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Rationale: Given the disproportionate impact of HIV and STIs among youth in Latin America, there is a compelling need for eﬀective sex education programs. In particular, Colombia lacks a nationally standardized youth
sex education program, despite the fact that 15 to 24-year-olds accounted for the highest incidence and prevalence rates of HIV and STIs in the nation. In an attempt to ﬁll this void, our team adapted COMPAS, a Spanish
school-based sexual health promotion intervention, for Colombian adolescents. Objective: This study describes
the adaptation process that resulted in a modiﬁed version of COMPAS for youth in Colombia. Method: We
employed a systematic cultural adaptation process utilizing a mixed methods approach, including intervention
adaptation sessions with 100 young adolescents aged 15–19. The process included six steps: 1) consulting international researchers and community stakeholders; 2) capturing the lived experiences of a diverse sample of
colombian youth; 3) identifying priorities and areas in need of improvement; 4) integrating the social cognitive
theory, information-motivation-behavioral skills model, and an ecological framework for colombian youth; 5)
adapting intervention content, activities, and materials; and 6) quantitative evaluation of COMPAS by
Colombian youth. Results: The adapted intervention incorporates elements common to eﬀective youth sex
education interventions, including: a solid theoretical foundation, sexual communication skills and social support for protection, and guidance on how to utilize available cultural- and linguistic-appropriate services. In
addition, the adapted intervention incorporates cultural and linguistic appropriate content, including an emphasis on tackling machismo to promote risk reduction behaviors. Conclusions: The systematic adaptation approach to sexual health intervention for youth can be employed by researchers and community stakeholders in
low-resource settings for the promotion of health wellness, linkage to care, and STI and unplanned pregnancy
prevention for youth.

1. Introduction
The HIV/AIDS epidemic remains an important public health challenge in Latin America, where more than two million people are living
with HIV and one in three of the new HIV infections are diagnosed

among 15 to 24 year-olds (UNAIDS, 2018). Colombia has the fourth
highest HIV prevalence rate among Latin American countries (4.6%)
(Plataforma Regional para América Latina y el Caribe, 2017). According to the Fondo Colombiano de Enfermedades de Alto Costo
(2016), the rate of new cases of HIV has increased dramatically, from
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Competencias para adolescentes con una sexualidad saludable (COMPAS;
Espada et al., 2018). This school-based program, which was originally
developed for students in Spain, consists of ﬁve 50-min group-based
intervention sessions designed to reduce STIs and unplanned pregnancies in adolescents. Contents of COMPAS include self-care (e.g., information about STIs, including HIV, healthy sex, methods of protection), problem-solving skills (e.g., decision-making regarding sex,
prevention tools for safe sex practices, and problem-solving skills),
partner communication skills (e.g., training on negotiation with the
sexual partner and use of eﬀective communication styles), and condomuse training.
COMPAS was eﬀective in promoting sexual health and reducing
high-risk sexual behaviors (early sexual initiation and unprotected sex)
in the short-term (Espada et al., 2012, 2015; Morales et al., 2014), 12month (Morales et al., 2016), and 24-month post-intervention follow
ups (Espada et al., 2016a) among adolescents in Spain. COMPAS has
demonstrated eﬀectiveness similar to other evidence-based interventions considered by the Centers for Disease Control and Prevention in
the United States (Espada et al., 2015, 2016a; Morales et al., 2016).
Further, the program also promoted sexual health in high-risk populations, such as adolescents with divorced parents (Morales et al., 2017).
Fidelity of implementation (Escribano et al., 2016) as well as other
mediators of the eﬃcacy of COMPAS have also successfully been explored (Escribano et al., 2015).
Colombia lacks a national standardized sex education program for
adolescents and young adults, despite the fact that adolescents and
young adults account for one of the highest incidence and prevalence
rates of HIV and STI in Latin America (Plataforma Regional para
América Latina y el Caribe, 2017). A recent meta-analysis of the eﬃcacy of interventions to promote adolescent sexual health worldwide,
including the reduction of STIs and unplanned pregnancies, reinforced
the need for targeted interventions (Morales et al., 2018a). Chong et al.
(2013) evaluated the eﬃcacy of an online sexual-health education
course created by the Colombian private organization, Profamilia. The
investigators undertook a three-arm randomized control trial (treatment, spillover, and control) that involved 69 Colombian public
schools. The ﬁve-module web-based Profamilia Educa's course focused
on perceptions of sexuality, risks, reproductive health, sexual rights,
and dating violence. It improved students' knowledge and attitudes in
the immediate post-test and students reported reduction of STIs at sixmonth post-intervention. Although the study demonstrated some success, the description of the intervention is sparse (it does not seem to be
based on theoretical models of health behaviors) and the ﬁdelity of the
implementation was compromised by teacher strikes, lack of workable
internet connections, and the absence of computer labs in schools.
Importantly, the long-term eﬀects on behavioral variables (e.g., consistent condom use, age of ﬁrst sexual intercourse, and multiple sexual
partners) remain unknown. The computer requirement for implementation is a major challenge given that many schools do not have
computers to implement the program. More eﬀective interventions,
grounded in evidence-based research, to promote sexual health in this
population are needed. An evidence-based and in-person intervention,
COMPAS, was adapted to address this gap in Colombia. This study
describes the adaptation of the COMPAS program for adolescents and
young adults in Colombia.

