HIV prevalence among the gen-

eral population of Yemen, including youth is 0.2%[6].
However, high rates of poverty, unemployment, mobi-
lity, and gender disparities could place the predomi-
nantly young Yemeni population vulnerable to HIV
infection. In addition, Yemeni youth, just like other
youth in MENA, are experiencing increased premarital
sex, peer pressure to engage in risky behaviour, and
changing lifestyle norms[7]
Several studies were undertaken in the past few years

to understand the vulnerability of Yemeni society to
HIV and other sexually transmitted infections (STIs).
The four governorate behavioural study[8,9], conducted
in 2003 among a sample of participants in their repro-
ductive period (15-49 years) in the governorates of
Hodeida, Taiz, Aden, and Hadhramout, generated data
on (STIs) awareness and factors predicting vulnerability
to HIV infection. The study identified vulnerabilities
and risk factors for HIV infection, which included low
awareness of the use of condoms, high level of sexually
transmitted infections, and unprotected sex. Poverty, a
social cultural transition, variations in the sexual subcul-
tures between sections of the Yemeni population, low
HIV risk perception and population movements includ-
ing migration for work, all have emerged as important
underlying factors for HIV vulnerability. The vulnerable
groups identified included refugees, returnees, youth,
truck drivers, Red Sea fishermen, prison inmates, the
poorest in the society, and Al-akhdam (Al-akhdam lit-
erally means servants in Arabic language, and are a mar-
ginalized social group distinct from the majority by their
more African features. As a low caste group, they are
discriminated against and mostly confined to menial
jobs). The study has shown that the main high risk
groups are female sex workers and men who have sex
with men. The data did not suggest a significant occur-
rence of injecting drug use[8,9]. In 2008, a bio-beha-
vioural study focusing on 244 female sex workers
(FSWs) in Aden has found an HIV prevalence of 1.3%
and syphilis prevalence of 4.9%. The majority of FSW
(57.1%) reported condom use with their clients, 2.0%
reported injecting drugs and 1.2% reported sharing nee-
dles and other injecting equipment [6].
Numerous studies have been conducted to explore the

knowledge and attitude of young people. A recent com-
prehensive study on HIV in MENA region has revealed
that MENA countries have made considerable gains in

increasing HIV/AIDS basic awareness and knowledge in
recent years[10]. Comprehensive knowledge, however,
including on the use of condoms, is yet far from opti-
mal, and in Yemen, the situation is not much different.
In March-May 2005 a survey among Yemeni high

school students in Aden revealed that only 49.4% recog-
nized the protective role of condoms[11]. Stigma and
discrimination levels were high among students. Around
40% of the suggested actions by students on how to deal
with people living with HIV (PLWH) were punishment
actions, which included suggestions for killing PLWH.
The results from this study convinced the Education
authorities in Aden, Yemen to implement a school-
based peer education programme for HIV prevention,
which focused on decreasing the level of stigma and dis-
crimination towards people living with HIV and on
increasing the knowledge about modes of HIV transmis-
sion and prevention. Peer education was selected as the
methodology for implementation as it is considered a
non-traditional health education method[12], and
because the results of the 2005 baseline revealed that
schools and friends were the main source of HIV infor-
mation for students.
Peer Education has a long history; it began being

applied in health education and especially for HIV pre-
vention during the 1980s. In recent years, it has been
relatively popular in health education, perhaps because
of the positive component of the method, which is the
interaction it brings between peers[12]. Peer education
interventions for HIV/AIDS prevention are usually
based on behavioural theories. The design of the inter-
vention discussed here is based partly on the Theory of
Diffusion of Innovations [13], which considers that an
innovation can be new information, an attitude, a belief
or a practice or any other object that is perceived as
new by the individual or the community and can be dif-
fused to a specific group. An innovation is communi-
cated through certain channels over time amongst
members of a social system (here, the school). A central
point in this theory is the use of opinion leaders as
‘change agents’. Peer educators are assumed to have this
role by influencing not only those for whom the activ-
ities are organized (their peers), but also others of rele-
vance in the peer’s environment (family, friends, etc.)
through an informal diffusion [14]. Behavioural change
thus comes about through a process of formal or infor-
mal communication and modelling by trained peers
[14]. School-based HIV peer education is a process by
which trained students (peer educators) inform, teach
and encourage their schoolmates (peers) to recognize
the risk factors and protect themselves against HIV.
Efforts are made for prevention to become a peer norm.
There is existing research evaluating the efficacy of

peer education for HIV prevention in schools, mainly,
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from countries with concentrated or generalized HIV
epidemics, as well as low prevalence countries in Europe
[12,15-21]. However, there is limited research evaluating
school-based peer education for HIV prevention in cul-
tural and conservative settings such as Yemen, where
discussing any issue related to sexuality is difficult, and
especially in school settings.
The aim of this evaluation was to assess whether peer

education is an effective method for HIV prevention in
a high school setting in a culturally conservative Islamic
setting. The initial hypothesis was whether the use of
peer education methodology could improve knowledge
on the modes of prevention and transmission, decrease
the level of stigma and discrimination against PLWH,
and improve life skills.

