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PREAMBLE

Despite recognition of the importance of family and community participation in adolescent

programmes and several efforts in developing countries to foster such participation, this component
remains weak in programming for adolescent health and development. Even when it is implemented, the
link with health services is often overlooked or omitted.

Families and communities play a potentially central role in adolescent health and development.

The WHO Department of Child and Adolescent Health and Development (CAH) has worked to develop the
evidence base through reviews of the experience of specific projects on adolescent participation and of
interventions to support parenting. A review of interventions in developing countries to support parents
has been completed, along with an initial paper about young people’s health-seeking behaviours. WHO/
CAH has also developed indicators for measuring young people’s participation. A document entitled
Facts for Adolescents is aimed at duty-bearers, such as parents, people working in youth organizations,
teachers, and even health workers.

A major review was undertaken of the evidence in developing countries of interventions delivered through
a variety of settings, including community settings, for the prevention of the human immunodeficiency
virus (HIV) among young people (WHO, 2006). One of the evidence-based findings was that “training of
health-care providers, making changes in facilities and undertaking activities to obtain community support
can increase young people’s use of health services...”. Some potential for community-based interventions
to increase demand for and utilization of services was found. However, it was recognized that there is
inadequate knowledge about the impact of specific activities, and further work is needed (Maticka-Tyndale
& Brouillard-Coyle, 2006).

The basis of our work on strengthening family and community action has been to address the knowledge
gap in order to expand the scope and effectiveness of our work on the adolescent-friendly health services
approach. Our focus is on two interrelated aspects: increasing demand by adolescents for sexual and
reproductive health services (SRHS), and increasing community acceptance and support for the provision
and use of such services.

In order to generate demand, adolescents need to be informed about the availability of services through
a range of channels, including youth groups, parents, the media and schools. This information needs to
include not only details about the availability of the services (when and where), but also information about
why young people should use the services, and information to allay their anxieties about using them.

However, giving information and knowledge to adolescents is not enough. Adolescents’ use of health
services — especially reproductive health services — remains a sensitive issue in many communities. It is
therefore important not only to generate demand but also to contact and inform a range of gate-keepers,
from parents to religious and other community leaders, on the importance of service provision and to
involve them in furthering the use of the services by young people for their reproductive health.

Despite the importance of these issues, there is a dearth of suitable tools to guide health planners and
programme managers in initiating activities and projects in these areas. In order to support the health sector
in identifying and implementing a few strategic, do-able, evidence-based interventions to create demand
for sexual and reproductive health services by adolescents who need them, and to stimulate community
acceptance and support for their provision, WHO plans to develop a tool based on the approaches that
have proved to be effective in resource poor settings. The tool will describe the issues that planners and
managers in health ministries need to consider for generating demand and community support.



Prior to the development of the tool, this global review of the evidence is being compiled to bring together
systematically the evidence from published research and programme/project evaluations, as well as
the perspectives of field experts in this area. The review provides assessments of the effectiveness of
interventions for generating demand for health services for adolescents, such as: the provision of IEC
(information, education and communication) through several different channels; information on health
services, where services are available, and under what conditions; the use of referral systems; and the
provision of funds/vouchers/subsidies to cover financial costs of services. Similarly, assessments of the
effectiveness of interventions for garnering community acceptance and support include interventions
such as providing information to influential community members about the need for health services for
adolescents through a variety of channels (one-to-one discussions, cultural/social or school events,
mass media) and activities to foster community engagement and participation in improving access to
health services by adolescents. Such activities include different types of intervention, although several
may be combined in one programme. At the community level there is also potential for the use of
community saving and micro-insurance schemes, which have not yet been trialled with a specific focus
on adolescents.

Community acceptance of adolescent reproductive health services is important in determining the uptake
of these services. Young people are most likely to use youth-friendly services in those communities that
demonstrate most awareness and approval. A supportive social environment (folk, popular, professional)
also results in higher utilization rates. Improving supply side factors such as the friendliness of adolescent
services and reducing barriers to access are only part of the picture; education of adolescents and broader
social mobilization and community education interventions are also needed.

In February 2008, the WHO Regional Office for Africa, in collaboration with the United Nations Population
Fund (UNFPA), hosted an expert consultation in Accra, Ghana, to review existing projects on community
involvement, to discuss themes raised by the present literature review, and to build consensus on
strategic orientations for improving community support and participation for adolescent reproductive
health services. Despite recognition of the importance of community support and several efforts in
countries to engender it, this component remains one of the weakest elements in adolescent health
programming. Even when it is implemented, the link with health services is weak or non-existent. The
regional consultation was thus organized to review all the different experiences to date and to identify
the most effective interventions for strengthening the community component of adolescent-friendly health
services. There was participation from the United Nations Children’s Fund (UNICEF), UNFPA, the London
School of Hygiene and Tropical Medicine, WHO headquarters and regional offices, ministries of health,
nongovernmental organizations (NGOs) and youth associations of selected countries.