37,325 HIV cases reported in 2012 to 61,174 in 2015—an increase of
65% in just three years. This report shows that the overwhelming majority (75.5%) of people living with HIV in the country are adolescents
and young adults, most of whom contracted the virus through unprotected sex.
Unplanned pregnancies are another consequence of unprotected sex
in adolescents and young adults. One in ﬁve female Colombian adolescents aged 15 to 19 are or have been pregnant; and prevalence of
pregnancy in this age group is higher in low socio-economic areas
(Ministerio de Salud y Protección Social, 2015). Research indicates that
adolescent pregnancy increases the risk of medical complications for
both mother and child (e.g., anemia, premature birth, or small-for-gestational-age infants); impacts the psychosocial development of the
teenage adolescent, which increases their risk for depression and substance use (Dare et al., 2016); and lowers socioeconomic status (e.g.,
low educational attainment, high unemployment, and poverty)
(Avellaneda and Dávalos, 2017; Ministerio de Salud y Protección
Social, 2015). Under these circumstances, young women have little
control over the timing of pregnancy (Ensign, 2000; Killion, 1998).
Some young women intentionally become pregnant to gain access to
shelter/housing or to obtain unconditional love. Other young women
feel they have limited life choices (Killion, 1998; Smith, 1995).
Sex education oﬀers a promising avenue to promote informed decision-making with regard to sexual behavior. Other than sex abstinence, correct and consistent condom use is the primary method of
prevention of sexually transmitted infections (STI) and unplanned
pregnancies (Kirby et al., 2007). Condom use is the most common
method of protection among adolescents worldwide; however, the rate
of consistent condom use among adolescents is low (50% or less) and
tends to decrease over time (Morales et al., 2016). A recent study
conducted with 1100 Colombian adolescents aged between 14 and 19
years old concluded that condoms are used 71% of the times they have
sex, but only 22% of the adolescents use them consistently (Morales
et al., 2018b). Unprotected sex has implications for sexual and reproductive health, including HIV and unplanned pregnancy.
Knowledge and awareness about condom use and access to condoms
are determinants of sexual behavior. Colombian adolescents possess a
medium-low level of knowledge about sexual health, low normative
beliefs regarding peers’ condom use and a certain perceived diﬃculty
for using condoms (Morales et al., 2018b). STIs and pregnancy have a
dramatic impact on the physical and psychological health of adolescents. According to the report on the WHO strategy on STIs for Colombia (Taylor et al., 2017), government priorities must include the
implementation of comprehensive safe sex health information, education, and safe sex promotion programs; condom distribution programs
for protection against both STIs and unintended pregnancies; and access
to sexual and reproductive health services to prevent pregnancies and
reduce STIs for youth. Sex education is a critical component of any
eﬀort to decrease unplanned pregnancy, prevent STIs, and promote
informed and educated sexual behavior (Avellaneda and Dávalos, 2017;
Kirby et al., 2007). Despite the fact that sex education became mandatory in Colombian public schools in 2003, there has been no standardized sexual health promotion intervention at high schools to date
(Chong et al., 2013). Without a standardized program, it is diﬃcult to
ensure that all high school students receive eﬀective sex education,
leaving them more vulnerable to STIs and unplanned pregnancies. This
manuscript describes a theoretically-based, evidence-informed, schoolbased intervention to reduce the likelihood of health-harming outcomes
among adolescents in Colombia.
Behavioral interventions to promote sexual health in adolescents
and young adults that are based on a theoretical framework and tailored to the culture of the target group can reduce sexual risk-taking
behavior and theory-based determinants of these behaviors (Kirby,
2001). One such eﬀective intervention, based on Social Cognitive
Theory (SCT) (Bandura, 1994) and the Information-Motivation-Behavioral Skills (IMB) Model (Fisher et al., 1996), is the curriculum

2. Method
2.1. Study design and sampling
The core elements of the original intervention were retained in the
Colombian version (e.g., key activities, including skills building sessions
like modeling and practicing correct condom use). The adaptation
process for COMPAS follows rigorous procedures used in other HIV
prevention intervention adaptation studies (Barrera et al., 2013;
Martinez et al., 2017; Wingood and DiClemente, 2008). The original
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program travelled to Bogotá and Barranquilla to present the intervention to authorities in the University, the Ethical Committee and parents
(during parent-teacher meetings), and to provide counseling to the research team in Colombia.

research team that developed COMPAS participated in the adaptation
of COMPAS for Colombia. Colombian adolescents and young adults,
trained staﬀ, and local educational stakeholders were involved in the
adaptation process. Educational stakeholders included teachers, adolescents, and young adults involved in educational initiatives, directors
of secondary schools, and educational staﬀ. Because sex education is
not integrated into the existing school curriculum in Colombia, stakeholders had limited information about sexual health. However, all the
educational stakeholders were committed to the reduction of high-risk
sexual behaviors among Colombian adolescents and young adults.
To be eligible for the COMPAS study in Colombia, the adolescent
participants had to meet the following criteria: (1) be 15- to 19-years
old, (2) speak Spanish as their primary language, (3) be enrolled students at education centers located in Bogotá and Barranquilla, and (4)
consent to participate in the study (parental and participant of those
above 18) consent and adolescent-participant assent (of those under 18)
to participation in the study.

2.4.2. Measures
2.4.2.1. Demographic characteristics. Included age, gender, nationality,
personal status, number of children, family situation, attendance to
religious events, and socioeconomic (SES) level. SES in Colombia
(known as estrato) is oﬃcially established into six levels: one is the
lowest, and six is the highest.
2.4.2.2. Sexual behavior. It was evaluated by asking participants to
report the type of sexual practices they have engaged in, the age of their
ﬁrst sexual experiences (petting, vaginal sex, anal sex, oral sex, and
mutual masturbation), and the use of contraception (including no
contraception, condoms, oral contraception, etc.). Because
participants provided their opinion about the sex education needs of
adolescents and how to adapt a sexual health promotion intervention,
basic information on their sexual experience was considered relevant to
describe in more detail the sample of the current study.