Methods
The School-Based Intervention
Overview
All twenty seven high schools in Aden, Yemen (12 boys’
schools, 14 girls’ schools, and one mixed school), repre-
senting all existing high-schools were the site of the
intervention. The intervention included training of
school coordinators, selection and training of peer edu-
cators, training of school management teams, and
implementation at school level.
Training of School Coordinators
A team of school coordinators were selected by the edu-
cation office in Aden, consisting of the director of
school supervision, director of school health, director of
school social services, a teacher representing the school
curriculum supervisory committee, and an expert on
training of trainers methodologies. The team was
trained in a 9-days workshop (8 hours/day) conducted
by 2 international Arabic speaking experts in this field
of training of trainers on youth reproductive health,
HIV prevention, life skills, and peer education, and the
training package was based on a Jordanian life skills and
peer education package supported by UNICEF Middle
East and North Africa Regional Office[22]. The training
package included topics on peer education and training
of trainers’ methodologies, HIV, reproductive health,
sexually transmitted infections, puberty and changes
during adolescence, and life skills education. The trained
school coordinators team had two functions: coordinat-
ing with the schools’ managements and parents; and
conducting training workshops.
Selection and Training of Peer Educators
Peer educators from all 27 high schools were recruited
on a voluntarily basis. Among those students volun-
teered, students were selected who met standard criteria
of having good communication skills, being accepted by
classmates, and good academic achievement. The selec-
tion was done by a committee consisting of the school

coordinators and school social workers. The school
coordinators visited parents of selected peer educators
to explain the programme and to obtain a signed con-
sent form allowing their daughters/sons to participate.
Several visits were required, especially to parents of
female peer educators, as families are usually reluctant
to have their daughters get involved in extra-curricular
activities, and especially as these relate to HIV and
AIDS prevention. The school coordinators team had a
pivotal role in advocating with families. In case of refu-
sal of parents, another peer educator was selected. Par-
ents’ refusals mainly occurred in 2005; among the
30 peer educators selected, three parents refused to
allow their children to participate, and thus only 27 stu-
dents were trained as peer educators. However, in the
following years, there were no parental refusals, and
therefore, during the three years of programme imple-
mentation (2005-2008), three refusals were faced among
140 selected peer educators, and thus only 137 peer
educators participated in the programme.
The selected peer educators were trained in a 10-days

(8 hours/day) workshop. The training was based on the
Jordanian life skills and peer education package, in addi-
tion to 10 messages on HIV transmission, prevention,
and common misconceptions, and 5 life skills messages.
HIV messages involved the following: the first message
was on the definition of HIV and causative agent; the
second on whether we can recognize an infected HIV
person by the way he/she looks or do we have to do a
blood test, and what does the window period means; the
third message was on why HIV is a dangerous infection;
the fourth message was on the epidemiology of HIV in
Yemen, the middle east and in the world; the fifth was
on the mode of transmission; the sixth was on modes of
prevention and adopting the ABCD (abstinence, be
faithful, use condoms, and don’t use drugs) approach;
the seventh was on major misconceptions; the eighth
was on risk perception and whether young people can
be at risk; the ninth was on how we should deal with
PLWH, which stresses the importance of the right of
PLWH to live free of stigma and discrimination; and the
tenth message was on what is the role of young people
in educating the community. The life skills messages
were on communication and negotiation skills, self
awareness and self-esteem, decision making, respecting
difference in opinions, and assertive behaviour.
Training of School Management teams
To ensure support for peer educators at school level,
school management teams, which consisted of school
principals and vice-principals, were trained during a
5-days (7 hours/day) training workshop on peer educa-
tion methodologies, life skills, and HIV prevention.
School coordinators planned with peer educators and
management teams the peer activities at their schools.
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Implementation at School level
Before implementation, a pre-field two-days training was
conducted, where peer educators rehearsed the actual
messages to be conducted at school level. The ten HIV
messages and 2 life skills messages (self-esteem and
assertive behaviour) were the major topics covered by
peer educators. Peer educators conducted educational
sessions as an extra-curricular activity once a week for
90 minutes in a class room setting. Peer education ses-
sions were planned that each student would be targeted
with two (90-minutes) sessions in addition to brief ses-
sions during morning school broadcast.
The peer educators used 70 × 50 cm posters, where

each message was displayed on one poster. Also, peer
education sessions were conducted during youth sum-
mer activities in the same class-room style. After the
end of the second session, participants received leaflets
on the 10 messages, as well as hats and T-shirts with a
message: “Protect yourself with abstinence and knowl-
edge“. The slogan was chosen by the peer educators; the
knowledge part referred to the knowledge on condoms
and knowledge on avoiding drugs.
Magnitude of Intervention
The number of targeted schools was increased gradually,
starting in 2005 with the training of 27 peer educators
reaching 500 students in 5 schools. Then in 2006 a
team of 50 peer educators were trained from 20 schools
reached 3,800. In 2007, the existing team of peer educa-
tors reached 4,000 students in the same 20 schools, and
in 2008, a team of 60 peer educators was established
and 1000 students from 27 schools were targeted.

