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EXECUTIVE SUMMARY

There is a growing recognition among reproductive hedth providers throughout the world that
“youth-friendly” services are needed if young people are to be adequatdly provided with
reproductive health care. Such services are able to effectively attract young people, meet their
needs comfortably and responsively, and succeed in retaining these young clients for continuing
care. Whether services are provided in aclinica setting, in a youth center or at a workplace or
through outreach to informa venues, certain youth-friendly characteristics are essentid to
effective programs. Basc components include specidly trained providers, privacy,
confidentidity, and accessihility.

As the life stage of adolescence becomes better defined and better understood, efforts to meet
this group’'s age-specific needs have emerged, including providing reproductive hedth
services—programs formerly reserved for older, married women. While younger, married
women were alowed to recaive such sarvices in the past, limited condderation was given to any
gpecid needs because of their biologica development and emotional maturity. Unmarried,
young women and young men were effectively excluded.

More young people now need reproductive hedth care, especidly prevention services. In many
places, this need is a result of a longer period of nonmarital sexud activity, reated to earlier
menarche, later marriage, greater economic opportunities for women, increased urbanization,
and liberdizing attitudes influenced condderably by modern mass communications. Furthermore,
this sexud activity is occurring in the midst of an HIV pandemic that disproportionately affects
adolescents and young adults.

Given that young people tend not to use existing reproductive hedth services, specidized
approaches must be established to attract, serve, and retain young clients. From young people's
points of view, they face many bariers to service use, including laws and policies tha may
restrict their access to affordable services and useful information, embarrassment a being seen
a dlinics, fear that confidentidity will not be honored, and concern that staff members will be
hogtile and judgmental. Many operationa barriers dso exist, such as inconvenient operating
times, lack of transportation, and high cost of services.

Many of these barriers can be addressed by programs serving young people. Perhaps the single
most important action any reproductive hedth program for young adults can implement is the
sdection, training, and supervison of staff members to work with adolescents, with a mgor
emphasis on dtitude, respect for young people, and the development of interpersond skills to
promote good provider-client communication. Other provider characteristics that programs
should congder include an emphasis on privacy and confidentidity, the alowance of adequate
time for discussion, and the availability of trained peers as a counsdling option



For the clinicd setting, facility characteridtics that programs can establish or adapt include
separate gpace or specid times for teen clients only, convenient hours, accessible location,
adequate space with sufficient privacy, and comfortable surroundings. A key aspect of any
design of a youth-friendly program should be the involvement of young people in helping to
determine the features that best reate to their needs and comfort level. Some of these design
characterigtics include alowing clients to receive services without gppointments (as “drop-ins’),
reducing overcrowding and waiting times, setting affordable fee schedules, developing publicity
and recruitment activities that effectively inform potentid youth dients, providing for maes as
partners and as clients themselves, and ensuring that most needed services are available on site
and that good referrals are avalable for those needed services not offered. Many other
adjusments are possble dthough perhgps less centrd, such as the availability of useful
educationa materids, group discussions or counsdling options, delay of the pelvic examination,
and outreach service dternatives.

Severad program models have been developed to include youth-friendly characteridtics in a
clinica setting. Earlier programs were generdly established for prenata and postpartum care, in
part because pregnant young women were aready presenting for services. Such programs
emphasized utilization of gtaff members specidly traned to work with young women, and
strengthened efforts to improve nutrition, to foster breast-feeding, and to provide contraception
to delay the next birth. Limited evauation findings show results and effects that include increased
prenatal vidts, longer duration of breast-feeding, lower rates of infant morbidity and mortality,
and higher rates of postpartum contraception use. Specidized nutritiona programs for pregnant
young women resulted in improved birth outcomes. Postabortion programs for adolescents have
aso developed, showing an increase in subsequent contraceptive use and a decrease in abortion
rates.

More challenging are programs designed as preventive hedlth care, both because providers are
hestant to serve unmarried, young adults and because young people must be educated about
thelir needs and convinced that services will treet them responsvely and respectfully. Some
programs attempting to put together a youth-friendly package of characteristics were
established as demondrations and were evauated accordingly. Results were mixed, athough
mainly pogtive, including increased numbers of young clients and greater contraceptive use by
this group.

Newer efforts have emerged that bring services to locations where young people are learning,
working and socidizing. Schools and factories have become venues for provison of some
services, while outreach workers, often peers, bring services to the marketplace, sports field
and village gathering places. Pharmacies and socid marketing activities are beginning to target
young adults as customers for reproductive hedth commodities. Telephone hotlines, mass
media and other communication gpproaches help provide information, motivation and referrd to
service ddivery points.



Yet many obstacles to providing youth-friendly services remain. Serving young people with
reproductive hedth careis ill a sendtive issue in many places. Providers, whose attitudes often
reflect this societal concern, can resist serving young people or, if services are established, ill
prove unresponsive to adolescent needs. Costs and adjustments are required to make services
gppeding and relevant for adolescents, sometimes involving changes and expenses beyond the
cgpability of facilities. Findly, laws and policies remain redtrictive or ambiguous, compromising
clear protocols for serving youth. While chdlenging, however, most of these obstacles can be
overcome by a grong inditutiona commitment, careful daff sdection and training, and
reallocation of resources.

Given the centra importance of training service providers, curricular materias and training
activities are becoming more avalable. Much emphasis is being placed on provider-client
interactions, epecialy by upgrading the counseling skills of those who work with young people.
This upswing in training activity is a good omen for future prospects as it addresses the key
variable in meeting the needs of dlients.

While attention to provider skills and approaches is increasing, many other aspects of clinic
operations that could be made more youth friendly have remained unaddressed. In part, more
information is needed on how various program characteristics affect client satisfaction and
reproductive hedth outcomes. With such evauation findings more reedily available, program
planners can design and implement more effective services.

Attention in the future must aso be given to policy environments that remain hodile to or
unaccommodating of youth access. This, in part, dso depends on better public education
campaigns to support public policy reform of adolescent reproductive heath matters. Public
education, especidly a the community level, carries an added benefit—support of newly
edtablished youth-friendly programs that will better attract, serve, and retain young clients that
need their services.



. DIMENSIONS OF THE CHALLENGE
A. Why do adolescents need specialized services?

Viewing adolescents as a specific group with their own needs is a reatively recent practice,
especidly in the developing world. Y oung, unmarried people in the past were not expected to
need reproductive hedth (RH) services. If young women—no matter how young—were
married, they received the same services as older women, except nobody assumed the young
women needed pregnancy prevention. Most developing country societies expected women to
bear children soon after marriage.

Significant socid changes, which affect dl societies to some degree, have prompted program
planners and managers to consider speciaized services for people in the adolescent or young
adult age group. Some of these changes relate to broadened opportunities for women, who are
now staying in school longer and entering the workforce in larger numbers. The age of marriage
isrigng in most countries. Combined with the decreasing age of menarche, those years creete a
longer time period when young women are single and are capable of becoming pregnant. Sexud
activity during this nonmarita time has increased, fostered by other socid changes such as
urbanization and mass communications, thereby creating anew level of need for RH care.

Another impetus for placing a priority emphass on the RH of this group is the darming increase
of sexudly transmitted diseases (STDs), including HIV. Y oung people are contracting STDs out
of proportion to their numbers. In particular, young women represent the fastest-growing cases
of new HIV infection.*

Adolescence, or the trangtion to adulthood, is becoming more of a defined developmentd stage
in many countries. Thus, there is concurrently a greater understanding of this age group’s
biologicd, psychosocid, and hedth needs. Specific biologicd issues for adolescents apply
equaly to married or unmarried young people, especiadly young women. For example,
incomplete body growth can cause problems during pregnancy and ddivery among very young
adolescents.? Also, because of immature reproductive and immune systems, young females are
more susceptible to HIV transmission.*

Adolescent behavior, including experimentation and risk-taking, makes young people more
vulnerable to pregnancy and STDs.  Young people want to try new things, including sexud
activities, often feding invulnerable to negative consequences. Other psychosocid reasons,
especidly for femae adolescents, place them at higher risk: wanting to please, having difficulty in
refusng advances, and needing to provide sexua favors to meet various needs, such as for
school money. Findly, there is emerging evidence that indicate that sexud abuse is a mgor
issue for adolescents worldwide, with effects on the sexud and reproductive hedth of young
adults.



For adolescents, concerns about sexudity and RH are new in their lives. In fact, the mgor
defining biologica aspect of adolescence is the process of attaining sexua and reproductive
maturity. Given most societies reluctance to gpproach the subject forthrightly, it is not surprisng
that young people view these new fedings and needs with some trepidation—and are suspicious
of whereto find answers.

Furthermore, adolescents are generaly hedthy and do not see hedlth, as such, as an issue that
needs a service response.® Placing alow priority on preventive care is especialy pronounced in
many developing countries where curdive hedth care is the dominant mode. Prevention of
undesired pregnancy and STDs has recently gained more interest—but primarily for older,
married people.

Adolescents face fears, concerns, and lack of understanding about their own needs. Thus asking
for or seeking guidance and services is very difficult, and they tend to avoid seeking needed
care (see section I1.A., below). Any program hoping to serve young people must factor in these
multiple psychologica and physicd redlities. The program must design services that can attract
young people, while assuring them that they will be well treated and have their needs met. This
chdlenge has become a mgor priority, given the dramatic consequences that STDs and
unwanted pregnancies can have on young peopl€e s futures.

B. What services are needed by adolescents?

Adolescents, in generd, are experiencing ardatively hedthy stage of ther lives, having survived
infant and childhood vulnerabilities and illnesses. But they are dso moving through a phase that
brings dramatic physica and emotional changes, as well as new risks. A move toward grester
independence and decison making dong with experimentation with new lifestyles and activities
creates a different set of hedth risks more closaly connected to behavior. Accidents increase
dramatically for this age group; smoking and substance use typicaly begin in adolescence or
young adulthood athough this behavior can have delayed hedlth consequences

The defining event of adolescence, however, is reproductive maturation. The ability to
reproduce and the sexua interest and activity that form the foundeation of this biologica function
are universd among societies, dthough different cultures and different eras have developed
various ways to manage sexud activities and channe them into socidly acceptable behavior.
This behavior usudly meant sexud abgtinence until individuas moved into socidly sanctioned
unions. With increased sexud activity among young, unmarried people and the emergence of the
HIV/AIDS pandemic, greater health challenges have developed. At the same time, better health
delivery systems have devel oped, methods to prevent pregnancy and STDs have improved, and
communications to transmit vita information have become better. However, because of socid
discomfort in accepting the redity of adolescent sexud activity, an unwillingness exigts to put
these services at the digposal of the young people who need them.



Given the rgpid changes that adolescents experience, a need exists for education and counsdling
sarvices, especidly related to development and maturation, boy-girl relationships, decison
making about sex, gender issues, sexud abuse and exploitation, sexua and contraceptive
negotiation, adoption of contraceptive methods, and pregnancy options should pregnancy
occur.