2.2. The COMPAS intervention
COMPAS is a school-based intervention to promote sexual health
and reduce high-risk sexual behaviors. The intervention was designed
for primary prevention in high schools, therefore it focuses on heterosexual risk behaviors. The adapted intervention incorporates sexual
diversity by including speciﬁc information and activities addressing
non-heterosexual relationships (e.g., at least one of the role-playing
activities related to communication skills included a same-sex couples).
The core elements are transmission of information, social skills
training, problem-solving training, and strategies to maintain safe
sexual behaviors. The intervention involves group games, role-playing,
participatory activities, and group discussions. The COMPAS includes
ﬁve 50-min sessions: 1) Sexuality and health: Introduction to sexuality,
STIs and its transmission routes, and training on identifying risk behavior to get an STI and/or unplanned pregnancy; 2) Risk awareness:
Includes information about prevention methods, STIs, and demystiﬁcation of erroneous beliefs about sexuality; 3) Decisions making:
Providing guidance for planning and problem-solving to manage situations that can impact condom use; 4) Sex communication training:
Includes training on assertiveness, and 5) Decision Commitment: Includes
training on correct condom use, self-instructions, and covert behavior
rehearsal. An expert in sexual health promotion usually implements the
group intervention in co-ed groups at high schools.

2.4.2.3. Process evaluation of the program. Satisfaction and utility of all
activities in the program were evaluated using a 10-point Likert scale
(1 = very useless/very dissatisﬁed to 10 = very useful or very
satisﬁed). The program was evaluated on content, methodology,
language, and duration. Facilitators provided their demographic
characteristics including age, gender, nationality, and education.
2.5. Adaptation process
The Colombian version of COMPAS was developed as a result of a
multistage process, based on previous protocols (Barrera et al., 2013;
Martinez et al., 2017; Wingood and DiClemente, 2008):
2.5.1. Phase 1: consulting international researchers and community
stakeholders
The adaptation process was guided by the knowledge and experience of local (n = 8) and international researchers (n = 5). The coauthors of the original version of COMPAS in Spain (n = 3) and recognized researchers in the ﬁeld of sexual health promotion targeted to
youth and cultural adaptation of interventions from the United States
(n = 2) were invited to provide feedback on the adaptation process. A
total of 13 researchers, staﬀ members, students, and community stakeholders participated in the adaptation process. Of them, 61.5%
(n = 8) were females and the mean age was 28.07 (SD = 7.71; range:
19–41). International researchers were psychologists with experience in
the cultural adaptation of sexual health promotion interventions
through previous projects funded by public agencies and governments
from United States and Spain.
The local research group, community stakeholders, and students
(three from Bogotá and ﬁve from Barranquilla) revised the original
protocol of the program and introduced modiﬁcations focused on
adapting vocabulary and cultural expressions for Colombian youth.
Although language adaptation (e.g., vocabulary) may appear to be only
a surface change, it is considered a critically relevant part of cultural
adaptations (Barrera et al., 2013). All modiﬁcations were discussed
with the co-authors of the original version of COMPAS. Recruitment
materials and strategies were designed based on feedback from the
members involved in the adaptation process.

2.3. Ethical considerations
The study was approved by the Institutional Review Board of
Fundación Universitaria Konrad Lorenz (Bogotá) (Ref. 9INV7161) and
Universidad de la Costa (Barranquilla) in Colombia (Ref. INV.140-01007-12).
2.4. Procedures
2.4.1. Recruitment
The principal investigator, coinvestigators, and research assistants
attended parent-teacher meetings at the beginning of the academic year
to recruit participants. The investigators explained the aims of the
project and requested consent for their children's participation. Written
parental consent to participate was provided and parents' concerns
were discussed and resolved. The research team informed adolescent
participants about the study, obtained parental written consent, and
participants' assent to get involved immediately before the focus group
session. A research assistant conﬁrmed eligibility according to the
above-mentioned inclusion criteria and determined the participants'
willingness to take part in the study. The research team met weekly to
reﬁne the recruitment protocol and solve potential problems during the
recruitment process. One of the co-authors of the original version of the

2.5.2. Phase 2: capturing the lived experiences of a diverse sample of
colombian youth
Screening instruments and the scripts for focus groups were adapted
from the original study of COMPAS in Spain. Scripts were drafted to
identify the needs and experiences of Colombian youth related to sexual
209
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(Bandura, 1994), and the IMB model (Fisher et al., 1996). These sociocognitive models have been eﬀective in predicting condom use in
Spanish-speaking populations (Espada et al., 2016b).
The COMPAS program includes activities that are designed to increase information and knowledge, necessary precursors that underlie
sexual risk behaviors, although not suﬃcient to predict healthy behaviors (e.g., “Sexual Health Quiz” activity pretends to increase participants' knowledge by solving questions in groups); motivation to engage in
safe behaviors, based on responses and consequences associated with a
speciﬁc behavior (e.g., debates on consequences of engaging in sexual
risk behaviors motivate better decision-making if participants decide to
have sex); outcome expectancies, in terms of perceived beneﬁts and costs
(e.g., “Vulnerability to STIs and pregnancies” activity discusses beneﬁts
and costs of getting an STIs and an unplanned pregnancy); self-eﬃcacy,
which consists of the belief in one's capabilities to organize and execute
chosen behaviors (e.g., “Self-instructions” activity consists on training
the participants to use personal dialog to guide them to engage in safe
sex behaviors); social support, which involves reciprocal interpersonal
inﬂuences that may increase, maintain, or decrease speciﬁc behaviors
(e.g., role-playing activities to train the participants how to respond
when the sexual partner proposes them to engage in a sexual risky
behavior); behavioral skills associated with healthy sexual behavior,
including condom use (e.g., negotiation on sexual issues and training on
how to use correct condom use); and social and self-regulatory skills,
understood as the ability to identify factors associated with risk and
protectors, including the reinforcement of health-related behaviors
(e.g., real cases of adolescents are discussed to evaluate the level of
sexual risk in which they engaged).
From the ecological framework (Bronfenbrenner, 1979), individual
behavior must be understood by considering ontogenic, micro-system,
exo-system, and macro-system. Ontogenic factors involve an individual's history and characteristics (e.g., HIV knowledge or condom
use self-eﬃcacy). Micro-system factors are concerned with the immediate intimate relationship context in which sexual behaviors take
place (e.g., couple sexual communication skills). Exo-system factors
refer to external aspects that aﬀect the relationship (e.g., perceived
social norms related to sex). Macro-systems factors include broad cultural values and belief systems that impact the individual (e.g., religion
and familism). From a Network-Individual-Resource (NIR) theoretical
perspective, the micro and macro levels are linked, and it is relevant to
consider the reciprocal exchanges and relationships between individuals and their important networks, which underlie and sustain
HIV-risk behaviors (Johnson et al., 2010). COMPAS sessions, theoretical constructs and techniques are presented as Supplementary ﬁle.