The Evaluation
Design and Participants
A quasi-experimental design for the evaluation of the
school-based peer education interventions was applied.
Assignment of students to the intervention condition
was not based on random sampling, but was based on
the time table for extra-curricular activities, where every
two weeks around 25 “new” students per school partici-
pate in the sessions. The planning of students for extra-
curricular activities was indiscriminate with no systema-
tic selection. Randomization was not feasible as it was
considered interfering too much with internal school
affairs and was considered un-ethical by the implement-
ing as well as funding organizations. The 2005 baseline
survey, which was conducted on a randomly selected
sample of 2274 students from the same schools, was
used as cohort control group
Sampling
The sample included in this study consisted of 2510 stu-
dents selected from 52 randomly selected classes (out of
a total of 250 classes) from the 27 high schools located
in the 8 districts of Aden governorate. Proportional

allocation technique was applied, i.e., class selection was
weighted to ensure an appropriate number of classes
from each district, dependant on the number of school
classes in the district. In each school, the required num-
ber of classes was selected by simple random sampling.
In the selected classes, all students who were present in
the survey day were invited to complete the question-
naire “See additional file 1“.
Instrument and Data Collection Procedure
A self administered structured questionnaire composed
of mainly close-ended questions, and some open ques-
tions, was the main study instrument. The questionnaire
used was based on the one previously used in the 2005
survey and was subjected to a thorough discussion
between the office of education in Aden and active peer
educators in high schools of the Aden governorate; the
decision was to have the same questionnaire as the one
in 2005, and add one more component to study the
effects of peer education. Adding behavioural questions
on condom use or sexual activity was refused as it was
against the policy of the Ministry of Education, due to
sensitivities in this conservative school setting. The
questionnaire was then pre-tested among one hundred
and fifty students from a school not included in the
2005 baseline and this school was excluded from the
sample. Pre-testing helped in re-phrasing questions and
estimating the approximate time required for complet-
ing the questionnaire.
Data collection was conducted during October 2008.

The field team consisted of 12 persons subdivided into
three smaller teams consisting of a supervisor and three
enumerators, each sub-team responsible for almost
equal numbers of surveyed classes.
Measures
Demographic characteristics that were measured
included age and gender. The main study outcome vari-
ables included the following:
General HIV/AIDS awareness- represent the assess-

ment of two different variables:
HIV Infectivity- was assessed through a closed-ended

question on whether HIV is contagious, with options of
“yes”, “no”, and “don’t know”.
Existence of HIV/AIDS- was assessed with two closed-

ended questions on whether students thought HIV/
AIDS cases existed in Yemen and Aden, with options of
“yes”, “no”, and “don’t know”
Peer Education in Schools- whether a student was

targeted by the intervention or not was assessed by a
closed-ended question on whether the student have ever
attended/heard of AIDS education by peers in his/her
school; yes/no options were available. Those targeted by
peer education were then asked through a closed-ended
question on whether they found peer education benefi-
cial; beneficial to some extent; or not beneficial.
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Knowledge about HIV/AIDS transmission and pre-
vention- Students’ knowledge regarding HIV/AIDS
transmission and prevention were assessed through 12-
items. Three options were available: “Yes”, “No”, and
“Don’t Know”. The answer to each question was scored
1 for correct and 0 for wrong or don’t know answer.
The total HIV/AIDS transmission and prevention
knowledge score was calculated by summing student’s
responses for the 12 items. The total knowledge score
ranged between 0 - 12 and was classified into: Good
knowledge (ranging from 9 - 12) representing 75% and
above of the maximum point in the score range; Aver-
age knowledge (ranging from 6 - 8) representing 50% to
less than 75% of the maximum point in the score range;
and Poor knowledge (ranging from 0 - 5) representing
less than 50% of the maximum point in the score range.
As an indirect measurement of HIV Stigma and

Discrimination, suggested actions towards People Liv-
ing with HIV- was assessed by three open-ended ques-
tions, stated as follows: What actions should be taken
with persons infected with AIDS by government? What
actions should be taken with persons infected with
AIDS by society? What actions should be taken with
persons infected with AIDS by individuals?
Life skills Changes- students who reported receiving

peer education were asked in an open question on
whether peer education changed their life skills and if
yes, to explain such changes. Answers were coded and
categorized into five categories: “No answer”, “No
change”, “There is a change (non-specific)”, “There is a
specific life-skill change identified”, and “Others”.

Data Analysis
Data were analyzed using the Statistical Package for
Social Sciences software version 15 (SPSS Incorporation,
Chicago, IL, USA). Open ended questions were recorded
and coded. Bivariate associations using Pearson Chi-
square (c2) were performed for the comparison among
proportions. The statistical significance level was set at
p-value < .05. The predictive ability of selected indepen-
dent variables with potential determining relation to the
study dependent variables was investigated using multi-
variate analysis. Knowledge score (0 = poor, 1 = good)
and life skills change (0 = not reported, 1 = reported)
were dichotomized for binary logistic regression analysis.
Multivariate analysis to explore the effect of the

selected independent variables on the likelihood of stu-
dents to be not receiving peer education, to have good
HIV/AIDS knowledge score and to declare life skills
changes after receiving HIV/AIDS peer education was
performed by binary logistic regression. In this multi-
variate analysis, model fitness was checked by Hosmer-
Lemeshow goodness-of-fit test.

Multi-level analysis was done to study the effect of
peer education on the knowledge score, while taking
into account the school effect, with knowledge, as an
outcome linear variable, and peer education as a predic-
tor variable.

Ethical Considerations
The Ethics committee of the Faculty of Medicine and
Health Science, Sana’a University, granted the ethical
approval to conduct this study. In addition, written con-
sent from the Director General of Education Office in
Aden was obtained.

Results
Characteristics of the participants
Forty-nine percent of the sample (2510 students) was
females and fifty-one percent were males. Around 59%
were from grade 11 and 41% from grade 12. The major-
ity of students were in the age range 15-17 years
(70.4%) with a mean age of 17.06 ± 0.89 years. All stu-
dents were enrolled in public schools except for one
(semi public).

