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Abstract
Peer education is used as a health promotion strategy in a number of areas, including sexual health. 
Although peer education programmes have been around for some time, published systematic evaluations 
of youth sexual health peer education programmes are rare. This article discusses the advantages and 
disadvantages of youth sexual health peer education programmes, the importance of programme evaluation, 
and strategies for developing effective programme evaluation tools. The value of conducting both process 
(programme delivery) and outcome (programme impact) evaluation is examined as well as methods for 
conducting these forms of assessment. Considering the wide range of peer education programmes and the 
diversity of communities served, the article concludes that the creation of a single evaluation method may be 
an impossible task. To address this challenge, principles for effective programme evaluation are proposed with 
tools that can be tailored to the unique goals of specific sexual health organizations. 
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Introduction
This paper discusses the advantages and disadvantages of youth sexual health peer education pro-
grammes, the importance of programme evaluation, and strategies for developing effective pro-
gramme evaluation tools. Although peer education programmes have been around for some time, 
published systematic evaluations for youth sexual health peer education programmes are rare1–9. 
Broadly defined, peer education occurs when individuals of a specific self-identified group educate 
other individuals from that same self-identified group with whom they may share similar social 
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backgrounds or life experiences10. Peer education has been used in a number of health-related areas 
including: drug education, tobacco and alcohol abuse prevention, nutrition promotion and sexual 
health education11,12.

Peer education, as applied to youth sexual health, ‘is the teaching or sharing of health informa-
tion, values and behaviours by members of similar age or status groups’10. Youth sexual health peer 
education programmes cover a number of topics such as the risk of sexually transmitted infections 
(STIs) including the Human Immunodeficiency Virus (HIV); safer sex practices and the use of 
condoms; birth control; violence and healthy relationships, often within an anti-oppression frame-
work. Peer educators also address misconceptions, prejudices, attitudes and stigmas surrounding 
sexual health issues3,13–15. The aim of many peer education programmes is to help youth make 
informed decisions while providing them with support and accurate information. While rigorous 
evaluations are rare, peer education has proven to be effective in a number of different settings, 
including sexual health7,16,17.

This paper was developed as part of a larger study on the evaluation needs and practices of peer 
sexual health education programmes. A secondary goal was to build youth capacity in community-
based research. To this end, senior high school youth were hired and trained to conduct the project 
literature reviews. The training process was coordinated by a graduate student and included: doing 
background reading in the literature review topic; attending workshops on research techniques and 
library search strategies; visiting community organizations that offer sexual health services; and 
learning to do a critical analysis of the literature collected. This paper is one product of that process 
and was used to inform our interviews on evaluation needs and strategies with peer sexual health 
educators and supervisors.

Peer education formats
In Canada, youth peer education in sexual health operates in a number of different formats. One 
popular form is a Speakers’ Bureau which includes trained speakers who educate community and 
organization members, train and recruit new volunteers and motivate others to take action. 
Components of an effective Speakers’ Bureau include research, strategic market promotion, con-
tent development, coaching, promotion, monitoring, and evaluation18. The YouthCo AIDS Society, 
an HIV and Hepatitis C peer education group in Vancouver, is one example. Speakers’ Bureau 
volunteers facilitate dialogue among youth on HIV and AIDS, safer sex, substance use and risk 
reduction, and build capacity among youth to educate and support each other19. The Toronto People 
with AIDS Foundation (Toronto PWA) has a Speakers’ Bureau that includes adult and youth speak-
ers with the goals of dispelling myths and misconceptions about HIV and AIDS and reducing 
stigma and discrimination by giving HIV/AIDS a human face20. 

Telephone support lines are another popular form of peer education. Almost all Canadian health 
organizations are accessible by telephone and some have telephone lines that adolescents can call 
for sexual health information. Planned Parenthood Toronto’s Teen Sex InfoLine (TSI) uses trained 
peer volunteers to offer phone information, support and referrals to youth21. The Lesbian, Gay and 
Trans Youthline serves youth across Ontario providing peer counselling and safe sex information. 
Telephone support lines are a practical way for Canadian youth to get support and information 
from peers and referrals to sexual health services. The increased accessibility of mobile phones has 
allowed for easier and more convenient access to telephone help services for youth in Canada, and 
new programmes using text messages are being piloted as a strategy for peer support.