health.
During the adaptation process, focus groups of Colombian students
were conducted to identify possible needs related to the prevention of
STIs and unplanned pregnancies, plus to evaluate the appropriateness
of the intervention for adolescents in the country and the feasibility.
Data from those who met the criteria for enrollment were included in a
database (name, surname, educative center, degree, level, email, and
phone number). Subsequently, participants were randomly assigned to
12 focus groups: two groups consisted of only females (one of minors
aged 14 to 17 and other of females aged 18- to 19-years old), two
groups consisted of only males (one of minors aged 14 to 17 and other
of males aged 18- to 19-years old) and two were mixed groups (one of
minors aged 14 to 17 and other of adolescents aged 18- to 19-years old)
in Bogotá (n = 6) and in Barranquilla (n = 6). Each focus group contained between six and 10 adolescents. Results of four focus groups
from Bogotá are presented because two of them were lost due to
computer problems. The focus groups were chaired by members of the
research team whose nationality and age were similar to those of the
participants. Two facilitators were from Bogotá and two were from
Barranquilla (one male and one female in each city). The mean age of
facilitators was 21.25 (SD = 1.70; range: 19–23). Female groups
(n = 4) were chaired by female facilitators, while male groups (n = 4)
were chaired by male facilitators. Since there were two mixed groups in
every city (n = 4), one was conducted by a male facilitator and the
other by a female facilitator.
Each participant attended a single intervention adaptation session
that lasted approximately 3 h, including a 20-min break in which food
and drinks were provided. These sessions took place in a quiet room at
the participating Universities. The facilitator of each group provided a
detailed description of the contents [of what], plus introduced the
program aims and procedures. Participants were reminded of the voluntary nature of the project and were given contact information so
they could address any concerns after the session. Rules for the proper
functioning of the group were established at the beginning of the session. All sessions were conducted in Spanish and were audio recorded.
The participants reviewed a draft of the Colombian version of
COMPAS and were asked to complete three questionnaires: one on
sociodemographic variables, another on sexual experience, and a ﬁnal
questionnaire on the perceived utility of and satisfaction with the activities included in the program. The intervention session was structured in two parts: (1) discussion of sex-related aspects of sexual health
promotion (e.g., cultural values of Latinos, sex education in Colombia,
gender expectations, and condom use barriers), and (2) revision of the
program (e.g., improvements and feasibility in the Colombian context).
The aim of the ﬁrst part was to obtain valuable information about
sexual health promotion in Colombia, the inﬂuence of Latino cultural
values on safe sex, plus salient beliefs and attitudes regarding sexual
behavior, particularly with regard to condom use. The aim of the
second part was to revise COMPAS to ensure its feasibility and appropriateness for adolescents in Colombia. Each activity in COMPAS was
discussed in groups and investigators requested participants' suggestions for improvement. We used pseudonyms instead of participants’
real names to preserve their anonymity.
2.5.3. Phase 3: identifying priorities and areas in need of improvement
A variant of nominal group technique (Boddy, 2012) was applied
during focus groups to identify areas in need of improvement to culturally adapt COMPAS for Colombian youth. This technique has been
used to adapt sexual health promotion interventions for high-risk populations (Martinez et al., 2017).

2.5.5. Phase 5: adapting intervention content, activities, and materials
A systematic cultural adaptation of an existing program that includes multiple activities implemented along several sessions can be
challenging, in particular the translation of particular sexual health
terminology and responsiveness to the ethnic/racial diversity of the
Colombian youth. Since literal translations may not be possible, more
elaborate translations may be needed to preserve the original meaning
and conform to the new target population (Barrera et al., 2013).
Inappropriate translations may negatively impact the results
(Viruell-Fuentes et al., 2011). Another challenge in this step could be
accommodating intra-ethnic-group variations in individual diﬀerence
variables (Barrera et al., 2013). Participants provided their opinions
and suggestions in order to improve the program and make it more
attractive or more appropriate for Colombian adolescents and young
adults.

2.5.4. Phase 4: integrating the social cognitive theory, informationmotivation-behavioral skills model, and an ecological framework for
Colombian youth
The original COMPAS program for adolescents in Spain and the
adapted version for adolescents in Colombia were guided by the SCT

2.5.6. Phase 6: evaluating perceived satisfaction and utility of the
Colombian version of COMPAS
During the focus groups session (second part), the participants answered questionnaires to assess the acceptability of COMPAS for its
application to the Colombian culture. We quantitatively evaluated
210
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participants’ perceived satisfaction with and utility of each activity in
the program using anonymous self-reports. When necessary, the activity was simulated with the participants to provide a better understanding of the activity they were scoring.

This hasn't happened to me but I know that happened to many girlfriends.
Her boyfriend says to her that: I don't like using a condom, it doesn't ﬁt
me, it is uncomfortable, it doesn't feel good (Olivia, Bogotá)
The lack of condom use was related to dyadic relationship dynamics
(e.g., trust, power imbalance, machismo, cultural barriers to condom
use) as well as habits resulting from individual beliefs, valuing and the
overlapped resulting practices:

2.6. Statistical analysis
Descriptive analysis of the sample was conducted using SPSS v25.
Because participants from Bogotá and Barranquilla may diﬀer sociodemographically and in sexual experiences, diﬀerences between both
cities were analyzed. Cohen eﬀect size (1988) and Odds Ratio (OR)
were calculated when statistical diﬀerences between participants from
Bogotá and Barranquilla were found.