General HIV/AIDS awareness
Of all students 99.5% (2498 out of 2510) reported that
they have heard about AIDS prior to this survey, and
among them, 87.7% thought that HIV/AIDS was a dis-
ease that existed in Yemen; however a lower proportion
(61.0%) perceived its existence in Aden. The majority of
the students (80.0%) believed that HIV is infectious.

Peer Education in Schools
Being targeted by peer education was reported by
(78.6%) of students. Among those reported being tar-
geted by peer education, (76.6%) considered peer educa-
tion beneficial, (21.7%) considered it beneficial to some
extent, and only (1.7%) considered it not beneficial.

Knowledge about HIV/AIDS transmission and prevention
On average, 62.8% of the students had a good score on
knowledge about HIV/AIDS transmission and preven-
tion. By their sex, a statistically significant difference
was detected (c2 = (df = 2) = 72.68, p < .01) with 71.2%
of the female students having a good knowledge score
compared to 54.7% of male students.
Of students targeted by peer education 68% had good

knowledge scores, compared with 43.3% of students not
targeted by peer education (c2 = (df = 1) = 111.15, p <
.01). Students targeted by peer education had statistically
less misconceptions and better knowledge on the modes
of transmission and prevention. The only exception was
the knowledge on having sex with an infected person,
which was not statistically significant (Table 1).
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To explore the effect of schools on the knowledge
score, a multi level regression analysis was performed.
Although this analysis revealed that there was a signifi-
cant difference between the twenty seven schools in the
effect of peer education on knowledge (Wald Z = 4.42,
p < .001), the intervention effect of peer education at
the individual level was significant. This means that
those targeted by peer education had a higher knowl-
edge score (9.24 out of 12.0) compared with those not
targeted (7.89 out of 12.0), OR = 2.11, 95% CI = 1.04-
4.27, p = .05). Despite the difference between schools,
being targeted by peer improved the knowledge of the
students regardless of the school they belong to “See
additional file 2“.
Compared with the cohort control group from the

2005 baseline survey, which included a random sample
of 2274 students, those participating in the current
study had better knowledge on the modes of transmis-
sion and prevention, and less misconceptions. The
main difference had been in the knowledge on use of
condoms, which increased from 49.4% in 2005 to
67.8% among targeted students in 2008. Misconcep-
tions had decreased, where 21.6% in 2005 reported that
transmission through handshaking and kissing can
transmit HIV compared with 10.9% in 2008; transmis-
sion through eating and drinking was 39.7% in 2005
compared with 13.1%, transmission through swimming
pools was 31.5% in 2005 compared with 15.6%, and
transmission through mosquitoes was 49.3% in 2005

compared with 21.1% of students targeted with peer
education in 2008.

Suggested actions to deal with People living with HIV/
AIDS
We looked at the suggestions of students for actions to
be taken towards people living with HIV by the govern-
ment, society, and individuals. Overall, the most frequent
suggested actions were related to Care, Support, and No
Discrimination. At government level, the most frequent
suggested actions by students were providing medical
treatment/specialized hospitals, care and support, and
ensuring human rights. For society, most frequent actions
included to be treated the same as everyone else by
society and avoiding embarrassing/discriminating PLWH.
At individual level, the most frequent suggested actions
were sympathy/no discrimination and to be treated the
same as everyone else by individuals.
We compared the most frequent suggested actions

among those targeted and not targeted by peer educa-
tion. Suggesting care, support and no discrimination
actions were statistically associated with being targeted
by peer education (Table 2).
Compared to the 2005 baseline survey, the most fre-

quent actions suggested by the cohort control group were
2569 suggestions related to punishment and included 158
suggestions for killing PLWH. However, in this study,
there were only 321 suggestions for punishment, and all
related to isolation, but no suggestions for killing.

Table 1 Knowledge of correct modes of transmission, prevention and misconceptions

2005 2008

Correct modes of transmission and prevention Total
(N = 2270)

%

Total∞

(N = 2498)
%

PE*
(N = 1964)

%

No/PE**
(N = 534)

%

Significance
p-value***
PE/No PE
2008

Having sex with infected person can transmit HIV infection 96.2 94.9 95.1 94.4 NS

Blood transfusion is a risk factor of HIV infection 93.8 94.7 95.5 91.8 p < .01

Shared use of piercing devices with HIV/AIDS patient can transmit HIV 91.6 90.9 92.3 85.8 p < .001

Possibility of HIV transmission from infected pregnant mother to her baby 88.0 87.4 88.7 82.4 p < .001

Possibility of HIV transmission through breastfeeding from infected mother 71.0 75.5 77.2 69.3 p < .001

Male-to-male sex is a risk factor for HIV infection 75.2 70.5 71.8 65.5 p < .01

Proper use of male condom is protective against AIDS 49.4 65.4 67.8 56.6 p < .001

Possibility of carrying HIV infection by a healthy person 43.0 44.2 47.8 31.1 p < .001

Incorrect modes of transmission and prevention (misconception)

Handshaking and kissing can transmit HIV infection 21.6 12.4 10.9 18.0 p < .001

Eating and drinking with HIV/AIDS patient can transmit HIV infection 39.7 14.7 13.1 20.8 p < .001

Possibility of HIV transmission through swimming pools 31.5 16.1 15.6 17.8 p < .001

Possibility of HIV transmission through mosquito bite 49.3 23.8 21.2 33.1 p < .001

∞Total of 2008 sample.

