
AIDS Education and Prevention, 22(4), 328–343, 2010 
© 2010 The Guilford Press

328

Hilde Vandenhoudt, Joris Menten, and Anne Buvé are with the Institute of Tropical Medicine, Antwerp, 
Belgium. Kim S. Miller and Sarah C. Wyckoff are with the Division of HIV/AIDS Prevention, NCHHSTP, 
Centers for Disease Control and Prevention, Atlanta, GA. Juliet Ochura, Christopher Obong’o, Nelson 
Juma Otwoma are with the Kenya Medical Research Institute, Kisumu, Kenya. Melissa N. Poulsen is with 
the Division of Global HIV/AIDS, Centers for Disease Control and Prevention, Atlanta, GA. Elizabeth 
Marum is with the Division of Global HIV/AIDS, Centers for Disease Control and Prevention, Atlanta, 
GA.
Address correspondence to Hilde Vandenhoudt, Institute of Tropical Medicine, Nationalestraat 155, 
2000 Antwerp, Belgium; e-mail: hvandenhoudt@itg.be
The study was funded by the President’s Emergency Plan for AIDS Relief (PEPFAR), and the U.S. Centers 
for Disease Control and Prevention. The authors appreciate the assistance of the Community of Asembo; 
the study coordinator Fredrick Ochieng; the research officers Phylis Mboi, Daniel Adipo, Gillian Njika, 
Walter Odera; Families Matter! facilitators James Ogonji, Richard Abong’o, Lilian Otin, Mary Obare, 
Jack Owuor; statistician Peter Nasokho; and our mentors/supervisors and reviewers: Dr. John Vulule, Dr. 
Laurence Slutsker, Dr. Lorrie Gavin, Dr. Jan Moore, and Dr. Kevin DeCock.

VANDENHOUDT ET AL.
EVALUATION OF FAMILIES MATTER!

Evaluation of a U.S.  
Evidence-Based Parenting 
Intervention in rural Western 
Kenya: From Parents Matter!  
to Families Matter!
Hilde Vandenhoudt, Kim S. Miller, Juliet Ochura, Sarah C. Wyckoff, 
Christopher O. Obong’o, Nelson J. Otwoma, Melissa N. Poulsen, 
Joris Menten, Elizabeth Marum, and Anne Buvé

We evaluated Families Matter! Program (FMP), an intervention designed to 
improve parent-child communication about sexual risk reduction and par-
enting skills. Parents of 10- to 12-year-olds were recruited in western Kenya. 
We aimed to assess community acceptability and FMP’s effect on parenting 
practices and effective parent-child communication. Data were collected 
from parents and their children at baseline and 1 year postintervention. The 
intervention’s effect was measured on six parenting and parent-child com-
munication composite scores reported separately for parents and children. 
Of 375 parents, 351 (94%) attended all five intervention sessions. Parents’ 
attitudes regarding sexuality education changed positively. Five of the six 
composite parenting scores reported by parents, and six of six reported by 
children, increased significantly at 1 year postintervention. Through careful 
adaptation of this U.S. intervention, FMP was well accepted in rural Kenya 
and enhanced parenting skills and parent-child sexuality communication. 
Parents are in a unique position to deliver primary prevention to youth 
before their sexual debut as shown in this Kenyan program. 

Half of all new HIV infections in sub-Saharan Africa occur among young people 
aged 15-24 years. In order to prevent new cases of HIV infection and work toward 
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the realization of an HIV-free generation, strategic development and timing of inter-
ventions that assist youth in shaping healthy behaviors and achieving positive health 
outcomes are needed. 

Early adolescence (ages 10-14) can be a period of intense transition. With the 
onset of puberty, youth in some societies progress from being perceived as children 
to being perceived as old enough to support their families, begin sexual relations, 
and enter into marriage and childbearing (Population Council, 2006). Providing 
HIV prevention interventions during early adolescence is critical as it is the time 
when healthy behaviors can be shaped and promoted. The sexual trajectories of 
youth begin well before onset of sexual intercourse. Findings from the few studies 
that explore preintercourse behaviors suggest that sexual thoughts, intentions, and 
precoital behaviors are precursors to intercourse debut and thus preadolescence is 
a critical period during which youth begin to view sexuality in a self-relevant way 
(Butler, Miller, Holtgrave, Forehand, & Long, 2006; O’Sullivan & Brooks-Gunn, 
2005). If protecting the sexual health of youth is a public health priority, then efforts 
must begin early in their life course. 