Needed hedlth services include prevention, treatment, and follow-up care. While it is unredistic
for most developing country clinics to include dl of the following RH services, a comprehengve
array would include:

sexual and RH education and counsdling (as noted above)
physcd examinaions, including pelvic and breast examinations for femaes and
testicular exams for males

cervical cancer screening (e.g., Pap smears)

STD screening, counsdling, and trestment

HIV testing and counsding

contraceptive method choice, adoption, and follow-up
pregnancy testing and options counsdling

abortion services (where lega) and postabortion care
prenata and postpartum care

well-baby care

nutritional sarvices'’

In developing countries, most clinics or service providers will have to limit the number of
services provided. It is important, therefore, for clinics to carefully assess hedth trends and
needs among their specific target populations to determine the priority of services. Also, referrd
arrangements should be made to cover those needs unable to be incorporated within a
particular clinic Ste.

In addition to defining a minimum package, providers should recognize the differences among
young people (gender, age, culturd, ethnic) and be prepared to adjust their responses to those
differences accordingly. They should be sengtive to adolescents with specia needs, particularly
underserved, hard-to-reach youth. Such subpopulations of young people tend to engage in
behaviors that put them a higher risk for pregnancy, STDs, and HIV infection. These
subpopulations include the following:

out-of-school youth

Street youth

youth in foster care, resdentid treatment facilities, and other inditutions
youth using drugs, acohoal, or both

sexudly abused youth

gay, leshian, bisexud, and transgender youth



commercia sex workers
youth with mental and physical disabilities'’

Another group often neglected for pecialized services is young married people. This group is
assumed to be adult, although their physicad and emotional needs may more closdy resemble the
adolescent stage. They are too often assumed to be moving directly into parenthood no matter
how young or ill-prepared biologicaly or socioeconomicaly. Specidized services to delay the
firgt birth and to respond to other needs have become recognized as important for this group,
especidly in cultures where marriage occurs a very young ages.

C. How can services be delivered to adol escents?

Hedth services are usudly thought of as offered at a fixed Ste to which clients come for care.
This modd is 4ill dominant in hospitals, dinics, and hedth centers in virtudly al aress of the
world and is typicdly the one most developed by public hedth sectors. To a mgor extent,
because this infrastructure is dready available, a practica urgency exigts to consder how such
services could be adapted to better attract and serve aclientele of young people.

An increasing number of channds and models, however, have proven successful (or have the
potentid) to serve youth with some RH services. Some models appear to accomplish their
objectives more successfully and cost effectively than the fixed-site service modd. In a
comparison of fixed-site and peer-outreach services in Mexico, for example, an evauation
found that the Community Y outh Program of the Prosuperacion Familiar Neolonesa (PSFN)
was more effective in reaching their targets at less cost than the Integrated Y outh Centers. In
the former, PSFN used trained young adults and community counselors as outreach workers to
provide sex education, family planning information, and contraceptive referra to young people.
The Integrated Y outh Centers combined education and family planning services with counsdling,
academic tutoring, and recreationa activities in a fixed setting.* Peer-outreach programs have
become creative in identifying and reaching youth in a variety of places where they congregate,
including mals, bus-parks, “the dtreet,” recregtiona dtes, sporting events, and fast-food and
other eating or drinking places®

Large clinics are sometimes located in areas not convenient for youth. A project implemented
by the Association for Reproductive and Family Hedth (ARFH) in Nigeria addressed that
problem by establishing satdllite clinics in rooms donated by the community in locations where a
large proportion of school-going and out-of-school youth are located.’  School-linked dlinics
are another way to bring services to locations where large numbers of young people spend time.
Importantly, workplace models have become more common as employers understand the
benefits of a hedlthy workforce and delayed pregnancies among their young female employees®

Other examples of modeds for reaching out to youth include the use of mobile vans and
community-based digtribution agents, and socid marketing, which makes effective use of mass
media and other communications to help reach young people with information and motivationa



materids, along with methods available in convenient locations such as bars, stores, kiosks, and
community centers. Drug stores or pharmacies can dso serve as didribution points for
information and methods, either as pat of a socid marketing campaign or individudly and
commercidly. Hotlines, cal-in radio shows, folk dramaand other communication strategies can
help provide information about reproductive hedth issues and available services.

Partnering with exigting agencies that serve youth is away to reach a sgnificant number of young
people aready organized into programs and activities. In Africa, a family life education project
(though not offering services) was implemented by the 29-country Africa Region Boy Scout
Association.” The program, however, proved to be more challenging than anticipated and fell
short of objectives and anticipated expansion activities® An apparently more successful model
implemented by International Planned Parenthood Federation (1PPF) in six countries, Y outh for
Y outh, worked through a variety of nongovernmenta organizations (NGOs) that reached young
people in urban dums, in prisons, in schools, and in the military, as wel as those dready
parenting.g'lo’ll

All of these gpproaches can and should consider ways to make provison of services more
accessible and friendlier to their young dients or participants.  Although drawn primarily from
experience with clinica services, because most evauations on service provison document this
modd, the youth-friendly characteristics described in the next chapter are gpplicable to the
design and ddivery of al service projects for young people. Clinica characteristics are more
detailed and numerous than other models would adopt, but include severd concerns essentid to
al the others.

The task of specid training for those who interact with young people is highly relevant to every
delivery approach. This preparation needs to underscore the provider's essentid role in
assuring trugt, privacy and confidentidity, criticad issues for young people.  Ancther important
chdlenge is ensuring that the sarvice is conveniently avallable to young people. Findly, and
universd to dl, is the challenge to identify and respond to those needs that adolescents have for
RH services so that what is provided—by any of these approaches—is relevant, sensitive, and
important to their lives. Involving youth directly in determining and delivering services will help to
ensure that those objectives are met.



I. CHARACTERISTICS OF YOUTH-FRIENDLY SERVICES
A. Why do adolescents avoid existing services?

Adolescents avoid using exising RH sarvices for a variety of reasons, including policy
condraints, operationa barriers, lack of information, and fedings of discomfort. Mgor
impediments to adolescent access and use include the following:

Poalicy constraints

Laws in many countries restrict access to certain kinds of hedth services (including access to
gpecific commodities) according to age, marital status, or both.” RH services often discriminate
agang young people, sometimes by requiring a minimum age or parenta consent. Even where
the law does not specify redtrictions, hedlth facilities, hedlth staff members and other providers
(such as pharmacists) sometimes establish their own policies that prevent or diminish adolescent
access. This stuation occurs more frequently when laws or policies are unclear or unevenly
enforced.

Operational barriers

Even when clinics and other service programs do not intend to bar adolescent clients from their
services, operationd palicies or clinic characteristics can inadvertently serve to reduce access.
Some barriersinclude:

= Inconvenient hours of operation'®*41>1647

= Lack of convenient transportation
- ngh costs Of m| Ces12,14,16, 17,18,19,20,21,22,23

12,15,16,17,18,19

Lack of information

Young people are learning new information about their emerging sexudity and development.
Often, their friends are the source of information. Thus young people tend to remain poorly
informed—or even misinformed—about such matters. Situations that reflect this condition and
comprise additiona barriersto servicesinclude:

= Poor understanding of their changing bodies and needs®
= Inaufficient awareness of pregnancy and STD risks 1%
= Little knowledge of what services are available 320%%7

= Lack of information of RH service locations'®**

Feelings of discomfort

Perhaps the most widespread explanation for young peopl€’ s avoidance of clinics and service
providers is their discomfort with real or percelved clinic conditions and attitudes of providers.



Such perceptions could result from their own experiences, second-hand information from peers,
or a generd reputation about the services. Following are specific concerns that young people
have suggested as reasons for their not seeking or usng RH services:

= Bdief that the services are not intended for them™?%2

= Concern that the staff will be hogtile or judgmental'21314151621.242528

= Fear of medical procedures and contraceptive methods, including side effects™*/8%°
= Concern over lack of privacy and confidentiality217182023252629

= Fear that their parents might learn of their visit!”18232>%0

= Embarrassment a needing or wanting RH services'316+720232829

= Shame, espedidly if the visit follows coercion or abuse™

B. What do young people say they want?

Characteristics of RH service provison preferred by young people can depend on the type of
client or the nature of aclinic vist. For example, having specid hours or setting aside clinics for
adolescents are varioudy ranked high and low in importance by teens® Y et even where specid
hours were not high on the list for clinic choices, as in one U.S. study, young people who were
virgins or were within two months of having had their firg intercourse were more likely to enroll
in adinic with specia teen hours® In Jamaica, a specid evening dinic for youth was found to
dtract many first-time dients® It has been suggested that this separate service may be needed,
epecidly by at-risk youth, to overcome their resistance to using the traditionad hedth care
system *

Given cultura and other differences among young people, it is important to ask members of the
intended audience specificaly about their preferences for service. Bdow are examples of what
some selected groups of young people in various settings have expressed as ther preferred
characterigtics for services:

In a Caribbean study, young people discussed an ided center as one that offers many
sarvices, is open in the afternoon and evening with empathetic, knowledgeable, and
trustworthy counselors, and does not look “like adlinic.”

In a Youth Information Centre, established as a pilot project by the Planned Parenthood
Asociation of South Africa, young people identified the most important factors in clinic
choice as saff attitude (95%); environment (characteristics such as location, decor, and
amosphere) (89%); contraceptive method (85%); and operating hours (81%).%°

According to a study about adolescent access to RH information and services in Nicaragua
and Kenya, researchers report that young people want confidential services (preferably
outsde their locd area); good human trestment (including trustworthy, nonpunitive providers
who specidize in deding with youth); and counsdling linked to services and centers
especialy for young people®
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According to research with adolescents in Africa, Ada, Latin America, and the Caribbean,
the International Center for Research on Women recommends that RH services be private,
confidentid, affordable, and accessble. Such clinics must be staffed with sengtive service
providers.®

In aU.S. study of adolescent’s perceptions regarding their decisons to seek hedth care in
generd, fourteen of fifteen top-ranked items pertained to providers. Six of those concerned
interpersond factors such as honesty, respect, and confidentidity. Four of the top
characteristics pertained to infection control (showing adolescent concern over HIV
transmission).’

In a U.S. teen dinic, the most important reasons given by young people for ther initid
attendance were that the clinic was for teens only and that the services were free. Other
important factors included convenient scheduling and location, a friendly staff, a dlinic used
by their peers, and confidentidity.*®

C. What are youth-friendly services?

Simply stated, services are youth friendly if they have policies and attributes thet atract youth to
the facility or program, provide a comfortable and appropriate setting for serving youth, meet
the needs of young people, and are able to retain their youth clientele for follow-up and repeat
vidits. Some of the adaptations and additions needed to make services youth friendly have been
identified by adolescents themsdves. Other characterigtics have been identified by service
professonds, including some that have been implemented and evaluated as part of an overdl
effort to provide effective RH services for youth.

Although mog of the following characterigtics are based on a clinicad setting, many of these
characteristics gpply to programs serving youth in any setting or with any approach. Hedth
facilities, in particular, that hope to attract, serve, and retain adolescent clients have an array of
adjustments and additions to consder. These concerns relate to provider, facility, and design
characterigtics. Some are relatively minor and others are more extensve. Furthermore, some
potentid changes may vary in importance to the target audience, which suggests that a needs
asessment should be an important step before selecting those changes to be made. Idedlly,
youth involvement should be maintained, as suggestions for changes are important as the
projects continue.