*Targeted by Peer Education.

** Not targeted by Peer Education.

***p-value calculated with Pearson’s Chi-Squares.
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Life Skills Changes and Student Knowledge
Of students targeted by peer education 54% reported life
skills changes, with mainly communication skills reported
as the main change. Female students reported a statisti-
cally higher percentage of life skills changes (65.5%) com-
pared to males (44.5%), (c2(df = 1) = 87.09, p < .01).
We looked at the relation between reporting life skills

changes and knowledge score, and we found a statistically
higher percentage of students who had good knowledge
score (61.0%) reported life skills changes after peer educa-
tion activities than those with poor knowledge score
(43.9%), (c2 = (df = 1) = 50.18, p < .01).
When a logistic regression analysis was done, it

showed that males (OR = 0.41; 95% CI: 0.34 - 0.50), and
those having poor knowledge score (OR = 0.60; 95% CI:
0.49 - 0.74), were at significantly reduced likelihood of
changing their life skills after receiving HIV/AIDS peer
education.

Discussion
The school-based peer education interventions imple-
mented in all twenty seven high schools of Aden had
succeeded in improving the levels of knowledge of HIV
transmission and prevention, and in decreasing the
levels of misconceptions, and of stigma and discrimina-
tion towards people living with HIV.
The trend over the past several years shows that the

level of knowledge on HIV prevention in the Middle East
and North Africa (MENA) has increased, although such
an improving trend varies among different groups and
settings [7]. The findings of this study further confirms
this improving trend. One of the important findings of
this study is related to the improved knowledge on the

use of condoms, which is still considered a sensitive issue
to discuss among school students in conservative Muslim
and Arab settings [23,24]. Compared with other levels of
knowledge of condoms among youth in MENA countries,
students in this survey had similar levels of condom
knowledge to that in Gaza strip, but had better knowl-
edge than youth in Morroco and Iran [10]. Previous stu-
dies in Yemen among school students [10], and among
out of school youth[25] had aslo shown lower levels of
knowledge on the use of condoms.
The levels of Misconceptions among the students tar-

geted by peer education in this study are lower than
other youth surveyed in several MENA countries [10].
In the Islamic Republic of Iran, one-third of high school
students believed that HIV can be transmitted by mos-
quitoes, and 67% out of school youth in Aden believed
that HIV can be transmitted by mosquitoes. In addition
to decreased levels of misconceptions, there were
decreased levels of stigma and discrimination; although
the decrease was more apparent among those targeted
with peer education, also students not targeted by peer
education have suggested far less punishment actions
than the cohort control group in 2005. Existing research
is also documenting that there is a trend of decreasing
stigma and discrimination towards PLWH in MENA,
although it is still far from optimal[10].
Although there is ample research exploring HIV knowl-

edge and attitudes in MENA, there is far less on evaluat-
ing HIV school interventions among adolescents and
young people. In fact, there is only one study, which
documents a rapid school peer education intervention,
implemented in the United Arab Emirates (UAE), a high
income Arab country. In this study, peer education

Table 2 Most frequent suggested actions by school students to deal with people living with HIV

2005 2008

Suggested Actions Total
(N = 2270)

%

Total∞

(N = 2498)
%

PE*
(N = 1964)

%

No/PE**
(N = 534)

%

Significance
p-value***

(PE/No PE-2008)

Empathy/no discrimination 0 29.9 32.4 20.4 p < .001

to be treated the same as everyone else by the society 0 29.9 32.1 21.5 p < .001

Treatments/specialized hospitals 7.5 25.1 26.2 21.2 p < .05

Avoid embarrassing/discrimination 0 20.1 22.0 13.1 p < .001

to be treated the same as everyone else by individuals 0 18.3 20.1 12.0 p < .001

Helping and supporting 11.5 15.8 17.0 11.6 p < .01

Ensuring human rights 0 14.0 15.3 9.2 p < .001

Killing or Whipping 2.4 0 0 0 -

Imprisonment 1.9 0 0 0 -

∞Total of 2008 sample.

*Targeted by Peer Education.

** Not targeted by Peer Education.

***p-value calculated with Pearson’s Chi-Squares.
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sessions were delivered to male and female students in
UAE high schools by college medical students, who were
previously trained by a training package developed by
international experts[26]. The study revealed that the
peer education intervention has improved knowledge and
decreased stigma and discrimination among the students
who received the intervention.
The relatively new aspect about this study, in addition

to being implemented in the most traditional and disad-
vantaged country of the MENA region [1], it documents
a three-year school-based peer education as well as a
life skills intervention, where high school male and
female adolescents were trained as peer educators and
led the process in their own schools. Moreover, students
were given messages on the protective role of condoms.
This is noteworthy in such a conservative culture, where
adolescents are not considered to have the right to
information related to sexuality. The acceptance of the
intervention, especially by families of peer educators is
an important finding. The fact that there were only
three refusals from parents, reflect the important advo-
cacy work by the school programme coordinators.
Although the conservative nature of Arab and Muslim
societies had usually been blamed for not implementing
school-based interventions on HIV and sexual health,
this study indicates that such interventions in conserva-
tive settings are possible, and parents could be willing to
accept the participation of their adolescent girls, given
that they are well informed by schools.
The school-based peer education has increased not