The conceptual framework for creating adolescent demand and community support for adolescent health
services, as discussed in the present review, was presented at the consultation along with the main
conclusions of the review. The discussion focused on the fact that despite limited data, a few effective
actions to increase demand for services have been identified. Moreover, they can influence service
utilization and they can also put pressure on the community to accept/support the provision of health
services for adolescents. The evidence confirms the importance of engaging parents, adolescents and
communities as part of a more comprehensive strategy for improving health service use by adolescents.
It also highlights the need for stronger programme design and for the evaluation of projects that work with
families and communities on influencing reproductive health behaviour and service use.

Participants in the WHO consultation concluded that activities to generate demand and support for
adolescent-friendly health services must be integral components of adolescent health programmes.
Programmes can do much more by using the current evidence that is synthesized in this review to
strengthen demand and community support for adolescent health services.



EXECUTIVE SUMMARY

Generating demand and community support for sexual and reproductive
health services for young people

Approximately 85% of the world’s young people live in developing countries. Most will become
sexually active before their 20th birthday, and far too little is being done to meet their need for sexual
and reproductive health information and services. Rates of early and unplanned pregnancies, unsafe
abortions, maternal deaths and injuries, and sexually transmitted infections, including the human
immunodeficiency virus (HIV) and the acquired immunodeficiency syndrome (AIDS) are very high. It is
estimated that more than half of all new HIV infections are among young people, while between one
guarter and one half of adolescent girls become mothers before they turn 18. Adolescent girls are two to
five times more likely to die during pregnancy or childbirth than women in their twenties (UNICEF, 2005).

In 2006 a major review of available evidence on preventing HIV in young people in developing countries
was carried out by WHO under the aegis of the Joint United Nations Programme on HIV/AIDS (UNAIDS)
Interagency Task Team on HIV and Young People. Despite the constraints imposed by the quality of the
data from most of the studies included in this review, it stated that “if countries want to move towards
achieving the global goals on HIV and young people, there is sufficient evidence to support widespread
implementation of interventions that include elements of training for service providers and other
clinic staff, making improvements to facilities, and informing and mobilizing communities to generate
demand and community support. These interventions will require careful planning and implementation,
and their coverage and quality will need to be monitored. Operations research will also be needed as
will a better understanding of the costs” (WHO, 2006).

In response to the recommendations from this report, the WHO Department of Child and Adolescent Health
and Development (CAH) supported a further review to look in more detail at interventions specifically
seeking to increase demand and support for adolescent sexual and reproductive health (ASRH) services in
developing countries. The results are being published in the present document titled Generating demand
and community support for sexual and reproductive health services for young people: a review of literature
and programmes.

The report provides evidence of what works in order to guide national policy-makers, programme
planners and donors in deciding how to allocate limited resources for efforts aimed at increasing
adolescent demand for services and community support for their utilization and at meeting international
commitments in this area. The International Conference on Population and Development (ICPD), held in
Cairo, Egypt, in 1994, called on governments, in collaboration with nongovernmental organizations, to
meet the special needs of adolescents. This includes education, counselling and services in the areas of
gender relations and equality, violence against adolescents, responsible sexual behaviour, responsible
family planning practice, family life, reproductive health, sexually transmitted diseases, HIV infection
and AIDS prevention. In addition, this evidence is important for informing progress towards achieving the
global goals on young people of the 2001 UN General Assembly Special Session on HIV/AIDS (UNGASS)
— particularly the goal that, by 2010, 95% of young people should have access to the information, skills
and services that they need to decrease theirvulnerability to HIV. Paragraph 26 of the Political Declaration
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from the 2006 High Level Meeting on AIDS also explicitly states the need to ensure an HIV-free future
generation through the implementation of comprehensive, evidence-based prevention strategies for
young people.