(About using condoms) It depends, if my girlfriend and I have had sex
without a condom for 3 months or 4 months and at some point, she tells
me to put a condom on … that sounds strange, why are you going to ask
me to put a condom on now? It seems strange to me (Nestor,
Barranquilla).
Most participants highlighted the need for sexual health promotion
interventions at Colombian schools to avoid unplanned pregnancies and
STIs in youth. For instance, Susan indicated:

3. Results
3.1. Characteristics of youth participants

(About school-based sexual health interventions) It sounds ideal.
Legally all public schools were recently authorized to give talks about
sexuality, unfortunately this is not happening (Susan, Bogotá).

In total, 100 Colombian adolescents aged 15 to 19–recruited from
urban settings–were involved in the adaptation process of COMPAS to
Colombia. Mean age was 17.54 (SD = 1.33) and 57% were female.
Most (66%) lived in Barranquilla and the rest in Bogotá. All were single
and reported not having children. There was variation among participants from both cities with regard to age, socioeconomic level, attendance to religious events, age of ﬁrst petting, and the proportion of
participants who had anal sex. Participants from Bogotá were slightly
older (p = .04; d = 0.45), were more likely to belong to a higher socioeconomic level (p = .03; d = 0.69), reported lower attendance at
religious events (p < .001; d = 0.82), were more likely to report engaging in petting (p < .001; OR = 2.48; 95% CI [1.05, 5.85]).
However, participants from Bogotá were less likely to report experiencing anal sex (p < .001; OR = 0.06; 95% CI [0.02, 0.18]) than those
from Barranquilla. Characteristics of the sample and diﬀerences according to the area: center (Bogotá) and a coastal area (Barranquilla) of
the country are presented as Supplementary ﬁle.

3.4. Priorities and areas in need of improvement of the COMPAS program
Participants suggested four changes to improve the Colombian
version of COMPAS: (1) parents’ participation, (2) female condom use,
(3) information about resources on reproductive health (including STI
testing and treatment), and (4) sexual health intervention implementation by peer facilitators. Participants proposed the use of videos and images about STIs to identify symptoms and the use of videos
of Colombian adolescents describing experiences included in the curriculum (instead of reading it oﬀ a card) to make the program more
attractive to the target population. The research team was receptive to
these proposals. Unfortunately, this component was not incorporated
into the program for two primary reasons: (1) the participating secondary schools did not have the technological resources to project
images or videos, and (2) funding for this project was limited and insuﬃcient. However, we believe it is a worthwhile addition that should
be considered in future interventions and programs.

3.2. Latino cultural values related to sexual behavior
Latino cultural values (machismo and value of virginity) and issues
related to gender roles were identiﬁed. The majority of youth stated
that machismo plays a role in their sexual behaviors and sexual health.
Machismo involves many stereotypes and beliefs (e.g., a man is strong
and makes decisions for others). Masculinity is reinforced by having
heterosexual sex. For example, Carlos Andrés mentioned,

3.4.1. Priority 1: parents’ participation
Most participants believed that parents’ participation would be a
key element for sexual health promotion in adolescents. Improving
communication about sex between parents and their children was
suggested to complement the intervention. For instance, Marisa mentioned:

Why do they do it? (To brag) Because when they say: “I was with this girl
and that other one” they raise their ego and believe that they become
more macho (manly) (Carlos Andrés, Barranquilla).

I think that parents should be involved in talking with their children and
teaching them to communicate better about it (sex), because it is harder
to make them understand. You have to talk openly about the risks
(unprotected sex), the consequences and what can be done or not
(Marisa, Barranquilla).

Another topic that emerged was virginity, which refers to the importance of females maintaining virginity until marriage:
I think it's better to say no (to sex), because I do not know … If a woman
has sex in the ﬁrst night that she met a guy, he will say: “This woman is
easy”. And … he suddenly loses interest on her (Lidia, Barranquilla).

3.4.2. Priority 2: female condom use
Regarding female condoms, diﬀerent perspectives were observed.
Some participants (especially men from the coast area) were unaware of
this method of protection against STIs and unplanned pregnancies.
Among adolescents who know of the method and those who learned of
the method through the program, they supported the inclusion of information on how to use and where to obtain female condoms.
For example: Marta proposed:

3.3. Barriers to condom use
A topic that emerged when participants were informed about barriers to condom use was the impact of condoms on sexual pleasure.
Mario highlighted the impact on sexual pleasure:

Interventions should not only teach the male one (condom), but also the
female one because it is also important (Marta, Bogotá).

I have never had sex with a condom, but I have been told that it does not
feel the same when you use a condom. It feels … it decreases pleasure
(Mario, Barranquilla).

In contrast, Joseph confessed that he did not know about this
method:

Olivia expanded:
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3.5.2. Female condom use
Female condom use was satisfactorily incorporated in the activity
“Using the condom” during Session 5. Information on this method of
protection and how to use it was provided. More speciﬁc information
on female condom use was provided in the Sexual Health Quiz in
Session 2 (e.g., a new question was: “Is the female condom as eﬀective
as the male to prevent unplanned pregnancies and sexually transmitted
infections?”). The facilitator brought female condoms to show students
and demonstrate proper use. Knowledge of female condom use — along
with motivation to use it to prevent STIs and unplanned pregnancies
and behavioral skills on how to use this method of protection— are
determinants of the female condom use behavior, according to the
postulates of the IMB model (Barrera et al., 2013).