only the overall knowledge on condoms for HIV preven-
tion compared with the school baseline survey, but has
also decreased the knowledge gender gap on condoms,
which was evident in the baseline survey conducted in
2005[11]. The gender gap favouring males, regarding the
knowledge on condoms, was also huge among young
people in vulnerable communities of Aden, which was
revealed by the study conducted by Al-Serouri et al in
2005[25]. This gender difference is a reflection of the
traditional Yemeni society, which gives young men more
freedom than young women to discuss sexual related
matters, such as condom use [25]. However, the result
of this current study challenge this fact, where female
students attained better knowledge on condoms after
being targeted by peer education, compared to male stu-
dents. They also reported more life skill changes than
male students. This suggests that the design of the inter-
vention was gender sensitive such that it was able to
reach female students with the necessary information
and skills. It also indicates that girls in Yemen make
maximum benefit of all existing educational opportu-
nities, and that girl’s education is the most important
determinant factor that can lead to gender equality, in a
nation with huge gender disparities [5]. Previous

research [26] has also documented that female students
had attained better knowledge than their male counter-
parts after participating in HIV peer education in
schools, although female students had lower levels of
knowledge at baseline.
Although some might argue that improving levels of

knowledge and decreasing levels of stigma and discrimi-
nation do not necessarily lead to behavioural change, it
should be noted that reporting life skills changes was
associated with a good knowledge score, which indicates
that the peer education intervention not only contribu-
ted to knowledge on HIV and decreasing stigma and
discrimination, but also to improving life skills, which is
an integral part of adopting safe sexual behaviour [27].
Several limitations are related to this study. The first

limitation is due to the fact that this study evaluated an
intervention which aimed to improve knowledge and
decrease stigma and discrimination but did not measure
the impact on sexual behaviour. Unfortunately, this was
not possible due to the conservative school system and
the cultural setting. Previous evaluations performed in
developing countries have indicated that peer education
contributed to knowledge and awareness, but had weak
to moderate effects on adolescents’ sexual risk behaviour
[28-31]. Other studies have shown that peer-led pro-
grams improved students’ attitudes and behaviours com-
pared with students who did not receive such
prevention education [18,32,33]. However, in a setting
like Yemen, where access to information by adolescents
is still limited, increase in knowledge and awareness is a
crucial step towards behaviour change, as one of the fac-
tors that influence HIV risk behaviour among young
people is their HIV/AIDS knowledge [34].
The second limitation is related to the quasi-experi-

mental design of the study, where internal validity is a
concern because of the lack of randomization among
intervention and control groups. However, several mea-
sures were undertaken to improve the similarities
between cases and controls. The fact that students from
the same schools were cases and controls decreased the
non-equivalency between them. Also, the 2005 baseline
was used as a cohort control group, which helped to
increase the internal validity of the study [35].
The third limitation is related to the external validity

and generalizability of the study. The fact that this peer
education intervention was conducted in Aden gover-
norate does not necessarily mean that the findings can
be generalized to all of Yemen. Aden governorate is an
urban setting, while 75% of the Yemeni population is
living in rural areas [3]. The fourth limitation is related
to the validity and reliability of studies that use struc-
tured quantitative tools, where young people might give
the desirable answers regarding skills and attitudes. The
fifth limitation is related to the fact that the significant
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change in knowledge and attitudes among students may
in part reflect changes over time, rather due to the peer
education intervention.
Although this study has all of the above detailed limita-

tions, it has revealed that it is possible to address HIV, a
sensitive issue related to sexuality, in schools of a conser-
vative country like Yemen, and these findings could be a
starting point for future school-based sexual and repro-
ductive health programmes in Yemeni schools. Such
programmes should be life skills based and culturally sen-
sitive and should be integrated within the Yemeni school
curriculum as a long term strategy. This integration
requires policy development by the Ministry of Education
and the gap in the short term should be filled through
integration in extra-curricular activities. It is also recom-
mended to conduct a youth risk assessment survey,
which would be a valuable tool in the context of Yemen,
where there is much more to learn about the risks and
vulnerabilities associated with adolescents and young peo-
ple in Yemen. Such a survey, although research tools are
available from other countries, should be tailored to the
Yemeni context. The survey should not only focus on
youth vulnerabilities and risks to HIV, but also sexually
transmitted infections, alcohol abuse, and Qat (Khat)
consumption. Khat, a green shrub, which is a mild narco-
tic with amphetamine-like effects, is widely chewed by
Yemeni youth. Previous research had conflicting conclu-
sions on whether Khat could be a risk factor for HIV and
other sexually transmitted infections [36,37], and thus
this issue has to be further explored within the context of
a youth risk assessment survey.

Conclusion
This evaluation demonstrated that HIV education
among school adolescents is possible in very conserva-
tive settings, given the interventions are addressed in a
culturally sensitive manner, and all key stakeholders are
involved in the early stages of the interventions. The
school-based peer education intervention has succeeded
in improving levels of knowledge on modes of transmis-
sion and prevention, and in decreasing levels of stigma
and discrimination.

Additional material

Additional file 1: Sampling Details. Details on the sampling process is
provided. Two tables are included, which describe the distribution of
grade 11 and 12 students in the different districts, and the distribution of
sampled classes by schools in the eight districts of Aden Governorate.

Additional file 2: Differences between schools in relation to
knowledge among students targeted and not targeted by peer
education. The file includes SPSS output of multi-level regression
analysis. The analysis reveals that although there was a significant
difference among schools, the intervention effect of peer education at
the individual level was significant.