Adolescents can also use the internet for easy, anonymous access to youth sexual health infor-
mation22. The internet is becoming a major avenue for peer education23–25 and many sites offer 
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sexual health information targeted specifically to young people. Examples include: sexualityandu.ca, 
thebody.com and livepositive.ca. Planned Parenthood Toronto uses MSN Messenger as part of its 
peer education programming on their website spiderbytes.ca26. The internet is a globally available 
network, allowing coordination of effective peer education programmes from a centralized loca-
tion without incurring travel costs to reach diverse geographic regions27. 

Peer education has also become popular through the artistic realm of theatre. The Gendering 
AIDS Adolescent Prevention (GAAP) Project, has worked with Aboriginal youth to turn data on 
HIV and AIDS research into performances for HIV awareness, prevention and education. The per-
formances have been produced as a DVD that highlights the connections between HIV vulnerabil-
ity and the social issues facing Aboriginal youth in urban areas and on reserve settings28. YouthCo, 
hosts a Forum Theatre Troupe consisting of theatre games and discussing issues like sex, sexuali-
ties, drug use and self-esteem19. Forum theatre works by encouraging the audience to interject and 
share opinions and thoughts about what should happen next in the scene29. YouthCo uses peer youth 
facilitators to act out scenes, and encourages participants to intervene and participate. 

Harm reduction, both a format and a methodology for peer education, is based on fundamental 
principles that respect individual decisions and strive to reduce harm without judging those engaged 
in risky behaviour30. The rationale behind these programmes is that people who use drugs may still 
engage in drug use, but if they use drugs in a safer manner, then the associated risks can be 
lowered31. Many harm reduction programmes recognize abstinence as an option for drug users but 
also promote a variety of alternative options that reduce harm. The TRIP! Project focuses on serv-
ing youth in the electronic dance music community32. TRIP! sends trained peers to raves and clubs 
to hand out condoms, lube, and youth friendly fliers on safer sex and drug use. Their brightly 
coloured fliers use youth-friendly language like ‘sucking’ and ‘fucking’ and display attention-
grabbing images. All materials are produced by volunteers and active users, and are ‘fact checked’ 
for accuracy.

In general, peer education can constitute anything from something as simple as informal con-
versations with young people at a club about risky health behaviour, to formal referrals to service 
providers33. Other methods include benefit concerts, school assemblies, workshops, posters, mes-
sage boards, newsletters, stickers, buttons, theatre, art, song contests, essay contests and distribu-
tion of articles and pamphlets34. The range of methods through which peer educators try to reach 
their audience is extensive and constantly expanding. 

Advantages of peer education
Peer education has a number of advantages over other sexual health education efforts. First, peer 
educators are believed to be credible sources of information33,35,36. Peer educators are often indi-
viduals who have experienced trials and tribulations similar to the youth they are trying to reach 
and may also have similar hobbies, tastes in music, pop culture references, use of language (includ-
ing slang) and family issues33. Information provided by authority figures such as teachers, govern-
ment employees and police officers can be received by youth with mistrust or be seen as preaching36. 
Peer education gives youth the opportunity to learn about sexual health and to ask questions from 
their peers who they see as being more likely to understand their situation13. 

Peer education programmes are also beneficial to the peer educators themselves37–41. Peer lead-
ers are usually given special training which contributes to personal development and job skills35,42. 
Peer educators learn transferable skills including communication, organization and teamwork 
through both experience and training43. Although most peer educators are volunteers, they are 
often asked to commit to engagements and keep records of interactions they have with youth. This 
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accountability allows for the development of advanced organizational skills44. Peer educators also 
gain valuable information about sexuality and may be more likely to use condoms and seek health 
services35. Finally, peer leaders can gain a sense of responsibility as well as recognition from their 
communities, particularly when they are given the opportunity to have input into programme 
design and operation42. Overall, many peer educators benefit from peer education programmes 
because they gain an increased knowledge of sexual health, learn valuable skills, entertain more 
positive opinions and attitudes about sexual health matters and report a decreased frequency of 
high-risk behaviour7,17,45–48. The knowledge, confidence and opportunities gained by peer educa-
tors can lead to increased job opportunities and greater eligibility for admission to university and 
college. 

Disadvantages of peer education
Peer education is not without criticism, however. Peer educators do not possess the same academic 
knowledge or professional experience as health educators. Furthermore, peer educators sometimes 
receive inadequate training, limiting their ability to educate their peers effectively49. There can also 
be stigma held against peer educators who have faced adversities in their own lives, particularly by 
mainstream health service organizations and professionals. Some studies question the validity of 
the assumption that peer education influences behaviour. A review of the literature on peer influ-
ence and smoking behaviour concluded that there was inadequate evidence to assert that peers 
could affect behavioural change50. For example, a South African study found that youth continued 
to practice unsafe sex despite having gained knowledge about HIV and AIDS prevention through 
peer education51. 