11



Provider Characteristics
Secially trained staff

Having a specidly staff thet is trained to work competently and sengtively with young people is
often conddered the single most important condition for establishing youth-friendly
Services 202039404142 A equired skills must indude familiarity with adolescent physiology and
development, as well as appropriate medical options according to age and maturity.* At least
as important are interpersona skills so that young people can be at ease and can comfortably
communicate their needs and concerns 28228341 Thjg objective is sometimes accomplished
when providers are closer in age to, and/or of the same sex as, the client. The ability to
communicate fluently in languages that young people spesk who atend a given dinic is dso
important.** In addition to those providing counsdling and medical services to adolescents, other
gaff members should be positive toward these clients and oriented to young peopl€e’s specid
concerns. Particularly important are the dtitude and performance of the receptionist, who is
typicaly the first point of contact for the young person.***? Refresher courses must be made
available to keep staff membersinformed and their skills current.*?

Respect for young people

While respect can be fostered within a training exercise, some providers bring to their job
deeply entrenched biases againgt adolescent sexud activity or find it difficult to reate to
adolescentsin arespectful way. Given thisredity, dinic managers should carefully congder such
attitudes as they sdect trainees or those who will work with—or supervise saff to work with—
young peopl 9.18'22'41'42'45

Privacy and confidentiality honored

Privacy and confidentiality rank extremely high among young people *32°2>37464748 Briviacy must
be arranged for counsdling sessons and examinations, young people must fed confident that
their important and sensitive concerns are not retold to other persons®# A common fear
expressed by young people is that the nurse will tell their mothers that they came to the dlinic for
RH care®

Adequate time for client and provider interaction

Young people tend to need more time than adults to open up and reved very persond
concerns.® They usudly come to the dinic with considerable fear, often with a worry about
being pregnant, and require strong reassurance and active encourgement to spesk fredy.'?#
Time is needed to bring myths (such as girls cannot get pregnant at first intercourse) to the
surface, to discuss them, and to dispel them.** When possible, dinicians and counsdlors should
plan from the start to schedule more time with young dlients than with adult dients®  In addition
to responding to client concerns, providers should be able to cover questions about body image
and development, sex, rationships, sex and condom negatiation, as well as to clearly explain
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contraceptive method options and their possible side effects and management; this discussion is
crucid to the compliance and retention of the adolescent client.*

Peer counselors available

Evidence shows that many young people prefer talking with their peers about certain sengitive
issues™®** (dthough they aso tend to believe that hedth care professionas know more about
the technical issues). It is productive, therefore, to have peer counsdors available as dternatives
or supplements to some aspects of the counsding activities** One U.S. study showed that
trained peer counsdlors (ages 17-18) in aclinical setting more positively fostered contraceptive
compliance among sexudly experienced young people than counsding efforts by young nurses
(ages 26-29).

Health Facility Characteristics
Separ ate space and special times set aside

Creating separate space, specid times, or both for adolescent clients gppears more important
for certain dients, such as young teenagers, fird-time clinic users, nonsexualy active clients, and
margindized young people who ae egpeddly suspicious of mangream hedth
care, 1218303333841 A gengrate service can dso fadilitate providers efficiency in arranging
specidized youth-friendly features*®*! Before considering such a specid adjustment, a strong
needs assessment among a diverse group of probable clients should be conducted.

Convenient hours

Having dlinics open a times when young people can conveniently attend is fundamenta to
effective recruitment.'82+"29404853 g ch times include late afternoons (after school or work),
evenings, and weekends.**** While young people who need urgent care may be willing to leave
school or work for such services, those who need prevention services but may be unaware of
how important they are, are more reluctant to give excuses and to take the time off.

Convenient location

Exigting facilities cannot address this variable, but new operations can consder location as a
factor when determining a service site>*#48% 'y oung people sometimes express a desire to
go out of their neighborhoods so they will not be seen by family and neighbors'®% At the
same time, young people do not want to or cannot travel too far to reach service dtes. In any
case, the location should be in a safe surrounding and, idedly, should be available by public
transportation.**

Adeguate space and sufficient privacy
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Adequate gpace is needed to assure that counseling and examinations can take place out of
sight and sound of other people.? This need requires separate rooms with doors and policies
that support minima interruptions and intrusons. A provider-youth client study in Zimbaowe
showed that, athough counsdling occurred in a separate room in most clinics (92%), people
could overhear 23% of the sessons and could see what was happening during 32% of the
sessions. More than one-third (36%) of the sessions were interrupted by other staff members.*®

Comfortable surroundings

The service environment may vary in importance and details with the specific target audience to
be served. In generd, young people prefer a setting that is comfortable, has posters or decor
that relate to their taste and interests, and does not present an overly sanitized environment.***
In Chile, program planners converted a cluser of homes into a dinic. To mantan a
“demedicalized” ambiance at the clinic, the hedlth care providers wore street clothes instead of
“mediica whites”>

Program Design Characteristics
Youth involvement in design and continuing feedback

A fundamentd principle in design of youth-friendly services is to ensure participation of young
people in identifying their needs and preferences for mesting those needs?%%%*"*® Some
characterigtics, such as privacy, confidentidity, and respectful treatment, are nearly aways top
priorities. Other features, such as the separateness of the clinic from other services and the
importance of peer counsglors, may vary according to the overal culture or the specific norms
of the target population. In addition to creating an environment more likely to meet their needs,
involving youth in the design of the program and in continuous feedback will enhance their
“ownership” of the program. Thisfeding of ownership will mativate young people to recruit their
peers and to advise on needed adjustments.*”*°

Drop-in clients welcomed and appointments arranged rapidly

Because adolescents are present-minded and rardy plan ahead, the possibility of receiving
services without an appointment can increase adolescent accesst#224412053%0 | gn adolescent
isturned away and told to return at another time, or if the adolescent must wait several weeksto
be seen after making an gppointment, there is a Sgnificantly greater likelihood that the potentid
client will not show up. With young people, it helps to “saize the opportunity” when they show
aninterest in getting RH care. A U.S. program succeeded in serving young people by drastically
cutting waiting times for gppointments. The “You Fre” gpproach gave teens priority
consideration for family planning appointments, guarantesing an gppointment within 48 hours®

No overcrowding and short waiting times
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Having to wait a long time to be served in a clinic, particularly with an increased chance that
someone will see them there, is unappedling to the adolescent dient.*"**** Y oung people may
choose to not even endure the wait initidly, but if they do, this Stuation will be a barrier to ther
return. Thiskind of experience is more than likely told to peers—prospective clients—and gives
the facility a bad reputation that dissuades future clients.

Affordable fees

Cost can be a dgnificant barrier to the potentid adolescent client. A fee schedule must be
designed so that services are free or affordable. They can be established on a diding scae,
possbly incduding credit and flexible payment options"#%"**34! Some studies have shown
that adolescents want to pay something for services or ese they will not vdue what is
provided.***

Publicity and recruitment that inform and reassure youth

Not only must adolescents know that clinics and other service programs exist and where they
arelocated, but they must also know what services are provided.***?*** |mportantly, they must
be reassured that they are welcome and will be served respectfully and confidentialy. 3"
Communicating this information can often be done as pat of a community reations or
mobilization effort. In this effort, programs explain their services to loca youth and other groups
who can then provide support and referrals #4848 Outreach in the community is
particularly important in reaching out-of-school youth.® Recruitment is often best handled by
young people themselves, both formadly (such as digtributing printed information or making
presentations) and informaly (by word of mouth).”” Sdtisfied dients are usudly the best
recommendation for use of particular services,'33424

Boys and young men welcomed and served

Although not possble in al societies, welcoming made partners can prove beneficid where
feesble. For a young woman, the accompaniment of her boyfriend to the clinic can be an
important dement in the decision to seek services'” This support should not be dampened by
his fedings of discomfort.** Furthermore, opportunities exist to foster shared responsibility for
decison making and contraception when young men are present, as well as to serve the needs
of males for RH information, counsding, and service %4419 |t may be necessary to develop
clinic programs desgned especidly for young maes that are sengtive to male vaues,
moativations, fedings, and culturd influences while encouraging equitable mae and femde
rlationships’*%®  Other outreach programs, especidly involving condom distribution and
STD/HIV prevention have shown success in targeting or reaching males.

Wide range of services available
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The more hedth needs of young people tha can be met within the facility or program, the
greater assurance that they will receive the care they need. Whenever it is necessary to send
young people to another location for another service, there is an increased risk that they will not
actudly show up. While it is not adways possble, atempts should be made to identify and
provide the most needed RH services as “one-stop shopping.” These services should include
sexud and RH counsding, contraceptive counsding and provison (including emergency
contraception), STD and HIV prevention, STD diagnosis and trestment, nutritional services,
sexuad abuse counsdling, prenatd and postpartum care, abortion services (where legd), and
pOStaborti on Cae.12'17’20'22’34'48’56'63'64

Necessary referrals available

It is dedrable, but dmost never possible, to provide services that meet dl the needs of
adolescents, including some types of specidized hedth care and related socia services®”®
Thus, it becomes very important in addressing the adolescent’s overal needs to be able to refer
to responsible agencies** Effective working arrangements should be established to ensure
youth receive the services they are referred to and assure that referra Sites provide appropriate,
youth-friendly treatment.

Other Possible Characteristics
Educational material available on site and to take

Some young people prefer to learn about sendtive issues on their own, using written or
audiovisuad materids, because their discomfort level can be too greet to retain information during
afaceto-face sesson. Such materia can be used while clients are waiting to be seen, aswith an
innovative computer-based hedth education program used by dients in a Peruvian dinic.®®
Some materids should be available to take home, too, so young people can refer to them later,
particularly if the topics are complicated (such as symptoms of STDs).

Group discussions available

While not dl young people are comfortable in a discusson format with their peers, this type of
information exchange can be very productive. It helps adolescents to redize that they are not
unique in their fears and can provide peer support to obtain needed care or seek solutions to
probl %319’38’48’45

Delay of pelvic examination and blood tests possible

Some young women have a significant fear of the pelvic examination, blood tests, or both. It is
thought that this fear deters many young women from going to clinics and obtaining
contraception when they first need it.'” In an experimenta program in the United States called
“Smart Start,” increased numbers of teens came to a clinic when they had the option of delaying
the requisite pelvic examination for 6 months while gtill being able to obtain ord contraceptives
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or other nonprescriptive contraceptives.®® Delaying the pelvic examination can encourage young
women to return for family planning services ®

Alter native ways to access information, counseling, and services

Given the chalenge of aitracting young people to fixed dinic Stes, clinics can increase ther
reach by other means of contact with clients. Telephone hot lines, for example, can be operated
by trained counsdors from the dlinic Ste, but clients need not come to the clinic for information
or counsding.?>*° Or counselors (peer or adult) and outreach workers (including community-
based didtribution agents) can go into the community to deliver services. For some young
clients, one of these models will serve as an intermediate gpproach to on-ste dinic use until they
become more comfortable or their situation becomes more urgent.> Clinics can aso set up
smaller branches or satdlite clinics closer to where young people congregate® or that are linked
to schools.
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Mystery Study Uncovers Provider Attitudes Toward Youth'*

As part of a study to measure access to
family planning education and services for
young adults in Senegal, the Comité d’ Etude
sur les Femmes, la Famille et
I”Envionnement en Afrique (CEFFEVA), in
collaboration with Family Hedth
International, used a mysery client
component in their assessment. The mystery
clients conssted of 10 young women and
two young men who had previoudy come to
Association Senegalaise pour |le Bien Etre
Familial (ASBEF), the local IPPF affiliate,
to request information for school-related
projects. The mystery clients had
participated in focus group discussions (as
part of the larger research study) and had
volunteered for the mystery client task.