Studies were identified through searches of electronic databases, web searches, and by looking at the
bibliographies of known papers. Studies that met the inclusion criteria outlined in Table ES1 below were
then critically reviewed by type of intervention and the evidence on the effectiveness was summarized.
In total thirty studies were reviewed. Twenty-nine investigated interventions to increase adolescent
demand for services delivered both through schools and in the community, including outreach from health
facilities. The cross cutting methodologies of peer education and counselling, life skills approaches and
use of the media were also looked at. Finally, finance interventions and multi-component approaches
were investigated (chapter 3). Thirteen of these studies were also reviewed in relation to their impact on
generating community support for service use, and they were combined with one additional study. The
use of targeted community education sessions, festivals and sporting events, the media and broader
community mobilization approaches were all reviewed (chapter 4).

Part 1. Youth demand for SRH services

Programmes/studies carried out in developing

countries with sufficient details of intervention content.

Programmes/studies carried out in developing countries
with insufficient details of intervention content.

Programmes/studies that attempted to generate
demand for and increase utilization of health services
by young people.

Programmes/studies that did not attempt to generate
demand for and increase utilization of health services by
young people.

Intervention studies using the following designs:
-randomized controlled trials;
-quasi-experimental study designs.
When outcomes measured are particularly relevant,
studies using these additional designs were included:
—data collected before and after (without comparison
group);
-cross-sectional (after only) when compared with
others not exposed to the intervention or
presented by level of exposure.

Interventions that did not use designs enabling the
reader to evaluate the impact of the intervention or to
make inferences based on statistical tests.




Programmes/studies carried out in developing

countries with sufficient details of intervention content.

Programmes/studies that attempted to generate
community support for and acceptance of provision
of adolescent health services and their use by
adolescents.

Intervention studies using the following designs:
—-randomized controlled trials;

Programmes/studies carried out in developing countries
with insufficient details of intervention content.

Programmes/studies that did not attempt to generate
community support for and acceptance of provision
of adolescent health services and their use by
adolescents.

Interventions that did not use designs enabling the
reader to evaluate the impact of the intervention or to

—quasi-experimental study designs. make inferences based on statistical tests.

When outcomes measured are particularly relevant,
studies using these additional designs were included:
—data collected before and after (without comparison
group);
—cross-sectional (after only) when compared with
others not exposed to the intervention or
presented by level of exposure.

While the report will make an important contribution, it has several limitations. In general, the evidence
base in this area (demand and community support for ASRH services) is relatively undeveloped, and the
papers that meet the inclusion criteria do not comprehensively cover all groups of young people (such as
young migrant workers or soldiers) or all intervention types (such as traditional theatre). Additionally there
is difficulty in disentangling the influences of different interventions within multi-component approaches,
and studies do not look at the long-term impact of interventions or at the sustainability of changes.

interventions benefit from a ready-made audience and there is reasonably strong
evidence of the benefits of using curriculum-based participatory and life skills approaches to increase
knowledge and awareness. However, there are few evaluations of impact on utilization of services and the
data that are available are mixed. The Frontiers studies in Bangladesh, Kenya, Mexico and Senegal found
no consistent pattern between the countries, which suggests that effectiveness is highly specific to the
context and that the intervention design and the interventions themselves need to be carefully tailored
to the local area. Evidence for the potential impact of setting up active referral systems between schools
and health facilities is more positive, as shown by Okonofua et al. (2003) in Nigeria. School-based health
services, and linkages between schools and nearby services, have proved successfulin the USA (Santelli et
al., 2003).



have the potential advantage of reaching out-of-school
young people as well as those in school. The former are often more vulnerable. Sessions can be more
informal and relaxed, promoting more open and participatory discussion than in school. As with in-school
education, participatory and life skills educational approaches show the greatest potential, but the
informal nature of these means that curricula are less commonly used. Sessions within the community may
struggle to maintain attendance over a period of time, with other commitments often getting in the way.
The use of community members to carry out education in a culturally sensitive way also shows potential,
as does the combination of these sessions with wider community mobilization activities. The use of
established organizations that already serve young people, such as the scout and guide movements,
has been shown to help sustainability. Although there is evidence of such interventions influencing
knowledge of ASRH issues and some related behaviours, there is no strong evidence that it influences the
uptake of services. Further research is needed into sustaining education sessions in the community and
strengthening links to services.

represent existing youth structures, much like schools do, and provide a ready-made target
audience, but they also have the added benefit of involving out-of-school young people. There are many
examples of youth centres being set up with an ASRH purpose in mind, and these tend to combine sexual
and reproductive health services with recreational activities to attract young people, as well as providing
vocational and educational components. There has been some success in promoting youth centres for
information, recreation and services but, in general, evidence for encouraging young people to access
services is poor. Those that do use the services tend to be older than the target age and often female.
In general, the high costs of maintaining centres, compared to the costs of supporting outreach/peer
promotion components of interventions, does not seem to be justified (Erulkar & Mensch, 1997; FHI/
YouthNet, 2002). There is some evidence of young people’s preferences for health facilities or for the
private sector (e.g. pharmacies) when seeking commodities and services, and more research into the
effect of youth centres on the uptake of other services available in the community would be useful.