Well, I had heard about female condoms, but I thought that was an urban
myth, I did not know they existed (…) (Joseph, Barranquilla).
3.4.3. Priority 3: information about resources on reproductive health
(including STI testing and treatment)
Guidance on the utilization of available, culturally and linguistically
appropriate services for reproductive health was deemed especially
valuable by the participants in order to improve their sexual health. For
instance, Pablo's reﬂected on his inability to exert control over one's
own motivation, behavior, and social environment. He mentioned:
I think that the problem is that we don't know what to do in case of
getting an infection (STI). People know the consequences, but not what to
do if they get one. “I have HIV, what should I do now? Should I keep
getting drunk every day, keep having sex with everyone or start exercising, eating healthy, what kinds of things should I do to control my
disease?” (Pablo, Bogotá).

3.5.3. Information about resources on reproductive health (including STI
testing and treatment)
Health service providers from local AIDS agencies from Bogotá and
Barranquilla provided information on the structural functioning and
services available for adolescents. The activity “Commitment to my
sexual health” (Session 5), incorporated information on sexual health
resources available for adolescents. Participants were informed about
location of and contact information for health centers for HIV and STI
testing (e.g., Profamilia or Liga colombiana de Lucha contra el SIDA).
General guidelines on how to proceed in the event of a positive STI test
result were also provided. Facilitators who taught the program in the
Colombian secondary schools were selected to reﬂect the characteristics
of the participants as closely as possible, including age, origins, interests, and experiences.
The use of reproductive health services is related to at least three
interlinked but diﬀerent domains: self-eﬃcacy to use these services,
autonomy in decision-making, and reaction. Based on the SCT
(Bandura, 1994), the behavior is related to the knowledge and ability of
the individual to act on something; autonomy is produced from the
collective inﬂuence of motivation, desire and conﬁdence to take action,
and reaction results from the other two dimensions.

3.4.4. Priority 4: sexual health interventions implemented by peer
facilitators
Adolescents recommended that sexual health promotion programs
be implemented by peers of similar age, origins, and/or interests and
experiences. An example:
Facilitators should be peers because they can interact between themselves. They (participants) have the same experiences that they (facilitators) have already had. Like this, we don't limit ourselves to say things
that have happened to us, as it would happen (if the program was
implemented by) with old people (Eduardo, Barranquilla).
3.5. Colombian version of the COMPAS program
As a result of this feedback, new additions were incorporated into
the ﬁnal version of COMPAS for Colombian adolescents and young
adults: parents’ participation, instructions on female condom use, information about local resources for STIs testing, what to do in the event
of a positive test, and the use of Colombian youth as facilitators during
the implementation process. All modiﬁcations were guided by the solid
theoretical frameworks described above.

3.5.4. Condom use barriers
Colombian adolescent and young adult condom use barriers were
addressed in the activity “Advantages and disadvantages of condoms”
(Session 3) of COMPAS. Through this activity, barriers to condom use
were discussed and responses to a partner's refusal to use condoms were
planned. For example, participants were encouraged to plan a response
to the question “Do you mean that I should put on a condom? You told
me you were taking the pill … Do not you trust me or what?”
Culturally-appropriate stories of adolescents were included to train
adolescents to identify risky behavior or deal with possible barriers in
Session 1 (e.g., the main character decides not using condoms because
he trusts on her girlfriend; the habit of not using condoms). Participants
were trained in healthy sexual behavior skills (e.g., correct condom use
training and negotiation with the sexual partner) using typical situations for Colombian adolescents (e.g., a couple alone at home after a
party; a proposal to have sex under the inﬂuence of the alcohol).
Additionally, sexual health information related to lesbian, gay, bisexual
and transgender (LGBT) youth in Colombia and explicit abilities and
coping skills for LGBT youth were addressed. We also included gender
neutral terminology throughout the four sessions. Facilitators were also
instructed to include same-sex dynamics in particular activities. These
modiﬁcations addressed relevant ontogenic (e.g., knowledge, self-eﬃcacy, personal attitudes and beliefs), micro-system factors (e.g., couple
sexual communication skills or couple sexual decision making); exosystem (e.g., relationship with the sexual partner) and macro-system
factors related (e.g., familism, cultural values and belief system) to
promoting condom use in adolescents, as postulates the ecological
framework.

3.5.1. Parents’ participation
Adolescents suggested that parents must be involved in the program
to improve communication about sex at home. For instance, Eva said:
Do you know what I think the program is missing? How to discuss (sex)
with parents, because all this comes from home and if you do not have
the freedom to talk to your parents at home … Let's say: mom or dad
could you help me to plan this or that? Well, that's when you fail because
many times you do not have money anymore when you're at school and
do not have the money to buy an injection or buy the pill (both are
contraceptives) (Eva, Bogotá).
The Spanish revised version of COMPAS (Espada et al., 2018) includes a session for parents at the beginning. Based on the adolescents’
suggestion, an optional formative session (part of the Colombian version of COMPAS) for parents was oﬀered to the participating schools to
facilitate communication at home. This session introduces the program
to parents, clariﬁes the COMPAS {is this right} approach to sex education, informs them about the contents and methodology of the program, and provides suggestions to improve communication about sex at
home. According to the theoretical frameworks that guided this adaptation (Barrera et al., 2013), this addresses relevant micro-system, exosystem and macro-system factors related to the individual behavior
(e.g., adolescent condom use) such couple sexual communication skills,
couple sexual decision making, cultural values, parent-adolescent
communication and belief system.
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3.5.5. Values, vocabulary and expressions culturally appropriated
As suggested, speciﬁc vocabulary and expressions more appropriate
to the Colombian context were used. Some examples are:
“Esceniﬁcaciones” was replaced by “dramatizaciones”, “estrecha” was
replaced by “santurrona”. Speciﬁc examples of changes in expressions
on sexuality are: “tener una erección" was replaced by “pararse”, and
“correrse” was replaced by “venirse”. One of the most relevant modiﬁcations was the use of formal address: “usted” (you “formal”) in the
Colombian version, compared to the original version that uses “tú” (you
“informal”). The reciprocal use of “usted” in Colombia indicates distance and respect between the interlocutors (Alonso-Cortés, 1999).
Other suggestions related to speciﬁc vocabulary and expressions
were also incorporated. Latino cultural values (machismo, value of virginity, etc.) and issues related to gender roles, identiﬁed during the
discussion of the program, were included in games and practical cases
modiﬁed to train participants to identify sexual risk and gain relevant
communication skills (e.g., condom use negotiation, sex refusal skills,
how to identify an unhealthy relationship). In the activity “Healthy Unhealthy sexuality” (Session 1) new sentences were incorporated to be
discussed. For example, “I am going to have sex because my friends say
I'm not man because I have not had sex” and “I am not going to have sex
because people will get a bad opinion of me for not waiting until
marriage”.