Before beginning their research, the young
participants obtained permission from their
parents. In preparation, they were briefed on
contraceptive methods and on the purpose of
the activity to clarify their roles. They were
insructed on how to complete a
questionnaire  that  summarized  the
impressons of their vist. The following

points were covered: accessihbility of
services, reception, provider attitudes,
counseling, and client satisfaction.

The mystery clients visited seven clinics in
Dakar (clinics within hospitals, polyclinics,
and family planning clinics); between two
and four vists were made to each clinic,
always by a different person. Two or three
vists were made by each client, who
provided various explanations for the
purpose of the visit. These purposes included
the need to receive family planning
information for themselves, to receive family
planning information for someone else, to get
information for classwork, and to receive a
family planning method.

After each vist, the mysey client
completed the questionnaire outside of the
clinic and gave it to the research team along
with abrief ora summary of the visit. During
the discussion, the research staff member
reviewed details of the vist, cdarified
information in the questionnaire, and obtained
impressons from the mystery client.

—

FINDINGS FROM THIS STUDY INCLUDE THE FOLLOWING:

-

Family planning services were not well marked and were difficult to find within larger
facilities; requests for directions caused discomfort for the clients,
especialy when they were treated rudely.

Clarity about available services was lacking; mystery clients were not sure
what contraceptive services were available or whether the services
were limited to married couples only.

Negative fedlings were communicated to the young people, such as when staff members
tried to refer them to other clinics or advised them to “focus on their studies;” they aso
perceived negative feelings from other adults in the clinic
and sensed that these clients were biased against them.

Judgmental attitudes were conveyed regarding information on contraceptive methods,
when information was given, it typically ended with advice or moralizing,
such as “you should abstain until marriage” or “methods are bad for your health.”

Clients had difficulty obtaining contraceptives, six mystery clients requested contraceptives
for their own use, but none received them.
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. PROGRAM EFFORTS TO INSTITUTE YOUTH-FRIENDLY SERVICES

Projects to make services friendlier for youth are becoming more numerous and reflect effortsto
increase adolescent use and to improve the suitability and effectiveness of the services provided.
In generd, these services can be divided into two categories. prenatal, postpartum, and abortion
services and prevention and hedth promotion services. Despite the increase in these projects,
evauation is still very limited on how effective such projects are—or can be. Furthermore, most
demondtration activities have looked mainly a the overdl effects of the program design and,
therefore, cannot attribute results to specific youth-friendly components. Even at this stage of
program development, however, much can be learned from past experiences, available
evauation results, and current effortsto move the field forward.

A. Prenatal, postpartum, and postabortion services

These sarvices generaly adapt existing services to attract more young clients and to serve them
better according to their specia needs. These services create a clinica setting comfortable for
the young client and an gpproach to address those areas that require additiona support for the
young, pregnant, and parenting woman. For example, specid condderation is given to
encourage good nutrition, foster breast-feeding, and provide gppropriate contraception to delay
the next pregnancy.

Because of the immediate, apparent needs of pregnant, young women, programs of specid care
for this group were developed earlier than those for their nonpregnant peers or for young people
seeking preventive care. Many of these efforts were set up as demondiration projects or models
and, therefore, included evauations.

Prenatal and postpartum programs

In Mexico, a hospita-based program implemented by the Asociacion Mexicana de
Educacioén Sexual provided family planning information and counsdling at both prenatd and
postpartum sessions to women under 20 years of age who were ddlivering their babies a a
public hospital. Education and services were offered through a speciad adolescent clinic in
the hospitd. Changes were made to the gpproach after an evauation found that counsding
and education sessons were not effective during the immediate posipartum period. A
second evauation of this project showed that young adults who had atended an educationd
session received a greater number of prenatal check-ups and planned to space their births
more than the clients who did not attend (86% vs. 64%6)."%

In another hospital-based program in M exico, the Educationa Program for Adolescent
Mothers (PREA) conducted by the Centro de Orientacion para Adolescentes (CORA—
Adolescent Orientation Center), participants attended postpartum and one or more
subsequent sessons on family planning. An evauation showed that PREA participants
breast-fed longer and had a higher rate of contraceptive use than the control group.®®
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In Chile, multidisciplinary teams have worked to improve birth outcomes and postpartum
practices among high-risk young women in hospitals and clinics. Medica records show
severd pogtive results, including lowered rates of infant mortality, higher rates of continued
breast-feeding, and reduced rates of second pregnancies.”

Inthe United States, a tudy was made of a comprehensive program for pregnant women
under 18 years of age at a medica university that used nurses, socid workers, a nutritionist,
obgtetricians, and a psychiatrist. Casdoad management was done by nurse-midwives.
Evauators concluded that such an approach can result in a Sgnificantly lower incidence of
low-birth-weight babies even among a populaion of socioeconomicaly high-risk
adolescents.”

Prenatal nutrition intervention programs

In Nigeria, an experimenta program provided pregnant adolescents with antimdaria drugs
aswel asiron and folic acid supplements in the second haf of pregnancy. A survey of birth
outcomes showed a reduced incidence of cephaopelvic disproportion among participating
adol escents compared with nonparticipating adolescents.”

In the United States, a group of pregnant adolescents received caorie, protein, vitamin,
and minerd supplements. The experimenta group gave hirth to infants with a sgnificantly
higher mean weight than a group that received no supplements; larger effects were observed
among girls under 16 years of age.”®

Postpartum and postabortion programs

In a hospital-based program in Brazil for postpartum and postabortion adolescents,
outpatient services were offered a specific hours and included counsding, education, and
provison of contraception. Evauation results showed that 50% of the young women
hospital patients who received services or educationa talks returned to the out-patient clinic
for follow-up. Furthermore, the ratio of abortions to births in one participating hospita
declined from 18% to 13% after 5 years of project operation.™

In Kenya, the High Risk Clinic (HRC) was established to address the urgent RH needs of
young women (under 25 years of age) admitted to Kenyatta Nationd Hospitd with
complications related to incomplete or septic abortion. The target audience has been
expanded to include postpartum young women and, to a lesser extent, nonpregnant young
women. This separate, specidized clinic provides counseling and contraceptive services for
young women in “an amaosphere free from the fear of being seen by reatives and other
older persons.” A telephone hot line is available for those seeking even greater anonymity.
An evauation of HRC services showed an increase in contraceptive acceptance following a
cinic vigt; 54% of dients who made a firg vigt accepted a family planning method
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compared with the ever-use prevalence of 44% reported among clients before the vist.
Those clients who experienced a pregnancy or an abortion were significantly more likely to
acoept a contraceptive method than thase who had not conceived.®

In Ghana, Ipas, a U.S.-based organization working in reproductive hedth and abortion
sarvice provison, sponsored a program that trained Ghanaian midwives in postabortion
care. These midwives lived and worked in the community where they practiced primarily in
private maternity homes or community hedth centers. An important festure of midwives
within the community is how familiar women, of dl ages, are with them and their work.
Decentraizing postabortion services with trained midwives in the community can reduce
delays in seeking, accessing, and receiving gppropriate hedth care, epecidly for young
women whose lack of money and of comfort with a bureaucratic medica system greetly
contribute to this delay. Although an operations research project did not look specificaly a
adolescent access, information learned informally through the project suggests that access to
high-qudity postabortion care was improved for young women. Case stories taken from
midwives include severd examples of ther providing confidentid and sendtive services to
vulnerable women, especialy adolescents.”

In Brazil, Ipas has worked with an NGO, ECOS, to better meet adolescent needs in
treatment of abortion complications. ECOS developed a curriculum module for hedth care
providers to sendtize them to the developmental, sexudity, and contraceptive needs of
adolescents. This curriculum has been made available for sites that serve as postabortion
care training centers in 12 saes in Brazil. The pecidized training is currently under way or
planned; therefore, information on how postabortion care for adolescents may have
changed is not yet available. A complementary study is being conducted of adolescent
needs at Sites treating this group for abortion complications. This study has been designed
30 the results will help providers better understand the circumstances leading to unsafe
abortion and what modifications or improvements in services adolescents would like.”

B. Prevention and health promotion servicesin clinical settings

These services typicaly target young people before they face pregnancies and STDs, and they
tend to dress prevention of undesirable consequences. Because this target group does not
perceive as immediate a need for services as those young people dready facing a pregnancy,
the task of attracting such a clientele is more chalenging. Adaptations of existing programs to
achieve the god of serving more youth vary consderably from an emphass on training daff
members to be more sengtive to youth needs to a complete program design tha involves
training of staff members, changesin dinic policies, and dterations in the ingtitutiond setting.

21



Some youth service projects have evolved over time in response to an increased demand from
exiging and potentid youth clients. Other service projects have been set up as modes or
demondrations, with evaduations of various kinds, to assess the effects of ingituting changes
consdered more youth friendly. The mode summaries that follow are grouped according to
desgn and evauaion. The summaries begin with models developed as experimenta designs
with rigorous evauations and outcome results, followed by modds with process evauations,
and then descriptions of unevauated or not yet evaluated projects. Some U.S. studies have
tried to assess the effects of indtituting specidized youth services on improved contraceptive use
and delayed pregnancy with mixed conclusons. Programs in developing countries have recently
increased, and most have not yet completed their evauations.

Prevention and RH promotion programs

In a U.S. study, a specia adolescent protocol that stressed psychologica and socia
concarns was implemented in Sx nonmetropolitan family planning dlinics. The desgn
included the following dements. one-to-one counsdling, delay of pevic examination, specid
daff training, trained teen counsdors, involvement of mae partners, encouragement of
parenta involvement, additiond time for discusson, more frequent follow-up vidts, and
other refinements. This intervention resulted in greater contraceptive continuation and lower
pregnancy rates (within 1 year) among dients in the experimenta group compared with the
control group.”’

An ambitious U.S. study in Philadelphia looked at the effect of expanded teenage-directed
family planning services on its surrounding area. Among the added drategies were
expanded afternoon and evening hours, wak-in hours, decreased waiting time, and
outreach efforts directed at teens and their parents. The project was found to have no
measurable effects on reproductive behavior, attitudes, and knowledge on its target
population. These findings imply thet, while the dients who come to a dlinic may be well
served, improving and increasing the availability of services will not necessarily increase the
demand for services or affect the RH of the larger population living nearby.”