Many of the current HIV prevention interventions for youth primarily target 
older adolescents who are already engaging in high risk sexual behaviors (Lyles et 
al., 2007; Speizer, Magnani, & Colvin, 2003). To complement these efforts, there 
is a need to develop and implement evidence-based prevention interventions at the 
prerisk stage, prior to the initiation of sexual behaviors that put youth at risk for 
HIV. Research in the U.S. shows that it is easier to prevent risk behaviors before 
their onset than to change established behavioral patterns (Botvin, Baker, Dusen-
bury, Tortu, & Botvin, 1990). This prerisk approach has been embraced in a number 
of public health efforts to prevent smoking, obesity, drug use, partner violence, and 
car accidents and deaths (Baker, Chen, & Li, 2007; Caballero et al., 2003; Cohen & 
Rice, 1995; Curry et al., 2003; Freedman, Khan, Diets et al., 2001; Lucas & Samp-
son, 2006; Pentz et al., 1989; Whitaker et al., 2006). In addition, research examin-
ing sexual risk outcomes has found that behavior at sexual debut is an important 
determinant of subsequent behavior (Miller, Levin, Whitaker, & Xu, 1998). This 
suggests that during the prerisk stage there is not only an opportunity to reduce HIV 
risk during the initial acts of sexual behaviors but also one to help youth establish 
lifelong patterns of safe, healthy sexual behaviors. 

Although there are many challenges to reaching preteens with sexual risk re-
duction information, one noncontroversial strategy is to engage parents as part-
ners in public health prevention efforts. Many parents and guardians need support 
to effectively parent, convey values and expectations about sexual behavior, and 
communicate important sexual risk prevention messages to their children. Giving 
parents tools to enhance healthy parenting and promote communication about sexu-
ality and sexual risk reduction with their children prior to sexual debut may help 
youth acquire the necessary skills to develop healthy behaviors and make positive 
life choices. 

Worldwide, family plays a key role in promoting the health and well-being of 
adolescents (World Health Organization, 1999). Extensive research from Western 
countries highlights the influence parents have on their children’s sexual risk-taking 
behavior, demonstrating a strong link between parenting practices such as parental 
monitoring, positive reinforcement, and effective parent-child communication about 
sexual issues and decreased adolescent sexual risk behavior (see DiIorio, Pluhar, & 
Belcher, 2003; Dittus, Miller, Kotchick, & Forehand, 2004; Kotchick, Shaffer, Fore-
hand, & Miller, 2001). Parent-child communication about sexuality and sexual risk 
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reduction is most effective when conducted in a skilled, open and receptive manner 
(Dutra, Miller, & Forehand, 1999; Fasula, & Miller, 2006; Kotchick, Dorsey, Miller, 
& Forehand, 1999; Whitaker, Miller, May, & Levin, 1999). This quality of being 
skilled, comfortable, and confident in communication has been defined in the scien-
tific literature as ‘”parental responsiveness” (Miller et al., 2009). 

Similar data are emerging from other regions of the world, including Africa 
(Babalola, Oleko Tambashe, & Vondrasek, 2005; Blum & Mmari, 2005; Kumi-
Kyereme, Awusabo-Asare, Biddlecome, & Tanle, 2007). In 2002, a review of re-
search in 53 countries across five continents—including five countries in sub-Saharan 
Africa—found a consistent and significant relationship between positive parent-child 
relationships and delayed sexual debut (World Health Organization, 2002). A study 
examining nationally representative surveys among unmarried 15- to 19-year-olds 
in four African countries found a positive relationship between the level of parental 
monitoring and abstinence in the past year (in all countries for males; and in three 
out of four countries for females) (Biddlecom, Awusabo-Asare, & Bankole, 2009). 

Encouraging and empowering parent-child communication about sexuality 
is a relatively novel approach in sub-Saharan Africa (World Health Organization, 
2007a,b). In western Kenya, as in many parts of sub-Saharan Africa, adolescents 
have traditionally received sex information during rites of passage into adulthood 
or from an extended family member of the same gender, not from their parents. As 
in other East African countries, these traditions have largely disintegrated in Kenya, 
leaving a gap in children’s sex education (Fuglesang, 1997; Mbugua, 2007; Muy-
inda, Nakuya, Whitworth & Pool, 2004). The AIDS epidemic has led to the integra-
tion of sex education into school curricula to address HIV/AIDS and other sexually 
transmitted infections (STIs). Traditional channels of communication have also been 
utilized for HIV prevention efforts (Erulkar, Ettyang, Onoka, Nyagah, & Muyonga, 
2004; Muyinda et al., 2004; Muyinda, Nakuya, Pool, & Whitworth, 2003). How-
ever, significantly involving families in efforts to reduce adolescent sexual risk is 
uncommon.