Acknowledgements
The research and school-based intervention were funded by UNICEF-Yemen
Country Office.
SOUL - a Yemeni National NGO coordinated the data collection and training
of data collectors.
The statements in this article are the views of the authors and do not
necessarily reflect the policies or the views of UNICEF.

Author details
1Department of Health Promotion, Faculty of Medicine, Health, and Life-
Sciences, Maastricht University, the Netherlands. 2United Nations Children’s
Fund, Sana’a, Yemen. 3Department of Public Health and Community
Medicine, Faculty of Medicine and Health Sciences, Aden University,
Republic of Yemen. 4Department of Work and Social Psychology, Faculty of
Psychology, Maastricht University, the Netherlands.

Authors’ contributions
BA - conceived and designed the study; supervised the implementation of
the interventions during 2005-2008; and drafted the manuscript. HB and KA
- supervised field data collection and were significantly involved in the data
entry and analysis. RC - assisted with the data analysis and revised the
article. BvdB and GK - were significantly involved in interpretation of data, in
revising the article critically for important intellectual content. All authors
read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 22 August 2010 Accepted: 7 May 2011 Published: 7 May 2011

References
1. Assaad R, Barsoum G, Cupito E, Egel D: Youth Exclusion in Yemen:Tackling

The Twin Deficits Of Human Development And Natural Resources.
Wolfensohn Center For Development/Dubai School Of Government; 2009.

2. UNDP: Yemen country profile.[http://www.undp.org.ye/].
3. Central Statistics Organization Y: Yemen Statistical Year Book. 2009.
4. Congress Lo: Yemen country profile. Library of Congress - Federal Research

Division 2008.
5. Hausmann R, Tyson LD, Zahidi S: The Global Gender Gap Report. World

Economic Forum, Geneva, Switzerland; 2009.
6. UNAIDS: UNGASS Yemen Progress Report on HIV and AIDS. 2010.
7. Abu-Raddad LJ, Hilmi N, Mumtaz G, Benkirane M, Akala FA, Riedner G,

Tawil O, Wilson D: Epidemiology of HIV infection in the Middle East and
North Africa. AIDS 2010, 24(Suppl 2):S5-23.

8. Busulwa R: HIV/AIDS situation analysis study, conducted in Hodeidah,
Taiz, Aden and Hadhramut, Republic of Yemen. Sana’a: United Nations
Development Programme/World Health Organization/National AIDS
Program, Ministry of Health and Population; 2003.

9. Busulwa R, Takiyaddin MY, Azzubeidi AA, El Zein El Mousaad H, Tawillah J,
Ziady H: Perceptions of the condom as a method of HIV prevention in
Yemen. Mediterranean Health Journal 2006, 12(Supplement 2):S64-S77.

10. Abu-Raddad LJ, Akala FA, Semini I, Riedner G, Wilson D, Tawil O:
Characterizing the HIV/AIDS epidemic in the Middle East and North Africa:
Time for Strategic Action. Middle East and North Africa HIV/AIDS Epidemiology
Synthesis Project Washington DC: World Bank/UNAIDS/WHO; 2010.

11. Al-Iryani B, Raja’a YA, Kok G, van den Borne B: HIV Knowledge and
Stigmatization among Yemeni Adolescents in Schools. International
Quarterly of Community Health Education 2009, 30(4):311-320.

12. Merakou K: Peer education in HIV prevention: an evaluation in schools.
The European Journal of Public Health 2006, 16(2):128-132.

13. Rogers EM: Diffusion of innovations. New York: Free Press;, 5 2003.
14. Oldenburg B, Glanz K: Diffusion of Innovations. Health Behavior and Health

Education - Theory Research, and Practice San Francisco: Jossey-Bass; 2008,
313-330.

15. Chhabra R, Springer C, Rapkin B, Merchant Y: Differences among male/
female adolescents participating in a school-based teenage education
programme (STEP) focusing on HIV prevention in India. Ethn Dis 2008,
18(Suppl 2):123-127.

16. Visser MJ: HIV/AIDS prevention through peer education and support in
secondary schools in South Africa. Journal of Social Aspects of HIV/AIDS
2007, 4:678-694.

Al-Iryani et al. BMC Public Health 2011, 11:279
http://www.biomedcentral.com/1471-2458/11/279

Page 9 of 10

http://www.biomedcentral.com/content/supplementary/1471-2458-11-279-S1.DOCX
http://www.biomedcentral.com/content/supplementary/1471-2458-11-279-S2.DOC
http://www.undp.org.ye/
http://www.ncbi.nlm.nih.gov/pubmed/21079429?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21079429?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21273165?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21273165?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18185895?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18185895?dopt=Abstract


17. Agha S, van Rossem R: Impact of a schoolbased peer sexual health
intervention on normative beliefs, risk perceptions, and sexual behavior
of Zambian adolescents. J Adolesc Health 2004, 34(5):441-452.

18. Medley A, Kennedy C, O’Reilly K, Sweat M: Effectiveness of Peer Education
Interventions for HIV Prevention in Developing Countries: A Systematic
Review and Meta-Analysis. AIDS Education and Prevention 2009,
21(3):181-206.

19. Maas Fvd, Otte W: Evaluation of HIV/AIDS secondary school peer
education in rural Nigeria. Health Educ Res 2009, 24(4):547-557.