A modd in the United States, the Peer Providers of Reproductive Hedlth Services, was
implemented to improve strategies for meeting the RH needs of adolescents. Peer providers
were traned and cetified as fully functioning, family planning dinic saff who ddivered
sarvices to adolescent clients during Teen Clinic hours, as well as during regular adult clinic
hours. Other features of this modd include a strong outreach component that provided
individua and group hedlth education in schools and community settings, a teen phoneline, a
quarterly follow-up telephone cdl, an emphasis on mde services, and a Teen Advisory
Committee that provided input into program operations. An evauation found incressed
contraceptive compliance by teen clients (27% increase in the percentage of female clients
who adways use birth control and a 17% increase in the percentage of female dlients who
used birth control at last intercourse), increased use of an effective contraceptive method at
last intercourse (81%), decreased interva between sexua debut and adoption of
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contraception, increased number of presexudly active teenagers enrolled in the clinics, and
an indication that the longer clients were exposed to the peer provider dlinic the greater
likelihood of decreased pregnancy and STD rates. Also, outreach at schools and in the
community gppeared to be a key referrd source and was especialy effective a increasing
the number of mae dients®

In Zambia, a John Snow, Inc. Service Expanson and Technica Support (JSI/SEATS)
project, the Lusaka Urban Y outh-Friendly Hedth Services project, collaborates with the
Lusaka Didtrict Hedlth Management Team to improve and to promote access to and use of
quaity RH services for youth ages 10 to 24 years. Before establishing the program, a
participatory learning and action exercise was undertaken to creste awareness and to
identify needs. An important finding from this exercise was that parents are too shy to
discuss RH issues with their children, a task formerly carried out by grandparents and
aunties. Thus the project was conceptudized to the community as placing the hedlth facilities
in the role of grandparents—with parents kept informed. A key desgn dement to atract
and to serve youth is providing peer educators in two clinics, the peer educators aso
perform community outreach. Contraceptive education and prenatal care are available daly
a seven hedth centers. Condoms and foaming tablets are provided freg; referrds are made
for other services. Assessment of youth utilization indicates that the number of users has
doubled from basdline figures, including a sgnificant increase in participation by nonpregnant
teens seeking counsdling and prevention services.”*®

The Promotion of Youth Responshility Project undertaken by the Zimbabwe Nationd
Family Planning Council, with technica assstance from Johns Hopkins University, Center
for Communication Programs, sought to increase use of service facilities by young people.
To achieve this god, two mgor drategies were employed: a multimedia campaign to
educate young people and encourage them to seek RH care and the training for providers
on interpersona communication. According to the follow-up survey, 28% of the young
people in campaign Stes reported vidting a hedth center compared with only 10% in the
noncampaign stes. The greatest program effects were on groups thought to be least likely to
seek sarvices: maes, single people, and those who lacked sexud experience. More intense
exposure to campaign activities resulted in greater effects, for example, 40% with intense
program exposure visited a hedlth center compared with 14% with limited exposure.™

In a mgor U.S. city, a public hedth facility established the Teen Clinic to serve a low-
income community & high risk for teenage pregnancy. Program festures included free
sarvices, expanded hours of operation, group discussons, and outreech activities to
publicize the specia services. An evauation showed that new patient regigtration incressed
82% compared with enrollment before the program began. This increase adso compared
favorably with two neighboring public hedth department facilities without specidized teen
programs that experienced either a small increase (4%) or modest decrease (17%) during
the same time periods. Importantly, the increased use of services was achieved a basicaly
no finandia cost to the dinic management, primarily owing to a staggering of saff time®
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The Planned Parenthood Association of South Africa set up the Youth Information Centre
Filot Project to provide clinic RH services exclusvely for adolescents and to cregte a
replicable mode for widespread adoption. A key planning strategy was the involvement of
young people in the progran's desgn; they ae dso involved in monitoring and
management. The seven pilot centers are run by young professonds and offer contraceptive
sarvices, STD treatment, counsdling, and pregnancy tests in a youth-friendly environment.
Part of the “friendliness’ was defined as not usng the term “dlinic” and not furnishing the
centers in a medicad mode. The centers aso offer some form of entertainment, such as
recregtional and educational videos, and hedlth literature. Privecy is assured. Referrds are
made to handle hedth and socid services not provided by the centers. Although full-fledged
evduations have not yet occurred following the initid basdine dudies, atendance
information shows that clients have been increasing since the program began. Staff members
report improved attitudes toward condom use.®

In Brazil, a public sector project to strengthen adolescent RH palicy, training, and services
was desgned to establish an effective linkage between schools and hedth clinics. On the
basis of some earlier efforts on incorporating sexudity education into secondary school
curricula and on the consequent increased use of dinics by adolescents for family planning
sarvices, the project emphasized preparing hedth providers to work with adolescents. In
addition, project components included a coordinated approach to policy revision, the
training of student educators, and the establishment of cross-referral systems. The purpose
of this pilot demongtration project was to identify a replicable mode for referrd between
hedth clinics and nearby secondary schools that would improve the RH of adolescents
atending those schools. A multimethod evduation (including basdine and follow-up
surveys) showed that sgnificantly more students cited health center staff as potential sources
of RH and sexudity information after an academic year of intervention and that Sgnificantly
more students aso used the hedth post to obtain information about how to avoid a
pregnancy at follow-up compared to baseline 22838

In Nigeria, the ARFH observed that too few youth clients were attending the clinic Stuated
in ARFH’s main office because this location was not convenient, lacked accessble
transportation, and had operating hours that conflicted with clients daly routine. In
response, and consstent with identified youth location preferences, ARFH established three
satellite clinics in grategic locations accessible to larger populations of young people ether
living or working nearby. One dte is next to a school involved in the project and sharing
premises with an automobile mechanic workshop, another dte is in an automobile spare
parts deders community, and the third Ste is within a large shopping complex that is dso
close to workplaces of sgnificant numbers of young people. Services at these satellite clinics
depend in part on individua Ste needs, but generdly they include counsding services by
specidly trained professonds, information dissemination by trained peer educators, and, in
two dtes, provison of nonprescriptive contraceptives. The shopping complex Ste aso
includes games, entertainment, and group hedlth talks. Privacy and comfort are assured, and
the clinics have educationd pogers that the young people find useful and attractive.
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Operating hours are st to fit with client convenience. Drugs, especidly for STD trestment,
are digpensed at a subsidized rate, on credit, or both. According to ARFH, a significant
increese in youth atendance and a higher distribution of condoms and vagind foaming
tablets have been recorded with the establishment of the satellite clinics. Anecdotally, there
is evidence of increased awareness of the hazards of unprotected sex in the community and
among adolescents. Principals from participating schools report a lowered incidence of
unwanted pregnancy and drop-outs among girls.®

In Peru, Ingtituto Peruano de Paternidad Responsable (INPPARES) set up the interactive,
computer-based, ingtruction program “Isabdl: Your Electronic Counsdor.” Johns Hopkins
University, Population Communications Services (JHU/PCS) designed the CD-ROM to
increase knowledge about sex, sexudity, unplanned pregnancy, contraception, and gender
to encourage adoption of a family planning method and avoidance of risky behaviors among
adolescents and young adults. The information, presented by means of videos, animated
cartoons, text, and audio, is provided anonymoudy to the computer user, a great asset
when sengtive materid is being communicated. The touch-screen computer is set up in the
clinic waiting room; adlinic “hostess’ invites and directs young people and couples to try it
out. The evauation, conducted by the Populaion Council in Peru, dong with INPPARES
and JHU/PCS, found the typica user to be awoman (67%) between the ages of 13 and 24
(42.9%). Topics most frequently consulted were benefits of family planning, first sexud
relation, machismo, hygiene, and abortion prevention. In a survey of users, clients liked the
program and mentioned that it helped them avoid the embarrassment of having to ask
strangers about issues of sex and sexudity.®

In Peru, the FOCUS on Young Adults Project provided training in support of the Ministry
of Hedth's School and Adolescent Health Program. That program offers integrated hedlth
care sarvices that focuses on physicd, reproductive, and mental hedth, with an emphasis on
counsding. The drategy included piloting the FOCUS materids, training of trainers (TOT)
workshops, and conducting regiona workshops. Trainees at the regiona workshops were
mainly midwives and nurses, with asmdler proportion of doctors. Early evauation results—
of the TOT workshop—show an increase in knowledge of 162%, with a replicated
workshop showing an increase of 73%. The broader evduation, now under way, is
desgned to learn the effects of the training on improving quality and coverage of public
hedth care to adolescents in three regions of the country, including how adolescents
perceive services ddivered by specialy trained providers®

In the Philippines, in response to a Department of Hedlth initiative, the Johns Hopkins
Program for Internationa Education in Gynecology and Obstetrics (JHPIEGO) supported
an effort to improve RH servicesin collaboration with the Association for Philippine Schools
of Midwifery, the Associaion of Deans of Philippine Colleges of Nursng, and the
Foundation for Adolescent Development. The project aimed to strengthen adolescent RH
servicesin 27 RH training network clinics and to improve adolescent RH training for faculty
members in the schools of midwifery and colleges of nursang. Actions included training
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needs assessments, development of training materials (especialy focused on improved
counsding), development of action plans to strengthen peer counsdling and referral systems
a the colleges and universties, and follow-up visits to the dinic Sites to assess the qudity of
sarvices to adolescents. According to the training posttests, atitudes were positively
changed among faculty members and project staff members. Furthermore, Site reports and
follow-up vists showed adjustments at severd clinic Sites that improved service ddlivery for
adolescents. These adjustments included the addition or improvement of counseling for
adolescents, the arrangement of separate space for counsdling adolescents, the setting aside
of specid times for adolescents, the establishment of outreach and referral systems, and the
training of peer counsaors®%9%°

The Mexican Ingtitute of Socid Security (IMSS), through its Adolescents Program, is
respongible for providing hedlth and socid services, including sexudity information and RH
care, to young people. With the recognition that young people have increased demands for
education and services but are reuctant to attend IMSS clinics or other medica services
when they were feding well, IMSS launched a drategy to better serve adolescents in
Mexico. On the bass of research and observation vists and in collaboration with
JHU/PCS, IMSS egtablished an ingtitutional model to serve adolescents, integrating its
medica, sports, and cultural centers as a more user-friendly approach. They defined a
traning curricullum and drategy to sendtize providers on the needs and redities of
adolescents, and they developed an information, education, and communication plan for
adolescents, their parents, and teachers. To help adolescents understand what to expect in
clinics and to fed comfortable when atending a clinic, youth promoters, physicians, and
paramedics vist schools and encourage guided tours of nearby facilities. As aresult of pilot
projects in three cities, IMSS has established a permanent nationwide program to serve
adolescents in collaboration with severa other government and NGOs. Because of the
gtrong political will of its leaders and service providers, IMSS met the difficult challenge of
providing youth-friendly services within the context of amedica environment.