In Nyanza Province in western Kenya, a cross-sectional survey conducted in 
2003 to 2004 among adolescents aged 15-19 years in Asembo showed an overall 
HIV prevalence of 8.6% among females and 0.7% among males; by age 19 years, 
one in five girls was infected. Among never-married female adolescents, 12% were 
pregnant (Amornkul et al., 2009; Vandenhoudt et al., 2004). Youth in Nyanza Prov-
ince identified a lack of communication with parents as a barrier to understanding 
how to prevent HIV infection (Vandenhoudt, Njue, Remes, & Buvé et al, 2001). To 
help parents overcome barriers to talking to their children about sex topics, the Par-
ents Matter! Program (PMP), an evidence-based intervention (EBI) (Forehand et al., 
2008) that includes both parenting strategies and skills to increase effective parent-
child communication was identified, culturally adapted, implemented, and evaluated 
in the Asembo community of Nyanza Province. The current article describes the 
results from the evaluation of implementing the PMP in Asembo.

The goal of PMP is to provide parents of preteens (aged 9-12) with protective 
parenting skills and the knowledge, skills, comfort, and confidence to communicate 
with their children about sexual risk prevention before the onset of sexual risk be-
haviors. PMP is delivered by trained facilitators to small groups of parents in five 
weekly sessions using participatory learning strategies. In the fifth session, children 
are invited to participate in a guided communication exercise (for a more in-depth 
description see Dittus et al., 2004; Long et al., 2004). Prior to implementing PMP, 
the program was culturally adapted using a systematic adaptation process and re-



EVALUATION OF FAMILIES MATTER!	 331

named the Families Matter! Program (FMP). (For a detailed description of the adap-
tation of PMP, see Poulsen et al., this issue.)

In this report, we examine if after being culturally adapted a U.S. EBI would 
be accepted in a rural Kenyan setting and if key parenting constructs changed over 
time after receiving the parenting intervention. Results are examined from both the 
parent and child perspective. 

We hypothesized the following.

Hypothesis 1: Parents in the Nyanza Province of Kenya would accept a pro-• 
gram to help them parent and communicate more effectively with their preteen 
children as measured by high retention rates and high levels of satisfaction after 
participating in the adapted EBI FMP as well as parents’ reports of more positive 
attitudes toward sexuality education of preteens and their role in this process. 
Hypothesis 2: After participating in the adapted EBI FMP, parents and their chil-• 
dren would separately report more positive relationships with their children/par-
ents, greater use of parental positive reinforcement, and higher levels of parental 
monitoring. 
Hypothesis 3: After participating in the adapted EBI FMP• , parents and their 
children would report more frequent communication about sexuality and sexual 
risk reduction topics and report greater parental knowledge, comfort, skill and 
confidence (parental responsiveness) when discussing sex topics. 

Procedures and Methods

Location
FMP was delivered to families residing in Asembo, in Bondo district, Nyanza 

Province, Kenya, a rural subsistence fishing and farming community on the shores 
of Lake Victoria. 

Participants

Participant recruitment efforts were conducted with the support of the Ministry of 
Education. Parents and other primary caregivers (collectively referred to as “par-
ents”) of 10- to 12-year-olds and their preteens were invited by village reporters to 
a meeting at 13 selected schools. The community liaison officer briefed interested 
parents and children about the intervention and the evaluation. Interested parents 
and preteens were separately screened for eligibility. 

To be eligible to participate, a parent must have been: the preteen’s primary 
caregiver at the time of the first assessment; living with the preteen continuously for 
at least the past 3 years; spending most nights in the same compound; an Asembo 
resident with no intention of moving during the next 24 months; capable in Dholuo, 
the local language that was used during the intervention and assessments; available 
to attend 5 sessions of program over 5 weeks; and both parent and child had to be 
present for assessments. Only one parent from each household was allowed to par-
ticipate in the intervention sessions; parents determined who from their household 
would attend.
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Evaluation Procedures
The protocol for program evaluation was approved by the institutional review 

boards at all participating institutions: the U.S. Centers for Disease Control and Pre-
vention, the Kenya Medical Research Institute, and the Institute of Tropical Medi-
cine in Antwerp, Belgium. Written informed consent from the parent and assent 
from the preteen were obtained for the evaluation.

Research assistants provided parents and children with tutorials on how to 
complete the audio computer-assisted self-interview (ACASI). Baseline interviews 
were then administered in community centers, with parent-child dyads completing 
the interviews simultaneously, but in separate areas to ensure confidentiality. 