Power issues are another concern, as gender inequities and other forms of discrimination can be 
reinforced if anti-oppression education is not built into peer education training52. Another chal-
lenge is the lack of consensus on the definition of ‘peer’53. Some groups define youth as individu-
als aged 15–2454 which is a very wide age span. Overall, the diversity of organizations offering an 
even more diverse range of peer education programmes makes it difficult to evaluate and compare 
peer education programmes. Furthermore, critics have claimed that there is limited evidence that 
peer education programme developers fully understand the intricacies of peer influence and, there-
fore, may not have the theoretical knowledge to develop effective intervention programmes55,56. 

Evaluating peer education
Typically, the evaluation of youth sexual health peer education programmes takes two major forms: 
process evaluation and outcome evaluation. Process evaluations often use qualitative methodology 
to examine programme delivery, implementation and acceptability. Process evaluations look at 
aspects such as peer educator training, satisfaction with involving peers in health promotion activi-
ties, whether the programme meets the needs of participants and the generalizability of the pro-
grammes to other populations57. In a review of evaluation methods for youth peer-delivered health 
promotion, Harden et al57 found that most process evaluations looked at programme acceptability, 
factors that influenced its implementation and the training of the peer-deliverers. 

Outcome evaluation examines the impact of the programme. For youth sexual health peer edu-
cation, the impact of programmes is often measured in terms of non-behavioural (changes in 
knowledge, beliefs and attitudes) and behavioural effects57–61. In contrast to qualitative process 
evaluations, outcome evaluations typically use quantitative methods. The predominant method for 
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outcome evaluation of peer education programmes is questionnaires administered before and after 
the programme. Outcome evaluations sometimes look at longer term effects by administering 
questionnaires again six to eighteen months after the programme, although there is significant 
variation in the follow-up time among studies59–62. 

There are some obvious limitations to outcome evaluations. Larger studies can have difficulty 
locating participants post test. Telephone and MSN peer education that provide youth with confi-
dentiality present challenges for long term follow-up. There is also no way of accounting for infor-
mation gained outside of the peer education programme without a comparison group. 

In a review, Harden et al57 found that many youth peer-delivered health promotion programmes 
are evaluated qualitatively for process, rather than outcome, and that there are very few high qual-
ity outcome evaluations of peer education programmes. Studies that included both process and 
outcome evaluations strengthened the evaluation and provided more context for the interpretation 
of results. When both outcome and process evaluations are performed, the process evaluation can 
help to better understand the results of the outcome evaluation. For example, if the outcome 
evaluation yields unfavourable results, the process evaluation may help to determine why this 
was the case.

An interesting trend has emerged when comparing process evaluations and outcome evalua-
tions. Outcome studies often demonstrate variable findings with regard to the success of  
programmes in achieving outcomes, whereas process evaluations more commonly report very 
positive results and great satisfaction among young people57. Harden et al57 suggest that these dis-
crepancies may question the reliability of conclusions based on qualitative data, but these discrep-
ancies could illustrate that process and outcome evaluations are examining different benefits of 
these programmes.

In addition to ensuring that evaluation tools are designed in a way that produces useful and reli-
able information, there are other factors to consider. Peer education programmes must also ensure 
that the materials being used are culturally relevant and available in appropriate languages for their 
target groups63. To achieve this, a deep understanding of the community’s values, history and social 
relationships must be attained. Religious and cultural beliefs are important to consider when 
attempting to create a culturally sensitive intervention and evaluation tool for peer education pro-
grammes. Asking questions about sex and birth control are inappropriate in some cultures and can 
be met with resistance. The development of evaluation tools should involve members of the target 
community including, where relevant, cultural, religious, community or political leaders so that 
points of resistance can be thoroughly explored. Community acceptance could be a criterion for 
evaluators to consider in assessing peer education programmes. Some authors suggest using reli-
gious references within the body of the evaluation tool to reassure communities and to try to gain 
favour64. 