In Mali, in response to a study on pregnancy among unmarried teenage girls, the
Hamddlaye Maternity Hospita in Bamako redesigned its messages and services to mest the
needs of adolescents. Emphass was placed on communicating practica informeation to
clients about the fertile period, contraception, and protection against STDs and HIV, aswdll
as on providing contraception. Overdl, the way clients were received was improved and
adapted to reassure young people and to encourage them to come more often. Specificaly,
cinic hours were extended into the evening, clinic gaff members tried to create a
nonjudgmenta atmosphere (particularly regarding the provison of contraceptives), and fee
schedules were adjusted to alow free services when necessary. ™

In Ghana, the Program for Internationd Training in Hedth (PRIME)/ Internationa Training
in Hedth (INTRAH) is working with the Ghana Registered Midwives Association to
enhance postive provider behavior toward adolescents and to assess the potentia of
adolescent clients as a market niche. Given the entrepreneuria nature of private-sector
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midwifery practice, the project is emphaszing the identification of factors that enable
adolescents to become a viable market segment. This activity is based on a sdf-directed
learning approach to improving the qudity and access of RH services and is one module of
abroader project to improve client-provider interaction.*

Also in Ghana, PRIME partners, the Program for Appropriate Technology in Hedth
(PATH) and INTRAH, in collaboration with the Youth Development Foundation and
Planned Parenthood Association of Ghana, are planning a project to work with service
providers from six clinics in Kumas to expand adolescent access to youth-friendly RH
information and services. This plan will be achieved by improving providers understanding
of and response to adolescent RH issues and needs and by building their skills and
competency to address these needs—while advocating for improved adolescent RH
sarvices. Training and educationd materias will be adgpted for use, and youth-friendly
services will be implemented, indluding a referrd system. An evduation, in collaboration
with FOCUS, will be conducted that looks, in part, a the dynamic interface of youth groups
with the medica system.*?

In Colombia, the IPPF affiliate, Profamilia, provides youth-friendly services in 36 dlinics,
with three different gpproaches. First, dedicated youth centers were established in three
large cities in response to a heavy demand for services by young people. Given the high cost
and the difficulty in sustaining such centers, other approaches needed to be implemented.
These two other gpproaches included physical spaces set asde exclusively for young
people in exiding clinics with personnd exclusvely atending to young people, and
“Adolescent Services’ provided to young people in regular clinics. Profamilia emphasized
deployment of young professionas who were cgpable of empathy and had positive atitudes
toward their young dients. Other youth-friendly features include convenient hours, group
talks on sexudlity issues, and audiovisud materids avallable for use by young people in the
dinic®

C. Outreach and community-based approaches

Given the chdlenge of attracting young people to dlinics, new efforts have emerged to asss in
client recruitment or as outreach activities to ddiver services to locations where young people
gpend time. Some of these, such as hotlines and peer promotion programs, can be a
component of the basic clinica program, providing information, and counseling, and referrd to
the clinic's sarvices if needed. Others, including workplace and school-based programs, have
recrested smdl versons of the dinic—usudly with more limited services—in locations with
ggnificant numbers of young people.

These newer modes hold significant promise for serving young people because they address the
fundamentd chdlenge of recruitment; instead of requiring clients to come to the services, these
outreach programs take the services to the clients. Many of these outreach programs are
relatively new and have not yet been evduated. Furthermore, some are limited in design or
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practice to providing information, counsdling and referrd and do not provide—or have not
succeeded in providing—significant hedth services (such as contraceptive digtribution or STD
treetment). Following are severa promisng outreach or community-based modds and
examples of each.

Outreach to schools

Until recently, schools have been involved in facilitating adolescent reproductive hedth care
primarily by alowing outsde speskers to present information about RH issues and service
locetions, by the presence of peer educators who provide education, some counsding and
referrals;, and by direct referras by teachers, guidance counsdors or nurses. Although clinics,
including RH services, within the school setting have become more common in the U.S%, this
mode is virtudly non-exigent in the developing world. The Situation will undoubtedly change,
as suggested by the appearance of new projects such as the clinic-school linkage begun in Brazil
(see p. 24) and by the example below.

In Nigeria, Action Hedlth Incorporated (AHI) has begun conducting mobile clinics on the
premises of interested schools within a loca school district. Based on findings that many
young people need adolescent-friendly services that are affordable and accessible, this
gpproach is designed to: increase the number of young people who make informed choices
about ther sexudity, increase the number of young people who practice safe and
responsible sex and provide generd and pubertal hedlth services to adolescents in their own
environment.  The mobile clinic provides, on a drop-in bass counsding, laboratory tedts,
treatment and referrd for health matters. Consultation and counseling services are free, with
tests conducted and drugs supplied at low prices. Although no contraceptives are provided
to clients at the schoals, students are referred for these (and other services not available a
the mobile clinic) to the AHI Youth Centre which provides a broader array of services
including those related to generd hedth, sexua hedth, birth control, reproductive tract
infections, sexua violence and drug abuse. Specia youth-friendly characteristics are part of
the dlinic’s approach, too, such as a warm welcome in the waiting room, films and print
materia available to use, drop-in vigts, privacy, respect and confidentidity. Program
adminigrators, judging from results on the exit questionnaires, conclude significant patient
satisfaction as friends (likely prior users) were cited as the greatest source of referral.*

Workplace programs

The workplace is another location where significant numbers of young people can be reached,
especidly in paticular indudtries and in certain countries, such as tea etates and clothing
production in Asa. In Sri Lanka, for example, programs in the Free Trade Zone and on tea
edates address ways to improve conditions for women workers, including family life education
and hedth and family planning services® While the advantages are dlear to the employess,
employers are increesangly recognizing the benefits of a hedthy workforce, including the
retention of employees who can avoid unintended pregnancies. Although programs are ill
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rare, it is likely that this gpproach will become more common. Some factories, asin Tanzania,
have begun including RH sarvices in ther hedth rooms. More unusud is a multifaceted
workplace program reaching beyond the immediate workforce into the community, as
summarized below.

InIndia, the Tata Iron and Steed Company, through its Centre for Family Initiatives (CFI),
seeks to establish a model of corporate action to help young people become informed on
sexua and reproductive health matters. It targets adolescents aged 14-18, single or newly
married, living in nearby residentid and dum areas, as well as those whose parents work in
the company. Specific objectives for its education and hedth service program are
preventing/minimizing child marriage, premaritd sex, unwed pregnancies, and deeths of
young mothers. Income is generated for the project through performances of the CFHl
Drama Troupe consisting of unemployed young people.

Recreation and sports-related programs

The grategy of combining RH education and services with existing programs or other activities
for youth has been tried in various ways in recent years. 'Y outh centers, for example, developed
in the late 1970's and 1980's in Latiin America as a way to provide RH hedth within an
environment meeting broader adolescent needs, such as tutoring, employment guidance, skills
development, culturd activities, counsding and hedth services. Recredtiond activities were
typicaly a key aspect of these centers® While projects in Guatemaa and Mexico showed
some successes, evaluations aso indicated that the multiservice approach was costlly and did
not attract as large a client base as planned.®®" The use of peer promoters, who provided
information and referras to the youth center in Guatemaa did, however, sgnificantly increase
the center’s distribution of condoms®” A recent evauation in Kenya confirmed the ability of
youth centers to attract males, as the Latin American ones had done, but aso reported low
atendance and limited use of RH sarvices®

In aNairobi, Kenya dum, the Mathare Y outh Sports Association was begun as an effort to
promote sports and clean-up activities among boys in the neighborhood. 1t has expanded
to include girls sports and reproductive hedth education, especiadly AIDS awareness. It has
aso become a model for empowering youth to run their own organization, as well as to
devdop sdf esteem and Kills to benefit themsdves and their community.  Although the
program stops short of offering RH sarvices, it has provided awareness and information
about the issues, as well as promoting grester skills for young people to manage their lives.
No impact evauation has been conducted but program data reved that approximeately
10,000 youth have been reached with AlDS education.®

Outreach to newlymarrieds

In countries with a high prevdence of early mariage, socid traditions usudly foster early
childbearing aswell. Many young brides in these countries, in spite of the legd age of marriage,
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are young adolescents facing the same hedlth risks from too early pregnancy and childbearing as
their non-married counterparts.  Thus programs that attempt to delay the first birth among
newlyweds, while facing congderable chalenges, can contribute sgnificantly to improved hedth
for mothers and their infants. The following program has pioneered a successful Strategy.

In Bangladesh, Pathfinder International has worked with NGOs for over a decade to
reach younger, low parity couples with RH information and services before they begin
childbearing. In most couples, the newlywed wife is under 19 yearsold. All newly married
couples are regigtered by a Family Wdfare Assstant field worker during ahome visit, which
edablishes a rdationship with the couple and ther in-laws, while providing information on
family planning. The fidld worker, when appropriate, provides family planning services and
referrals for maternd and child hedth care.  Orientation meetings are dso hed. Given
recent changes in the contraceptive ddivery system in Bangladesh, women now get thelr
contraceptive services (aong with other reproductive and generd hedlth services) a hedth
cinics. Some home vidts are ill made, however, by the newly created “ contraceptive
depot holders” who sdl contraceptives for a smal commisson on the sde. A mgor
advantage of the program is the confidence that young women have in the depot holders,
who are women from the community well known to them. Program findings indicate that
overal contraceptive use has increased: the contraceptive prevalence rate of newlywed
adolescents (aged 15-19) in the targeted areas increased from 19% in 1993 to 39% in
1997.%

Peer outreach programs

Peer outreach programs have often been ingtituted as an educationa and referra component for
“youth-friendly” dlinics and youth centers. Increasingly, however, these activities are more
independent, offering some sarvices (typicdly provison of condoms and foaming tablets) and
referring to a variety of community-based agencies for needs they cannot meet. Trained young
people tend to be effective educators, accessible to their peers and able to relate to their cultural
and age-specific concerns.  From available evauations, however, peer promoters seem more
effective in providing information than in counsding; they gppear even less effective in
distributing contraceptives® While more evauations are needed to help guide program planners
on issues such as training, compensation, support and retention of peer promoters, some
promising programs have been documented, such as the one summarized below.

The West Africa Youth Initigtive (WAYI), operaing in Nigeria and Ghana, is a
collaboration of U.S. based NGOs and a Nigerian NGO working with small groups in both
countries to develop project approaches as the basis for replication and expanson. Most
approaches center on peer promotion activities. An evauation of WAYI showed an
increase in knowledge and use of modern contraceptive methods among the target
population. The target population aso scored significantly higher, compared to the control
group, on a Hf-efficacy scde surveying fedings of confidence around saying “no” to sex,
asking a partner to use condoms, and buying condoms.'®
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Social marketing

Socid marketing campaigns have great potentia for reaching a young target group because
these activities combine the use of mass media, a srategy well suited to reaching youth, with
placement of products in youth-friendly settings. Concerns of HIV/AIDS have made this
drategy particularly appealing, because evidence shows that condoms are able to be marketed
successfully with this approach—athough the experience has primarily been with adults to date.
There is aso evidence that young people prefer to obtain condoms from the private, compared
to the public, sector even if the cost is somewhat higher.*®*  Activities that target young adults,
athough modest in number and primarily directed a HIV prevention, are underway in Jamaica
and Kenya, as wel as the program carried out and evauated in Botswana, as summarized
below.