Baseline assessment of families took place between December 2004 and Feb-
ruary 2005. The intervention was delivered to parents within 4 weeks of baseline 
assessment. Postintervention assessments were conducted three months after the de-
livery of the fifth intervention session, and at 12 and 24 months post intervention 
assessment. We report data comparing baseline and one year postintervention as-
sessment results. 

Measures
To test hypothesis 1, we documented intervention participation and retention 

rates. In addition, we examined parental attitudes toward sexuality education and 
whether children had ever asked their parents about a sex issue (see Table 1 for mea-
sures). At the 1-year postintervention assessment, parents were asked about their 
level of satisfaction with the intervention. To test hypothesis 2, three measures as-
sessing parenting practices, including parent-child relationship (quality of relation-
ship), positive reinforcement (use of praise and rewards to reinforce good behavior), 
and parental monitoring (knowing where children are, whom they are with, and 
when they will be back) were examined. To test hypothesis 3, parent-child com-
munication about sexuality and sexual risk reduction, and parental responsiveness 
(defined by parents’ skill, comfort, and confidence communicating about sexuality 
with their children) was examined. Cronbach’s alpha coefficients were calculated at 
baseline to assess internal consistency of the items in each of the measures (see Table 
1 for the items that constituted each parenting measure.) Information on the six par-
enting measures was collected from each parent-child dyad. Questions administered 
to parents were reframed to allow preteens to report on the same measures. 

Numerous steps were taken to ensure that the questions used in the evalua-
tion were reliable, valid, age appropriate, and culturally relevant. Questions used in 
the U.S. evaluation of PMP (Ball, Pelton, Forehand, Long, & Wallace, 2004) were 
pretested in Asembo. All questions that elicited inconsistent answers were reviewed 
by focus groups, program staff, and community members for comprehension and 
cultural relevance. Questions were then refined, translated, back-translated, and 
pilot-tested. 

Sample size
Sample size calculation was based on both practical and statistical consider-

ations. We determined that enrolling 239 dyads would allow us to measure a dif-
ference of 1.0 (based on an alpha of 0.05 and power of 0.8) between the baseline 
and postintervention communication scores about sexual risk. Allowing for missing 
values and an estimated 25% loss to follow up over the assessment period, we aimed 
for a sample size of 400 parent-child dyads
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Analysis
Data were analyzed using SAS 9.1. Changes in parental attitudes regarding 

sexuality education between baseline and postintervention assessment were assessed 
by applying McNemar’s test. Parent and child reports of parenting constructs are 
represented by median scores and interquartile ranges [Q1-Q3] at baseline and 
postintervention. The mean score differences between baseline and postinterven-
tion were calculated for each measure, as well as the proportion of subjects whose 
postintervention scores increased from baseline. To examine the intervention effect, 
the nonparametric paired signed rank test was applied to account for the nonnormal 
distribution of the scores. P values are presented for all statistical tests and results 
are considered significant if the one-sided p value is less than the bonferroni correc-
tion factor, adjusting for multiple comparisons within each parenting measure. 

Results 

FMP was delivered to groups of 12 to 16 parents in five weekly 3-hour sessions, con-
ducted in community venues by two trained local facilitators. Preteens attended part 
of the fifth session. Of the 403 parent-child dyads that were recruited and completed 
baseline surveys, 375 parents (93%) participated in the intervention. Of these, 321 
parent-child dyads (86%) completed the 12 months postintervention assessment. 
Data presented here are only from these 321 dyads. 

Table 2 presents sociodemographic data for parents and children. The majority 
of parents (90%) were female. Among the preteens who participated in the evalua-
tion, 50% were girls. Nearly all (99%) preteens were attending school and the ma-
jority (67%) had reached class four (roughly equivalent to fourth grade). These data 
did not differ from parent-child dyads that only completed the baseline assessment. 

Assessments were conducted only if both the parent and child were present. 
Among the 54 parent-child dyads who did not participate in the 12 months postint-
ervention assessment, reasons for nonparticipation included death or sickness, at-
tending school outside Asembo, temporary or permanent migration out of the inter-
vention area, and unexplained reasons.