Table 1
Satisfaction and perceived utility of the program and each activity.
Session

Perceived
satisfaction

Perceived utility

M (SD)

M (SD)

Sexuality and Health
Welcome and presentation style
Healthy - Unhealthy sexuality
How STIs are transmitted
More risk/less risk
Total

8.51
8.93
8.94
9.19
9.03

8.89
9.09
9.27
9.28
9.35

Understanding Sexual Risks
Trivia on sexual health
Total

9.15 (1.64)
9.16 (1.71)

9.48 (0.91)
9.55 (0.82)

9.06 (1.14)

9.13 (1.11)

8.71 (1.43)
8.92 (1.19)

9.01 (1.21)
9.08 (1.17)

Improving your Communication about Sex
Scenarios
9.06 (1.52)
Total
8.94 (1.76)

9.14 (1.30)
9.15 (1.48)

Making Decisions
Advantages and disadvantages of
condoms
Solving cases
Total

Reinforcing your Decisions
Using the condom
Self-instructions to be more
conﬁdent
Vulnerability to sexual infections
and pregnancies
Commitment to my sexual health
Final evaluation
Total

3.6. Feasibility of the colombian version of COMPAS: perceived satisfaction
and utility
Quantitative analyses showed that perceived utility (M = 9.28;
SD = 1.06; range: 0–10) was slightly higher than satisfaction with the
program (M = 9.05; SD = 1.42; range: 0–10) (Table 1), but both were
very high. Sessions were aimed at increasing knowledge of STIs transmission, understanding sexual health and unhealthy sexual behaviors,
resolving scenarios of sexual risk (Session 1), modifying false beliefs
through a collaborative game (Session 2), learning a problem-solving
technique to solve sexual risk situations and assessing short- and longterm consequences to make responsible decisions about sex (Session 3),
training participants to negotiate safe sex with sexual partners and to
resist pressure to engage in risky behaviors (Session 4), increasing
awareness of vulnerability to sexual infections and pregnancies, using
condoms, committing to sexual health (Session 5). These goals were
perceived as highly appropriate and useful for adolescents and young
adults in Colombia. The program's contents, methodology, language,
and duration were positively evaluated with scores very close to 10
(high appropriateness) (Table 1). All participants appreciated the
value/utility of the program and indicated that the implementation of
the Colombian version of COMPAS was feasible in the Colombian
context.
Regarding COMPAS’ contents, Juanita commented:

Total program
Contents
Methodology
Language
Duration

(1.54)
(1.39)
(1.18)
(1.04)
(1.48)

(1.25)
(1.41)
(0.98)
(0.91)
(0.94)

9.20 (1.31)
8.72 (1.31)

1. (1.02)
8.97 (1.23)

9.03 (1.27)

9.19 (1.23)

9.21 (1.00)
8.90 (1.50)
9.18 (0.96)

9.38 (0.95)
9.20 (0.99)
9.31 (0.93)

9.05 (1.42)

9.28 (1.06)

9.29
9.18
9.03
8.43

(1.07)
(1.25)
(1.04)
(1.53)

Note: Scores range from 0 (low satisfaction and low perceived utility to 10 (high
satisfaction and high utility).

not have knowledge about what is going on and the consequences
(Joseph, Barranquilla).
4. Discussion
To the best of our knowledge, this study is one of the ﬁrst to
document the sexual health needs of Colombian adolescents and young
adults and to describe the adaptation process of an evidence- and
school-based intervention for use by teachers and practitioners to promote sexual health among Colombian adolescents and young adults.
The adaptation and implementation of proven sexual-risk reduction
interventions are considered key components in the ﬁght against the
HIV/AIDS epidemic (Robinson et al., 2012).
According to the process evaluation (perceived satisfaction and
utility) in the current study and the eﬃcacy of this intervention in a
Spanish-speaking context, the Colombian version of COMPAS may be a
promising program with the potential to ﬁll a gap in prevention of
sexual risk behaviors and early detection of STIs in the country.
However, an outcome evaluation is required to analyze its eﬀects on the
main variables in the short- and long-term. A large-scale dissemination
of the program should consider the political, educational, and sociocultural context in Colombia. For example, sexual health education is
still limited in Colombia and other Latin American countries (DeMaria
et al., 2009). A strong policy in support of comprehensive sexuality
education (CSE) and a socio-cultural environment that facilitates