In Botswana, the Tsa Banana (“for youth”) Program was designed to help persuade young
people that RH services are meant for adolescents as well as adults. Activities included a
communications campaign; youth-oriented socid marketing of condoms, community
outreach, including peer sdes educators, and development of youth-friendly outlets. Retail
outlets participating in the program agreed to display a Tsa Banana sign (identifying them as
youth friendly) and representatives from these outlets attended a workshop on RH
counsdling to better offer advice to adolescents and to recommend a visit to a Tsa Banana
Clinic. An evduation of intervention and control groups found that athough more desired
changes occurred in the intervention Site, there were mixed results as well as differences
among maes and femaes. A postive result unigue to the intervention Ste was an increased
belief that people use condoms to avoid sexud risks. On the other hand, femaes were
more likely to fed shy about purchasing condoms after the intervention.’®  Focus groups
showed that both males and femaes are shy about obtaining condoms in public, athough
males obtain condoms from friends.'*

Telephone hotlines

Hotlines, while not providing direct hedth services, can assst young people to clarify their needs
and can identify appropriate service dtes. Very often, hotlines are part of a larger education,
counsding and service program. For example, in the Philippines, a multimedia campaign for
young people developed by the Population Center Foundation, in collaboration with JHU/PCS,
featured popular songs that encouraged young people to delay sexud activity. Young people
were encouraged to cal Did-a-Friend, a hotline staffed by trained counsdors!®  More
typicaly, hatlines are used by clinics to provide an anonymous counsdling opportunity, which
can refer dients to the dinic for services, if needed. The two successful hotlines, reviewed
below, are both operated by family planning associations.

The Japan Family Planning Associaion began its hatling, in conjunction with dinica

sarvices, for adolescents in 1982. During the first seven years of operation, cals to the
hotline outnumbered vists to the dinic by 91.% The Lebanon Family Planning
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Association aso runs a telephone counsdling service especidly geared to youth.  Its purpose
is to disssminate accurate information on sexua and reproductive hedth, provide
counsdling, and assigt in finding appropriate solutions to sexual problems®
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V. STRATEGIES AND ACTIONS TO MAKE SERVICES YOUTH FRIENDLY

Asinterest and activity in the area of youth-friendly services increases, a corresponding body of
experience and practica tools can help program planners. Three practica aress of assstance
for planning and enhancing youth-friendly services include suggestions of ways to overcome
barriers and resistance; suggestions for assessment and planning tools, and information about
traning materids.

A. Ways to overcome barriers to establishing youth-friendly services

As indicated earlier, young people tend to avoid seeking RH services, especidly & clinics and
hedth centers. Some professonds cite this redity as a reason not to establish specidized
sarvices, in other words, why bother to do so if such services will not be used? This circular
reasoning results in keeping matters as they are—no youth-friendly services and few young
people atending clinics. At the same time, an assessment must be made regarding how best to
ddiver RH services—within a fixed dte or as an outreach or partnership involving other
activities.

Redidticdly, however, whatever model is sdlected, some clear challenges and barriers exist to
providing youth-friendly services that should be recognized and addressed. Many of these
barriers can be met or overcome by adjusments in operations, by saff sdection and
preparation, and, most importantly, by a commitment to the new approach. But costs—financid
and otherwise—are involved that program managers should be aware of and should congder in
making their plans. Some of the primary barriers, with some drategies to overcome them, are
described below.

Providing RH services to young people is a sensitive public issue

In addition to being a new area of service, providing RH care to young people is often
consdered sengtive or controversd. This view derives from a traditiond discomfort in many
societies to publicly addressing sexud issues, and particularly when those issues involve young,
unmarried people. Although unproven by evidence, a common concern focuses on the fear that
providing services will encourage sexud activity.™® Such concerns affected decison making in
Indonesia, where political and cultural circumstances were deemed too inhospitable to serving
youth. Thus, when gtaff members of an affiliate of afamily planning association wanted to dlow
“maingream” youth to receive contraceptive and STD services (which sex workers were
receiving), the board rejected the idea as too controversial %’



In spite of this strong challenge, service providers increasingly recognize some obligation to
provide sexudly active people, dthough they may be young, unmarried, or both, with preventive
and curative RH care. Where successful program initiatives have been developed, they required
careful planning and concerted efforts to work with, and to gain the support of, the community.
A fundamental gtarting place is the collection of gatigtics and research findings to establish a
case for why such services are needed. Evidence can be accumulated on how other programs
have developed services, and, where possible, such experiences can be used to demondrate
benefits of services and the lack of negative consequences. Findly, good research and
preparation involve identifying probable criticism in advance and preparing strong responses, if
necessary.

Programs can hep foster support by diligently identifying community leaders who support
provison of RH services to adolescents. These dlies should have the respect of the community
and should represent key stakeholder groups, such as the religious sector, schools, youth
organizations, and the hedlth sector. When information and explanation of proposed services are
presented to the community, these leaders can help make the case.

The rationde for the clinic must make sense to the community by meshing with its vaues and by
connecting to its practices and traditions. Thus, as cited above, a Zambian project positioned its
hedth facility staff to be regarded as “grandparents,” the group traditiondly tasked with
discussing sex and reproduction with youth.”

Staff attitudes can be negative or ambivalent about serving young
people with RH care

Negative daff atitudes are often given as the main reason young people avoid seeking clinical
sarvices. Thus, even if management decides to provide services to young people, saff members
can resst such efforts—or perform unresponsively if assgned to adolescent RH services. When
consdering how to address this chalenge, it is important to note that service providers are
products of their cultures and that, in most societies, sex between unmarried people is taboo.
This deeply ingrained attitude can trandate into disgpprova or hodtility.!® In Antigua, for
example, nurses assigned to work with young people indicated that when they became aware
that young clients were sexudly active, they encouraged them to change their ways and pursue
sports or hobbies instead.™ A study of a Botswana socid marketing program revealed that
young people—epecidly girls—feared provider atitudes regarding condom acquistion in
dinics, pharmacies and stores™

To help overcome such resistance or ingppropriate performance, projects need both to select
gaff members who are supportive of providing RH to young people and to ensure their training.
In new efforts, staff members can be sdected according to attitude, interest, and willingness to
be trained. In ongoing efforts, however, care must be taken to sdect among existing staff
members those who are most suited to the task. In addition, al clinic staff members—from
receptionist to cleane—should be oriented to the needs and sengtivities of young people with
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whom they will, or might, interact. In some instances, doctors can provide a specid chdlenge as
they are often the most powerful among clinic saff and cannot be replaced easily by dternae
geff. If they hold negative attitudes, implementation can be stdled—or they may not serve
young clients. The Lentera project (part of the Indonesian Planned Parenthood Association)
partidly addressed this problem by engaging young resident physicians who were seeking STD-
related medical experience with femae patients (because most STD patients in hospitals are
men).’® Similar placements of young physicians or student counsdors can hep solve the
problem of rdluctant staff; young staff members dso have the benefit of being closer in age to
their clients. Such arrangements will be more effective if the experience or practice needs of the
new professonds are met. In Peru, for example, the IPPF affiliate, INPPARES, had less
turnover among peer counsaors than most programs because INPPARES engaged university
students in psychology or socia work who valued the relevant experience for their careers™®

Making RH services youth friendly requires additional training,
staff time, and costs

Some additiona resources will be necessary to inditute or make services youth friendly. Staff
seection and training are undoubtedly the most important and perhaps the most costly action.
Programming more staff time per client results in higher operating codts.

Adjusments in facility characterigtics, depending on how extengve, can require financid outlays,
paticularly if separate gpace or improved privacy must be created. Subsidizing client fees will
require that additiona resources be applied to the youth program.

These chdlenges may be subgantia for most programs, whether they depend on public
support, donor support, or client fees. Some programs have found that a youth component has
0 many benefits—especidly far into the future—that attracting funds is somewhat esser than
for other programs. Furthermore, a least a couple of programs have been able to make youth-
friendly adjustments for minimal codts. In Chile, specidized centers with comprehensive care are
part of the Adolescent Hedlth Program. Though some additiond funds have been provided by
the Minigtry of Hedlth, the program is based primarily on a redllocation of resources previoudy
used for traditional programs, including infrastructure, equipment, and personnd.*® In the United
Staes, a Teen Clinic reported an 82% increase in regisrants for teen family planning that
followed the implementation of pecid services of which most were included with little or no
financid codts. This increase was achieved primarily by careful sdection of appropriate staff
members, by staggering schedules to accommodate adolescent-preferred hours, and by other
actions with low direct costs, such as outreach, recruitment, development of networks, and
establishment of referral arrangements.®



L aws and policies are often unclear or ambiguous on providing
young people with RH services

Provison of RH services to young people must be within the rdevant country’s legd
framework, but sometimes laws are not clear as to what services can be provided, under what
circumgtances, and to whom. When ambiguities exist, service providers can find themselves
uncertain about particular actions, such as providing contraceptives to young, unmarried clients.

While clinics cannot necessarily have an effect on the laws, managers can explain
existing laws as clearly as possible and, most importantly, can develop policies that
enable them to serve young people to the fullest extent of the law. In this way, protocols
can be defined clearly for staff, eliminating the need for personal interpretation that can
be restrictive and in conflict with other clinic activities. For example, in Kenya, providers
without clear mandates for serving this group tended to interpret ambiguous gover nment
policy narrowly.?

B. Assessment and planning tools

Tools are becoming available to assst program planners and managers to assess the “youth
friendliness’ of existing services and to identify what policies and operationd characteristics
need to be established. These tools can aso be used by planners as a guide in setting up new
savices. A quick checklig, summarizing youth-friendly characteristics described in this
document, appears on p. 42. The tools described below ae avalable as indicated.

Assessment tools place a mgor emphasis on youth responses so that services will best meet
their needs. No matter what approach is taken to plan improvements or to establish services for
young people, part of the process should include finding out what young people need and want
and how best to ddliver these services. This gathering of information can be done through one of
the following approaches or by another kind of needs assessment of the identified target
audience.



1. Self-Assessment Module: Sexual and RH Programs for Youth

International Planned Parenthood Federation/Western Hemisphere Region, New York,
1998

This assessment tool is designed to help agencies improve the planning, the implementation, and
the evduation of youth programs. It focuses on activity components most commonly part of
NGO youth programs in developing countries or which most lack a body of practicd,
programmatic information. Arees covered include generd inditutiond capacity, sexudity
education, and dlinica services or community-based digtribution. While designed for NGOs
with ongoing youth programs, this assessment tool can be gpplied in government programs and
in organizaions planning a new program. The module has undergone fied-testing with four
IPPF affiliates and two NGOs in Latin America. Results show that the module is useful for
identifying organizationa wesknesses and areas of needed atention. For example, in the clinica
sarvices areq, fidd tests showed a need to strengthen links between educationd programs and
clinicd services, to grengthen protocols for clinical services for youth, and to strengthen
drategies to serve youth in “maingream” dinics™*

The self-assessment methodology used in this tool is a participatory process that congsts of
responding to provided questions and then discussng sdected questions in an andyss
workshop in which participants identify problems and find solutions. The find product is an
action plan. The entire process can be completed during a one-week period. The module
includes clear ingructions for conducting the assessment, as wel as questionnaires and forms for
tabulation and development of the action plan. It dso includes a good review of key eements
and drategies for delivering services to youth and a section on supplemental resources.

Ordering information:

IPPF/WHR, Inc.

Sharda Kalloe, Evaluation Department
120 Wall Street, Sth Floor

New York, NY 10005-3902

212-248-6400 (phone) 212-248-4221 (fax)
e-mail: <skalloe@ippfwhr.org>or <info@ippfwhr.org>
Cost: US$8
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2. Developing Youth Friendly Reproductive Health Clinic Services:
A Protocol for Assessment and Planning

FOCUS on Young Adults, Washington, D.C. (Available April 1999)

This assessment tool, designed for RH clinic managers and young adult RH program planners
and managers, will help users determine the level of accessto RH services among young people
in agiven setting and the qudity of those sarvices. A mgor focusin assessing service qudity will
be placed on “youth friendliness.”