Hypothesis 1: Was FMP accepted by the community? 
Of all parent-child dyads invited to participate in the baseline survey and found 

eligible, none refused. However, 28 parents (7%) did not participate in the interven-
tion. Reasons given for nonparticipation were observing funeral rites, giving birth, 
being ill, temporarily migrating out of the study area, and being too busy to attend 
the intervention during the daytime. Of the 375 parents who participated in the in-
tervention, 351 (94%) attended all five sessions and 14 (4%) attended four sessions, 
indicating high acceptance of the program both in enrollment and retention. Table 3 
shows the changes that occurred in parental attitudes regarding sexuality education 
postintervention. Attitudes that potentially prevent sexual communication with chil-
dren decreased whereas attitudes regarding the appropriateness of talking to chil-
dren about sex improved. Parents reported very high levels of satisfaction with the 
intervention at the postintervention assessment. Ninety six percent of parents found 
that FMP was very helpful in talking to their child about sexuality and 89% felt very 
confident to use the information learned in FMP. Overall, 87% of parents reported 
that they had shared this information with persons other than their child too, mainly 
with adults in the family, neighbors and children from other families. 
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Hypothesis 2: Did positive parenting 
practices increase after FMP? 

Table 4 shows the positive effect the intervention had on each of the parent-
ing measures (reported separately by children and their parents). Parents and their 
children indeed reported greater use of parental positive reinforcement and higher 
levels of parental monitoring. Children reported an improvement of the relation-
ship with their parents. The only parenting measure that did not show significant 
improvement was parents’ report of the parent-child relationship. Parental monitor-
ing showed the most improvement with the majority of parents (61%) and children 
(62%) reporting increased monitoring. 

Hypothesis 3: Did frequency of parent-child 
communication about sexual issues increase? Did 

parental responsiveness improve?
Between baseline and 12 months postintervention assessment significant im-

provements were seen in all three measures (see Table 4). The largest changes were 
seen in sexual risk reduction communication (mean score differences on a 12- point 
scale were 4.3 among parents and 4.7 among children) and sexuality education com-
munication (mean score differences on a 12- point scale were 5.4 among parents and 
3.3 among children). 

Further validating the improvements in sexuality communication, the propor-
tion of children who reported that they had ever asked their parent a question about 
a sexual issue increased significantly from 17% to 38% between baseline and 12 
months postintervention assessment. At the postintervention assessment, 50% of 
parents reported that their child had asked them about a sexual topic versus 14% 
at baseline.

Discussion

As hypothesized, the data presented demonstrate that FMP was well accepted. High 
retention and satisfaction rates reflect the feasibility of delivering such an interven-
tion to parents in a rural, low-resource setting, and suggest that it is filling a need 
in the community for the involvement of parents in primary HIV prevention among 
youth. The evaluation indicates that the intervention changed parents’ attitudes re-
garding sexuality education, a known communication barrier. Many parents learned 
that having open conversations with their children at an early age does not encour-
age sexual activity. This is important since the success of FMP is largely determined 
by parents’ willingness to communicate with their children about sexuality in the 
children’s presexual years. 

The parent- and child-reported data also support that FMP was able to posi-
tively change parenting skills and increase incidence of parent-child communica-
tion about sexuality and sexual risk reduction, factors that have been demonstrated 
through the aforementioned research to decrease adolescent sexual risk behaviors. 
Changes in scores from baseline to postintervention were significant for all parent-
ing measures except parents’ report of the parent-child relationship; the scores for 
this measure were high at baseline and had little room for increase. Because children 
in the evaluation were not directly involved in the intervention, and no information 
was given to them about the specific objectives of the intervention, we believe that 
changes in children’s perception of their parents’ parenting practices, communica-
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tion, and communication responsiveness are reflective of true changes in parents’ 
behavior. 

The reported increases in sexuality communication also suggest that the inter-
vention may have helped overcome traditional cultural barriers that restrict parent-
child communication about sexuality.

Through careful adaptation of the U.S. EBI we were able to effectively implement 
a parent-focused HIV prevention intervention. This has led to efforts to disseminate 
FMP throughout the Asembo region and the rest of Kenya. By March 2007, 4,105 
(77%) of Asembo families with 9- to 12-year-olds had participated. By June 2009, 
FMP was delivered to 4,816 families in Uyoma, a neighboring community, with no 
prior program involvement. In 2008-9, 29 Kenyan nongovernmental organizations 
were trained in the planning, implementation, and monitoring of FMP. By October 
2009, these organizations had reached over 42,000 families with FMP across seven 
provinces, and efforts continue to scale up the program in Kenya.