What I like (about COMPAS) is that it doesn't only focus on HIV, but
also other sexually transmitted infections, such as chlamydia and gonorrhea. That's interesting because I was only told at school about AIDS
and that's all (Juanita, Bogotá).
Regarding the utility of this intervention, Pedro mentioned:
COMPAS is very good for the youth nowadays. It is necessary to know
about all these issues. Many people do not know about this or they just do
not control it. That's why there are many young girls who are pregnant or
youth with sexually transmitted diseases. Then, the program looks good
so they get to know more about this (sexual health) (Pedro,
Barranquilla).
Joseph extended this:
This is a very interesting project because it can save, save lives, save lives
because there are people, who do not know what they are doing when
they are (having sex) with a person, they do it for pleasure but they do
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4.1. Limitations

implementation is necessary for the successful dissemination of sexual
education in secondary schools (DeMaria et al., 2009; Panchaud et al.,
2018). Important to note is that only three countries in the region
(Argentina, Brazil, and Costa Rica) have a broad policy for the development and implementation of such programs (DeMaria et al., 2009).
The inﬂuence of the Catholic Church and conservative groups in Peru,
Guatemala, and Colombia have opposed the implementation of CSE in
schools (Chandra-Mouli et al., 2018; Panchaud et al., 2018).
Other factors to consider when disseminating CSE at secondary
schools include the capacity of teachers to implement the curriculum
and integration of a CSE into the school curriculum. Although COMPAS
is usually applied by psychologists specialized in sexuality, it may be
more cost-eﬀective to train teachers to facilitate intervention content.
In addition, the geopolitics of countries in the region should also be
considered prior to implementation and uptake of CSE programs like
COMPAS. Some countries in the region have been more inclusive of
CSE. For example, the Ministry of Education of Mexico improved sexual
education by promoting evidence-based CSE, including biological,
psychological, socio-cultural, economic, and political aspects of sexuality related to dignity and human rights (Chandra-Mouli et al., 2018).
In the current study, adolescents participating in the cultural
adaptation were committed to contributing to this school-based intervention to promote healthy sexuality. For example, COMPAS for
Colombian youth includes elements that shared by eﬀective sexual risk
reduction interventions, including: a) tailoring it to the culture and
speciﬁc characteristics of the targeted population; b) lasting multiple
sessions; c) basing the curriculum on solid theoretical frameworks; c)
reducing sexual risk through increasing knowledge, promoting safe sex
attitudes, condom use intention, sexual communication skills; and d)
providing guidance on how to utilize available, culturally and linguistically appropriate sexual health services (Fonner et al., 2014; Villarruel
et al., 2005). Process outcomes indicate that the COMPAS program is
feasible and acceptable for Colombian youth. The adaptation process
was carried out in the central and coast areas of the country. Although
the current version of the program comprises speciﬁc characteristics of
Colombian adolescents, the intervention could be considered for use in
other countries in the region. In order to ensure the ﬁdelity of implementation; we recommend that the intervention be adapted to other
areas of the region in which participants are not similar to those in the
central and coast areas of Colombia.
Colombian youth's cultural values, needs, and experiences were
assessed during the adaptation sessions and were added to the main
elements of the original version. Participants highlighted unique factors
that may aﬀect health outcomes in this population and consequently
inﬂuenced the program's eﬃcacy. Beliefs and attitudes about Latino
values were similar to ﬁndings from previous work with Puerto-Rican
adolescents living in the United States (Villarruel et al., 2005). Cultural
aspects related to the importance of virginity and the inﬂuence of machismo on sexual behavior, the eﬀects of trusting in the sexual partner,
the diﬃculty of changing the habit of having sex without condom, and
the relevance of involving parents in sexual health promotion were
identiﬁed in the participant's comments. In light of the feedback provided from Colombian youth, the revised version included parent participation, peer facilitators, female condom instruction, and guidance
on available, culturally and linguistically appropriate services for STI
testing and what to do in the event of positive test results. The inclusion
of images of STIs through new technologies and videos to introduce
practical cases for training in communication skills and sexual risk assessment were not included. Lack of resources and internet connection
problems at Colombian high schools, informed by stakeholders, students and the only previous study that evaluated a school-based sexual
health intervention in Colombia (Chong et al., 2013) justiﬁed excluding
this change from the current study. The scarce resources available to
schools and researchers to implement health promotion interventions
can be decisive in their eﬃcacy.

The present ﬁndings should be considered in light of some limitations. In this article, we describe the adaptation of the COMPAS intervention. The fact that educational stakeholders were committed to the
reduction of high-risk sexual behaviors in adolescents may have inﬂuenced the team's discussions on beliefs, behaviors, and speciﬁc intervention content. The most important limitation of the evaluation is that
the assessment was only focused on self-perceived satisfaction and
utility. The perceived satisfaction and utility are proxy indicators for
output, an eﬃcacy trial of the adapted intervention is warranted in
future studies. Based on previous studies on COMPAS and results of the
treatment adaptation process, the eﬀects of this version of the intervention seem promising, though results from our cluster-randomized
controlled trial are still pending. This study was conducted in urban
areas; future studies should consider including samples from rural settings.
5. Conclusions
This study oﬀers an approach to adapt an eﬀective school-based
sexual health promotion program to a diﬀerent culture based on extensive previous work and eﬀorts in engaging Colombian youth and
community members. This project is the ﬁrst that describes the cultural
adaptation of an evidence and school-based intervention from Spain for
young Latinos and provides preliminary data on feasibility and acceptability of the COMPAS program in Colombia. Although the countries of Colombia and Spain share a common language, results from this
study conﬁrm that adolescents' cultural values, needs, and interests can
vary between countries. As it was described in previous studies
(Martinez et al., 2017; Villarruel et al., 2005), we made an eﬀort to
address Latino cultural values (e.g., machismo and value of virginity)
since they may have a relevant impact on the appropriateness and efﬁcacy of the intervention. Participants highlighted the need for health
promotion interventions. This adaptation was conducted with a collaborative approach that involved research teams from Colombia, Spain,
and United States. This article describes a systematic cultural adaptation process that may serve as a helpful guide for researchers and
community stakeholders in other low-resource settings for the promotion of health wellness, linkage to care, and prevention for youth. There
is a need scale up CSE programs in Colombia. These programs should go
beyond HIV and STI risk and include CSE.
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