The tool consists of key questions and different methodologies, presented in alogica order, to
guide those conducting the assessment.

Ordering information:

FOCUSon Young Adults

Communications Coor dinator

1201 Connecticut Avenue, NW, Suite 501
Washington, DC 20036

202-835-0818 (phone) 202-835-0282 (fax)
e-mail: <focus@pathfind.org>

URL: <www.pathfind.or g/focushtm>

Cost:
One copy freeto those who request it while supplieslast and ableto be
downloaded from FOCUS website

3. Improving Contraceptive Access for Teens (Vol. IV of Communities
Responding to the Challenge of Adolescent Pregnancy Prevention)

Advocates for Youth, Washington, DC, 1998

Although based on conditions and experiences in the United States, this resource for program
planners, service providers, community leaders, and youth advocates provides practical
information and guidance that is applicable for many settings in developing countries. The
document gives consderable background information on the importance of contraceptive
access programs, the obstacles to access for teens, the factors contributing to adolescent
contraceptive use (including a review of hedlth behavior modds), the drategies for teen-friendly
family planning services, and a review of contraceptive options for teens. Included are relevant
facts and programmatic examples.

The practica sdlections focus on planning for teen-friendly services. Included are questions for
conducting a needs assessment; suggestions for getting started; and tips for working with teens,
developing gods and objectives, consdering saffing and training needs, developing a funding



drategy, deding with controversy, and planning for evauation.
Ordering information:
Advocatesfor Youth

1025 Vermont Avenue, NW, Suite 200
Washington, DC 20005

202-347-5700 (phone) 202-347-2263 (fax)
e-mail: <info@advocatesforyouth.org>
Cost:

US$25 per volume; US$115 for complete five-volume set”
(plus 15% of your total order for postage and handling)

C. Training materials

In response to the key variable in making dinics more youth friendly, internationd, nationa, and
local agencies have increased efforts to train providers to better serve young people. This new
emphass has resulted in new, tested curricular materids and in increased program
experiences.” The following materids are either available now or are in progress and will soon
be available. Contact information is provided.

1. Zimbabwe Youth Reproductive Health and Counseling:
A Trainer's Manual.

Zimbabwe National Family Planning Council, Harare (under development; production
scheduled for Spring 1999)

This manua was developed by the Zimbabwe Nationa Family Planning Council and HU/PCS
to better prepare service providers to work with youth. It is divided into two modules:
“Chdlenges Youth Face Today” and “Interpersond Communication with Youth.” The firg
module focuses on the young people themselves and contains sessions on physical development,
sexudity and patterns of sexua behavior, STDs and contraception for young people, substance
abuse, relationships, and self-esteem and stress. The second module has nine sessions that
address the counsdors vaues, the communication and counsdling process, how to talk about

* The complete five-volume series includes Volume I—Mobilizing for Action; Volume II—Building Strong
Foundations, Ensuring the Future; Volume Il1—Designing Effective Family Life Education Programs,
Volume IV—Improving Contraceptive Access for Teens;, Volume V—Linking Pregnancy Prevention to
Y outh Devel opment.

* FOCUS updates its “ Annotated Bibliography of Training Curricula for Young Adult Reproductive Health
Programs’ semi-annually. To receive the most current information, access the bibliography on FOCUS's
web site <www.pathfind.org/focus.htm> or contact FOCUS to receive a copy.
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sexudlity, heping youth solve problems and make decisons, use of group taks and visud ads,
and chdlenging moments in counsding. Each sesson includes information for the trainer on
preparation and materias needed and suggests both the content and methods to be used.
Where needed, the manua includes newsprint, overhead samples, and handouts to copy and
give to participants. The suggested duration of the counsdling course is four weeks, but a two-
week verson is aso outlined. Workshop evauation forms are included.

Contacts:

Mr. Godfrey Tinarwo, Executive Director

Zimbabwe National Family Planning Council (ZNFPC)
Harare Hospital Grounds, P.O. Box ST 220

Harare, Zimbabwe

263-4-620-281/5 (phone) 263-4-620-280 (fax)
e-mail: <znfpc@har are.iafrica.com>

or

Peter W. Roberts/Jane Brown

Johns Hopkins Center for Communication Programs
111 Market Place, Suite 310

Baltimore, MD 21202

410-659-6300 (phone) 410-659-6266 (fax)
e-mail: <proberts@jhuccp.org>or <jbrown@jhuccp.org>

2. Orientation Programme on Adolescent Health for Health Care Providers

WHO/UNICEF/Commonwealth Medical Association (under development; production
scheduled for late 1999)

An orientation program for hedth care providers serving adolescents is being jointly devel oped
by the World Hedlth Organization (WHO), the United Nations Children’s Fund (UNICEF),
and the Commonwedth Medicd Association. The target audience condsts of hedth care
providers (doctors, nurses, and clinical officers) in Africa, AsSa, Eastern and Centra Europe,
and South and Central America. The orientation focuses on talloring clinica practices to meet
the speciad needs of adolescents. A strategy to achieve this objective is for participants to better
understand the perspective of adolescents.

The sessons will use awide range of teaching and learning methods, provide new information,
dimulae reflection in a “saf€’ environment, and encourage the sharing of experiences. The
orientation will be flexibly structured so that it can stand adone or can be incorporated into other
programs; it can aso be undertaken in aone-time session or be staggered over aperiod of time.
RH, as well as other hedth issues relevant to adolescents (such as nutritiond disorders and
substance use), can be selected for incluson in the program.



A participatory development workshop was held in Uganda, resulting in a refined document that
was then tested at a second workshop in Zambia and at a third workshop in Mdaysia. A fourth,
and final, participatory workshop is planned for the Caribbean, possibly in early 1999.12

Contact:

Department of Child and Adolescent Health and Development,
WHO, Geneva, Switzerland
791-33-69 (phone) 791-07-46 (fax)

3. Client Provider Interaction (CPI) Prototype Curriculum for Global
Adaptation and Use

PRIME (under devel opment)

In accordance with its mandate to increase the access to and the quality of family planning and
RH sarvices, PRIME (PATH and INTRAH) is developing a prototype CPI training curriculum
on interpersonad communication and counsdling. This prototype is in response to an identified
gap in training resources that address client comprehension, adherence, and satifaction with
services. The curriculum will congst of a series of modules that target the most chalenging aress
of behavior change. One of these modules will be on adolescent RH, featuring effective work
with adolescents both in persona counsdling and outreach settings. PRIME will pretest the set
of modulesin developing countries in at least two continents. The prototype will be available by
Spring 1999.%

Contacts:

Elaine Murphy (PATH) <emur phy@path-dc.org>
Sharon Rudy (INTRAH) <srudy@intrah.org>
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CHECKLIST: CHARACTERISTICS OF
YOUTH-FRIENDLY SERVICES

Provider Characteristics

Specially trained staff

Respect for young people

Privacy and confidentiality honored

Adequate time for client and provider interaction

0|00 |0 |0

Peer counselors available

Health Facility Characteristics

Separate space and special times set aside

Convenient hours

Convenient location

Adequate space and sufficient privacy

0|00 |0 |0

Comfortable surroundings

Program Design Characteristics

Youth involvement in design and continuing feedback

Drop-in clients welcomed and appointments arranged rapidly

No overcrowding and short waiting times

Affordable fees

Publicity and recruitment that inform and reassure youth

Boys and young men welcomed and served

Wide range of services available

0000|000 (0|0

Necessary referrals available

Other Possible Characteristics

] Educational material available on site and to take
a Group discussions available
] Delay of pelvic examination and blood tests possible
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0 Alternative ways to access information, counseling, and services |

V. FUTURE NEEDS TO IMPROVE PROGRAMMING

Program planners and managers are increasingly aware of the need to serve young people with
RH sarvices. More recently, a limited number of efforts have been made to make services
atractive, rdevant, and friendly enough that young people will fed comfortable coming and
returning for care. Increasingly, training programs better equip service providers to meet the
needs of young clients. Resources and tools now exist both to assess whether existing services
are youth friendly and how to adapt them (or begin new efforts) to include characterigtics
preferred by youth.

Y et chalenges and obstacles remain. Foremost among them is the lack of compelling data and
evduation findings to guide planners in etablishing youth-friendly services or to demondrete to
policy makers and the public that such efforts are advantageous. Some of these challenges can
be addressed collectively by those pursuing activities in the adolescent RH fied. Other actions
must be conducted at the nationa and locd levels and especidly in the local communities where
clinics and other programs will operate. Some key actions are described below that could foster
more substantia gainsin establishing effective services for youth.

Undertake evaluation and disseminate findings on
youth-friendly services

As evidenced by this review, limited evauation findings are available to assst program planners
in designing effective programs. Programs that train providers to serve adolescents or to adjust
service operations to better accommodate their needs should incorporate an evauation
component into their plan from the beginning. It is so important that greater efforts be made to
look a specific adjustments or components within the new design. Among other factors, the
field needs to know the following:

> How are gtaff best sdected for work with adolescents? What criteria can be used?

> What are effective training components to prepare staff for the provision of adolescent RH
care? Are there good materids for deding with key issues of attitude, confidentiaity, and
respect?

> What facility dements tend to be most important for serving young adults—drop-in
scheduling, operating hours, separate clinics, costs, physica setting, outreach components?

» What services should comprise a minimum package of RH services for adolescents
depending on resources available or likely to be available?

» What services should beincluded in areferrad system?



» How can services best be linked with schools, community groups, and other professona
agencies? Can services be placed within school settings as part of their hedth offerings?

» How can counsding efforts (such as hotlines) be more effectively linked to services?

» How can services better reach underserved, non-affiliated youth (for example, out-of-
school youth)?

» How important is youth involvement in planning, implementing, and evauating youth-friendly
services?

Foster policy support and networking to establish
youth-friendly services

Given that policy condraints (or lack of clear policies) compromise efforts to establish and to
provide services for young people, efforts to foster podtive policies are often necessary.
Successin thisinitiative will be based, in part, on evauation findings that indicate the benefits of
edablishing youth-friendly services. Another faciliteting factor is the collaboration of youth
groups, hedlth and other service organizations, and government agencies in pursuing a common
agenda. Intersectora cooperation among severd minigtries in Peru, for example, resulted in a
key change in the law related to alowing pregnant young women to remain in school.**® Efforts
to forge nongovernmenta networks will adso affect policy outcomes and can help generate
needed community support—and referrals—for clinic servicesthat get established.

Conduct public education campaignsto gain support

Providing RH services to young people can be a sengitive issue, epecialy in communities where
such programs represent anew idea and are not well understood. Helping the community to see
a poditive role for these services—as the Zambia project did, as described above—can help
ensure success but requires an organized campaign of public education. The community, of
course, is diverse, requiring tailored communications with various interests, such as religious
leaders, socid service providers, educators, and others. Parents and other adult family members
are akey group whose support determines children’'s participation. Discussions and work with
this group often requires more persona interchange and opportunities to become familiar with
clinic objectives and operations. If handled well, parents can move from detractors to dlies,
sometimes requesting a program activity to help them become better informed—and
equipped—to work more comfortably with their children.
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