Most of the existing evidence about the influence of parents on adolescent be-
havior is derived from cross-sectional data. This evaluation provides longitudinal 
data on parental practices and sexuality communication as perceived by parents and 
their children; however, there are several limitations. First, because the evaluation 
is a pre/post design based on reports by participants in the intervention, social de-
sirability is a concern; however, we applied several strategies to minimize this bias, 
such as using ACASI rather than face-to-face interviewing techniques and obtaining 
independent reports from parents and children. Second, including a control group 
composed of families not exposed to FMP would have greatly strengthened the plau-
sibility of the causal relation between exposure to FMP and improved parenting 
practices and sexuality communication. As we were unable to apply this more rigor-
ous study design at that time, we cannot exclude the possibility that factors outside 
of FMP contributed to the improvements measured. The main aim of our study 
was to quickly assess if an EBI adapted to a completely different cultural setting 
was acceptable and could produce similar intermediate outcomes. Third, although 
the results from this evaluation show significant changes in parenting practices and 
sexuality communication, the use of a nonrandom sample limits our ability to gener-
alize the findings to other groups of parents. This sample was largely dominated by 
female parents, as women are usually the primary caregivers of children in the target 
age range. In FMP, only one parent participates from each family in order to have 
a broader reach across the community. However, our evaluation could have been 
strengthened by assessing changes in attitudes and practices among nonparticipating 
spouses, as was done in the PMP evaluation. Last, the assessment questions had not 
been previously used with this population, although extensive steps were taken to 
ensure that the measures used were reliable, valid, age appropriate, and culturally 
relevant. Further refinement and research on the validity of parenting measures is 
recommended for future studies. 

The aim of this report was to evaluate acceptability and show that the adapted 
U.S. EBI retained its effectiveness to justify ongoing efforts to scale up FMP. Because 
FMP targets parents of preteens aged 10–12 years and the median reported age of 
sexual initiation is 16 years with 14% of adolescents initiating sex before age 13 
(Amornkul et al., 2009, Vandenhoudt et al., 2004), large-scale multiyear longitudi-
nal studies are needed to assess the program’s effectiveness in reducing sexual risk 
behavior among adolescents as they grow older. Given the critical need for early 
prevention efforts with youth, and time and resource constraints, a larger study to 
examine the impact of a prerisk sexual prevention program on behavioral outcomes 
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was not undertaken. We plan to obtain funding for a longitudinal study to examine 
adolescent sexual risk outcomes associated with FMP in the near future.

Conclusion

Very high HIV prevalence among youth, particularly among girls, continues to oc-
cur in Nyanza Province, Kenya, despite high levels of awareness about HIV/AIDS. 
This indicates that new approaches to HIV prevention for young people are urgently 
needed. To stem the HIV epidemic, adolescents need an environment that supports 
the practice of safer sex, and parents have an important role to creating such an 
environment.

This evaluation of FMP demonstrates the viability of engaging parents to help 
prevent sexual risk among youth and ability to adapt and successfully implement a 
U.S. based EBI in a rural African setting. Parents have a unique and critical role in 
delivering prevention messages to youth before their sexual debut. Our data indicate 
that when provided the knowledge, skills, comfort, and confidence to communicate 
with their children about sexuality and sexual risk reduction, parents can adopt the 
role of sexuality educator, even in areas where cultural norms discourage such com-
munication.

References

Amornkul, P., Vandenhoudt, H., Nasokho, P., 
Odhiambo, F., Mwaengo, D., Hightower, 
A. et al. (2009) HIV prevalence and asso-
ciated risk factors among individuals aged 
13-34 years in rural western Kenya. Plos 
One, 4(7), e6470. 

Babalola, S., Oleko Tambashe, B., & Vondrasek, 
C. (2005). Parental factors and sexual 
risk-taking among young people in Côte 
d’Ivoire. African Journal of Reproductive 
Health, 9, 49-65.

Baker, S.P., Chen, L., & Li, G. (2007) Nationwide 
review of graduated driver licensing:  Wash-
ington, DC: AAA Foundation for Traffic 
Safety.

Ball, J., Pelton, J., Forehand, R., Long, N., & Wal-
lace, S.A. (2004). Methodological overview 
of the Parents Matter! program. Journal of 
Child and Family Studies, 13, 21-34.

Biddlecom, A., Awusabo-Asare, K., & Bankole, A. 
(2009). Role of parents in adolescent sexual 
activity and contraceptive use in four Af-
rican countries. International Perspectives 
on Sexual and Reproductive Health, 35(2), 
72-81.

Blum, R., & Mmari, K. (2005). Risk and protec-
tive factors affecting adolescent reproduc-
tive health in developing countries: An 
analysis of adolescent sexual and repro-
ductive health literature from around the 
world. Geneva, Switzerland: World Health 
Organization.

Botvin, G.J., Baker, E., Dusenbury, L., Tortu, S., & 
Botvin, E.M. (1990). Preventing adolescent 
drug abuse through a multimodal cognitive-
behavioral approach: Results of a 3-year 
study. Journal of Consulting and Clinical 
Psychology, 58, 437-446.