Other challenges include developing evaluation methods for small rural communities where 
confidentiality is an issue. The high rates of migration between urban centres and smaller commu-
nities can also create barriers when trying to observe a population over an extended period of 
time65. Evaluation tools should also consider ways to measure gender differences in responses to 
the content and delivery of peer education. For example, the finding that young men are less likely 
to consult friends for sexual health information66 suggests a lack of comfort in discussing sexual 
health matters with peers. Despite the number of challenges, there is a need to tailor evaluation 
tools to specific target populations so that peer education programmes can be effectively assessed 
and improved if needed. Partnering with agencies that serve the targeted community is crucial to 
ensuring the tools will be effective. 
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Conclusion and further suggestions

There is a need for validated evaluation tools for youth sexual health peer education1–6,8,9,67. 
However, the variety of platforms through which peer education is offered, in conjunction with the 
variety of methodologies, theories, definitions and cultures considered in peer education pro-
gramme design, makes the task of creating a single evaluation framework near impossible. One 
form of evaluation may not adequately measure successes and challenges within the heterogeneity 
of these programmes. Therefore, the formation of guidelines or principles that individuals and 
groups can employ in creating their own peer education programme evaluations may facilitate 
more relevant and effective programme evaluation. 

 The literature suggests that the predominant methods for evaluation are questionnaires/surveys 
and interviews. However, with the increasing role of the internet in peer education22 as well as of 
arts-based approaches28 more innovative evaluation tools should be considered. Using arts-based 
evaluation techniques68 to replace or supplement conventional evaluation methods may provide 
more youth-friendly approaches to evaluation for both arts-based and traditional peer education 
programmes. In any case, there is evidence that a mixed-method strategy that includes both process 
and outcome evaluation methods is most effective. Consultations with relevant stakeholders (fund-
ing agencies, peer educators, youth clients, staff, public health officials) would help to identify 
what outcomes would be reliable indicators of success.

Developing methods of peer education evaluation tailored for specific communities is impor-
tant. Considerations when designing a culturally sensitive evaluation metric are language, cultur-
ally appropriate diction, and the target population’s values and social infrastructure. It is interesting 
to note that while the existence of literature regarding culturally appropriate peer education pro-
grammes is limited, the existence of literature about Aboriginal youth peer education programmes 
in Canada is even scarcer. Future suggestions for research would be to build capacity among 
Aboriginal youth and other marginalized groups to develop culturally appropriate evaluation tools. 
All evaluation methods should be designed to assess gender differences in responses to peer educa-
tion, particularly in the area of sexual health. 

In addition, the benefits to the peer educators should be considered when looking at programme 
success and efficacy. This could be captured through evaluations of peer educators by programme 
staff and/or other peer educators and through self-reflections by peer educators themselves. Scales 
that examine leadership and communication skills as well as confidence can be built into outcome 
evaluation. The impact on youth capacity building should be included when reporting the results 
of programme evaluation. 

Many youth sexual health peer education programmes lack capacity in, and resources to under-
take, programme evaluation. Initiatives to build research and evaluation capacity among coordina-
tors and volunteers would greatly benefit the programmes as well as the community of youth 
sexual health peer educators. This could take many different forms. Workshops on conducting 
programme evaluation can bring members from many different programmes together to learn 
about programme evaluation in a supportive environment where partnerships could be developed. 
Organizations such as the Ontario HIV Treatment Network and the Wellesley Institute sometimes 
conduct workshops and training sessions on community-based research. These models could be 
adapted to develop youth-friendly workshops that address the programme evaluation needs of 
youth sexual health peer education programmes. 

Challenges in programme evaluation could also be addressed by creating comprehensive tool-
kits that community organizations could use to develop their programme evaluation processes. A 

 at PENNSYLVANIA STATE UNIV on September 11, 2016hej.sagepub.comDownloaded from 

http://hej.sagepub.com/


Sriranganathan et al.	 7

toolkit could include examples of surveys and open-ended questions to use in programme evaluation, 
as well as background information on process evaluation, outcome evaluation, quantitative meth-
odology, qualitative methodology and data analysis. Youth should be actively involved in the 
development of these toolkits, which could be written in language that is accessible to youth and 
community organizations working with youth. Other suggestions to build capacity in youth sexual 
health peer education programme evaluation would be to create community–academic partner-
ships. Through partnerships with academic institutions, community organizations could learn 
about programme evaluation methodology and academic researchers could learn about the needs 
of community groups. These partnerships could also open the door for future research collabora-
tions that extend beyond programme evaluation. Working in partnership with a community-based 
organization to develop and implement evaluation of peer education programmes can provide an 
excellent opportunity for student placements.

These recommendations may be used by organizations when creating evaluation tools that 
address the unique goals and needs of their youth sexual health peer education programmes. Most 
importantly, of course, is the application of the evaluation findings to programme development and 
modification. This is the ultimate goal of any evaluation strategy. 
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