20. Ozcebe H, Akin L, Aslan D: Peer education example on HIV/AIDS at a
high school in Ankara. Turk J Pediatr 2004, 46(1):54-59.

21. Strange V, Forrest S, Oakley A, the RIPPLE Study Team a: What influences
peer-led sex education in classroom? A view from the peer educators.
Health Education Research 2002, 17:339-349.

22. UNICEF: Mapping of Children, Young People and HIV/AIDS Activities in
the Middle East and North Africa Region. Amman: UNICEF. Mapping of
Children, Young People and HIV/AIDS Activities in the Middle East and
NortUNICEF Middle East and North Africa Regional Office 2006, July 2006.

23. Bennett LR: Zina and the enigma of sex education. Sex Education 2007,
7(4):371-386.

24. Maulana AO, Krumeich A, van den Borne B: Emerging discourse: Islamic
teaching in HIV prevention in Kenya. Culture, Health & Sexuality 2009,
11(5):559-569.

25. Al-Serouri A, Anaam M, Al-Iryani B, Ramaroson S, Al-Deram A: AIDS
Awareness and Attitudes among Yemeni Young People Residing in High
Risk Areas. Eastern Mediterranean Health Journal 2010, 16(3):242-250.

26. Barss P, Grivna M, Ganczak M, Bernsen R, Al-Maskari F: Effects of a Rapid
Peer-Based HIV/AIDS Educational Intervention on Knowledge and
Attitudes of High School Students in a High-Income Arab Country. J
Acquir Immune Defic Syndr 2009, 52(1):86-98.

27. Hagquist C, Starrin B: Perspectives: Health Education in school-from
information to empowerment models. Health Promot Int 1997, 12:225-232.

28. Aaro LE, Flisher AJ, Kaaya S, Onya H, Fuglesang M, Klepp K, Schaalma H:
Promoting sexual and reproductive health in early adolescence in South
Africa and Tanzania: Development of a theory- and evidence-based
intervention programme. Scandinavian Journal of Public Health 2006,
34:150-158.

29. Gallant M, Maticka-Tyndale E: School-based HIV prevention programmes
for African youth. Social Science and Medicine 2004, 58:1337-1351.

30. Mukoma W: Rethinking school-based HIV/AIDS interventions in South
Africa. Southern African Journal of Child and Adolescent Mental Health 2001,
13(1):55-66.

31. Harrison A, Smith J, Myer L: Prevention of HIV/AIDS in South Africa: A
review of behaviour change interventions, evidence and options for the
future. South African Journal of Science 2000, 96(6):285-291.

32. Li S, Huang H, Cai Y, Ye X, Shen X, Shi R, Xu G: Evaluation of a school-
based HIV/AIDS peer-led prevention programme: the first intervention
trial for children of migrant workers in China. Int J STD AIDS 2010,
21(2):82-86.

33. Rickert V, Jay M, Gottlieb A: Effects of peer-counseled AIDS education
program on knowledge, attitudes and satisfaction of adolescents. J
Adolesc Health 1991, 12:38-43.

34. Fernandez D, Figueroa W, Gomez ML, Maysonet J, Olivaers E, Hunter R:
Changes in HIV/AIDS knowledge among adolescents in Puerto Rico. Ethn
Dis 2004, 18(Suppl 2):146-150.

35. Shadish WR, Cook TD, Campbell DT: Experimental and Quasi-Experimental
Designs-For Generalized and Causal Inference Boston: Houghton Mifflin Press;
2002.

36. Beckerleg S: East African discourses on khat and sex. Journal of
Ethnopharmacology 2010.

37. Kebede D, Alem A, Mitike G, Enquselassie F, Berhane F, Abebe Y, Ayele R,
Lemma W, Assefa T, Gebremichael T: Khat and alcohol use and risky sex
behaviour among in-school and out-of-school youth in Ethiopia. BMC
Public Health 2005, 5(109).

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2458/11/279/prepub

doi:10.1186/1471-2458-11-279
Cite this article as: Al-Iryani et al.: Evaluation of a school-based HIV
prevention intervention among Yemeni adolescents. BMC Public Health
2011 11:279.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Al-Iryani et al. BMC Public Health 2011, 11:279
http://www.biomedcentral.com/1471-2458/11/279

Page 10 of 10

http://www.ncbi.nlm.nih.gov/pubmed/15093801?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15093801?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15093801?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19519235?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19519235?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19519235?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18990683?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18990683?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15074375?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15074375?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12120849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12120849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21629863?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21629863?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20795436?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20795436?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20795436?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19590431?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19590431?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19590431?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16581707?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16581707?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16581707?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14759680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14759680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20089992?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20089992?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20089992?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2007152?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2007152?dopt=Abstract
http://www.biomedcentral.com/1471-2458/11/279/prepub

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	The School-Based Intervention
	Overview
	Training of School Coordinators
	Selection and Training of Peer Educators
	Training of School Management teams
	Implementation at School level
	Magnitude of Intervention

	The Evaluation
	Design and Participants
	Sampling
	Instrument and Data Collection Procedure
	Measures

	Data Analysis
	Ethical Considerations

	Results
	Characteristics of the participants
	General HIV/AIDS awareness
	Peer Education in Schools
	Knowledge about HIV/AIDS transmission and prevention
	Suggested actions to deal with People living with HIV/AIDS
	Life Skills Changes and Student Knowledge

	Discussion
	Conclusion
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 500
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 500
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