Butler, T., Miller, K., Holtgrave, D., Forehand, 
R., & Long, N. (2006). Stages of sexual 
readiness and six-month stage progression 
among African American preteens. Journal 
of Sex Research, 43(4), 378-386.

Caballero, B., Clay, T., Davis, S.M., & Ethelbah, 
B., Evans, M. Lehman, T., et al. (2003). 
Pathways: A school-based, randomized 
controlled trial for the prevention of obe-
sity in American Indian schoolchildren. 
American Journal of Clinical Nutrition, 78, 
1030-1038.

Cohen, D.A., & Rice, J.C. (1995). A parent-tar-
geted intervention for adolescent substance 
abuse prevention. Evaluation Review, 
19(2), 159-180.

Curry, S.J., Hollis, J., Bush, T., Polen, M., Ludman, 
E.J., Grothaus, L., et al. (2003). A random-
ized trial of a family-based smoking preven-
tion intervention in managed care. Preven-
tive Medicine, 37(6), 617-626.

DiIorio, C., Pluhar, E., & Belcher, L. (2003). Par-
ent-child communication about sexuality: 
a review of the literature from 1980-2002. 
Journal of HIV/AIDS Prevention and Edu-
cation for Adolescents and Children, 5, 
7-32.



342	 VANDENHOUDT ET AL.

Dittus, P., Miller, K.S., Kotchick, B.A., & Fore-
hand, R. (2004). Why Parents Matter!: The 
conceptual basis for a community-based 
HIV prevention program for the parents of 
African American youth. Journal of Child 
and Family Studies, 13, 5-20.

Dutra, R., Miller, K.S., & Forehand, R. (1999). 
The process and content of sexual com-
munication with adolescents in two-parent 
families: Associations with sexual risk-tak-
ing behavior. AIDS Behaviors, 3, 59-66.

Erulkar, A.S., Ettyang, L.I.A., Onoka, C., Nya-
gah, F.K., & Muyonga, A. (2004). Behavior 
change evaluation of a culturally consistent 
reproductive health program for young Ke-
nyans. International Family Planning Per-
spectives, 30, 58-67.

Fasula, A., & Miller, K.S. (2006). Adolescents’ in-
tentions to delay first intercourse: Parental 
Communication as a Buffer for Sexually 
Active Peers. Journal of Adolescent Health, 
38, 193-200.

Forehand, R., Armistead, L., Long, N., Wyckoff, 
S.C., Kotchick, B.A., Whitaker, D., et al. 
(2007). Efficacy of a parent-based sexual 
risk prevention program for African Ameri-
can preadolescents: A randomized con-
trolled trial. Archives of Pediatric and Ado-
lescent Medicine, 161, 1123-1129.

Freedman, D.S., Khan, L.K., Dietz, W.H. Srini-
vasan, S.R., & Bereson, G.S. (2001). Rela-
tionship of childhood obesity to coronary 
heart disease risk factors in adulthood: 
The Bogalusa Heart Study. Pediatrics, 108, 
712-718.

Fuglesang, M. (1997). Lessons for life—past and 
present modes of sexuality education in 
Tanzanian society. Social Science and Medi-
cine, 44, 1245-1254.

Kotchick, B.A., Dorsey, S., Miller, K.S., & Fore-
hand, R. (1999). Adolescent sexual risk-
taking behavior in single-parent ethnic 
minority families. Journal of Family Psy-
chology, 13, 93-102.

Kotchick, B.A., Shaffer, A., Forehand, R., & Mil-
ler, K. (2001). Adolescent sexual risk be-
havior: A multi-system perspective. Clinical 
Psychology Review, 21, 493-519.

Kumi-Kyereme, A., Awusabo-Asare, K., Biddle-
com, A., & Tanle, A. (2007). Influence of 
social connectedness, communication and 
monitoring on adolescent sexual activity 
in Ghana. African Journal of Reproductive 
Health, 11, 133-147.

Long, N., Austin, B.J., Gound, M.M., Kelly, A.O., 
Gardner, A.A., Dunn, R. et al. (2004). The 
Parents Matter! Program Interventions: 
Content and the Facilitation Process. Jour-
nal of Child and Family Studies, 13, 47-69.

Lucas, A., & Sampson, H.A. (2006). Primary pre-
vention by nutrition intervention in infancy 
and childhood. Compiled from the 57th 

Nestle Nutrition Workshop, Pediatric Pro-
gram. San Francisco, CA.

Lyles, C.M., Kay, L.S., Crepaz, N., Herbst, J.H., 
Passin, W.F., Kim, A.S. et al (2007). Best-
evidence interventions: Findings from a 
systematic review of HIV behavioral inter-
ventions for US populations at high risk, 
2000-2004. American Journal of Public 
Health, 97, 133-143.

Mbugua, N. (2007). Factors inhibiting educated 
mothers in Kenya from giving meaningful 
sex-education to their daughters. Social Sci-
ence and Medicine, 64, 1079-1089.

Miller, K.S., Fasula, A.M., Dittus, P., Wiegand, 
R.E., Wyckoff, S.C., & McNair L. (2009). 
Barriers and facilitators to maternal com-
munication with preadolescents about age-
relevant sexual topics . AIDS Behavior, 13, 
365-374.

Miller, K.S., Levin, M.L., Whitaker, D.J., & Xu, 
X. (1998). Patterns of condom use among 
adolescents: The impact of mother-adoles-
cent communication. American Journal of 
Public Health, 88, 1542-1544.

Muyinda, H., Nakuya, J., Pool, R., & Whitworth, 
J. (2003). Harnessing the Senga Institution: 
Adolescent sex education for the control of 
HIV and STDs in rural Uganda. AIDS Care, 
15, 159-167.

Muyinda, H., Nakuya, J., Whitworth, J.A.G., & 
Pool, R. (2004). Community sex education 
among adolescents in rural Uganda: Utiliz-
ing indigenous institutions. AIDS Care, 16, 
69-79.

O’Sullivan, L., & Brooks-Gunn, J. (2005). The 
timing of changes in girls’ sexual cognitions 
and behaviors in early adolescence: A pro-
spective cohort study. Journal of Adolescent 
Health, 37, 211-219.

Pentz, M.A., Dwyer, J.H., MacKinnon, D.P., 
Flay, B.R., Hnsen, W.B., Wang, E.Y., et al. 
(1989). A multicommunity trial for primary 
prevention of adolescent drug abuse: Ef-
fects on drug use prevalence. Journal of the 
American Medical Association, 261(22), 
3259-3266.

Population Council, UNFPA, UNICEF, & UN-
AIDS. (2006). Investing when it counts. 
Generating the evidence base for policies 
and programmes for very young adoles-
cents. New York, NY, UNFPA and Popula-
tion Council.

Rodgers, K.B. (1999). Parenting processes related 
to sexual risk-taking behaviors of adoles-
cent males and females. Journal of Marriage 
and Family, 61, 99-109.

Romer, D., Black, M., Ricardo, I., Feigelman, S., 
Kalijee, L., Galbraith, J. et al. (1994). Social 
influences in the sexual behavior of youth at 
risk for HIV exposure. American Journal of 
Public Health, 84, 977-985.



EVALUATION OF FAMILIES MATTER!	 343

Speizer, I. S., Magnani, R.J., & Colvin, M.A. 
(2003). The effectiveness of adolescent re-
productive health interventions in devel-
oping countries: A review of the evidence. 
Journal of Adolescent Health, 33, 324-348.

Vandenhoudt, H., Amornkul, P.N., Odhiambo, F., 
Nasokho, P., Otwoma, N., Mwaengo, D. et 
al. (2004) First sexual intercourse and expo-
sure to HIV infection among young women 
in a high HIV prevalence area in Western 
Kenya. [Abstract  LBOrC22]. Paper pre-
sented at the 15th International AIDS Con-
ference; Bangkok, Thailand 

Vandenhoudt, H., Njue, C., Remes, P., & Buvé, A. 
(2001). Reproductive health problems of 
youth in Nyanza Province, Kenya: Needs 
assessment report. Unpublished.

Whitaker, D. J., Miller, K.S., May, D.C., & Levin, 
M. (1999). Teenage partners’ communica-
tion about sexual risk and condom use: The 
importance of parent–teenager discussions. 
Family Planning Perspectives, 31, 117-121.

Whitaker, D.J., Morrison, S., Lindquist, C., Hawk-
ins, S.R., O’Neil, J.A., Nesius, A.M., et al 
(2006). A critical review of interventions 
for the primary prevention of perpetration 
of partner violence. Agression and Violent 
Behavior, 11, 151-166.

World Health Organization (1999). Programming 
for adolescent health and development 
(Technical Report Series No. 886).Geneva, 
Switzerland: Author.

World Health Organization. (2002). Broadening 
the horizon: balancing protection and risk 
for adolescents. Geneva, Switzerland: Au-
thor.

World Health Organization. (2007a). Helping 
parents in developing countries improve 
adolescents’ health. Geneva, Switzerland: 
Author.

World Health Organization. (2007b). Summary 
of projects in developing countries assisting 
parents of adolescents. Geneva, Switzer-
land: Author.