to promote their services can involve IEC (information, education and
communication) materials and media, with community educators providing referrals, and this shows
potential for increasing uptake of services. These techniques have been used as part of a broad social
franchising model. Different versions of this approach can be used by government, not-for-profit and
private sector providers. The innovative use of private sector outlets such as pharmacies needs further
investigation since these are often the first choice for young people seeking contraceptives and other
commodities.

is a popular and flexible approach that has been used in many different
contexts (e.g. schools, universities, youth clubs and the community). Educators themselves seem to
benefit the most but there is evidence of some impact on the knowledge and behaviour of recipients. Peer
programmes vary considerably in objectives and operations. All provide education, but peers may also act
as counsellors or condom distributors, or they may provide referrals to formal health services. These are
often not closely monitored, however, and although there is some evidence for their impact on condom
use the evidence is weaker for uptake of services. Youth and community participation helps retain and
motivate educators, sustain programmes and maintain responsiveness to local needs. Evidence suggests
that peer education is most effective as a component of wider interventions.

grew out of the failure of narrow problem-
specific education programmes. The new approaches aim to address the wider determinants of behaviour,
placing ASRH behaviour in the broader context of adolescents’ lives. Such approaches should increase
adolescents’ autonomy, mobility, self-esteem and decision-making (WHO, 2005; Reynolds et al., 2006;
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Blum, 1999). In many settings, reproductive health and livelihood interventions are beginning to be
linked due to the combined needs of communities. These approaches show potential, and are certainly
more effective than narrow didactic approaches. However, there has been little long-term evaluation and
evidence available suggests that it is difficult to sustain changes after programmes are completed.

covers a wide spectrum of different approaches, from the distribution of IEC materials at
health centres, schools, workplaces and other locations to comprehensive mass media campaigns using
television and radio. In general, participatory education methods and a holistic approach to adolescent
health are being advocated. Although printed IEC materials may be a valuable educational component,
alone they are unlikely to produce changes in behaviour. The use of mass media is unique in its ability
to reach large numbers of people easily, and this means it can influence social norms and practices
and provide population-level sensitization to ASRH issues. Disentangling the impact of media efforts
on knowledge and behaviour is difficult and, in general, evidence suggests that they are more effective
in influencing the former than the latter. There is only weak evidence that media efforts successfully
increase uptake of services, but more research is needed as this is often not adequately monitored.
Media programmes seem to be most effective when combined with other complementary activities such
as educational materials, entertainment and health services. Social marketing of ASRH commodities and
services with focused marketing of branding also shows potential and requires further investigation.

and the provision of vouchers for subsidized or free ASRH services shows great
potential but there is a lack of rigorously evaluated studies and a need for more research. Voucher schemes
can utilize the private sector and give adolescents a choice of services so that they can pick the ones that
they feel most comfortable with. The schemes show great potential for targeting adolescents even within
a politically conservative context, and of realizing unmet demand for care. Such schemes require careful
monitoring, however, and may be labour-intensive to run.

that involve the wider community rather than just adolescents have the same problem
of sustaining interest and attendance. However, they have the advantage of being able to encourage
intergenerational dialogue and wider discussion even on taboo subjects, and they help to break down
stigma and discriminatory attitudes. Sessions may be ongoing but are commonly concentrated in the first
phase of programmes in order to gain support for the implementation of other intervention components,
including the provision of services. In some cases it is necessary to make key actors in the community,
such as parents and community leaders, an important focus of activities. For example, many parents and
community leaders recognize that there is a need for ASRH education, but they usually do not agree to
extensive or intensive education on sex or sexuality. They think adolescents will be promiscuous if they
learn about sexuality and contraceptives and do not understand the risk of not providing information.
Although the evidence is generally weak, there is some evidence of the protective effects of positive
attitudes of parents and it has been observed that, in some contexts, it is impossible to address ASRH
needs without support from key leaders and constituents. The targeting of key actors, especially at the
beginning, is therefore a crucial phase in some interventions.

can reach large
numbers of people and have been used to draw attention to ASRH activities. There is no evidence of their
impact on increasing uptake of services, and evidence for influencing knowledge and awareness is mixed.
There is, nevertheless, potential for them to contribute to nurturing community support for addressing
ASRH. These events must be part of a wider intervention and must be sustained rather than one-off in order
to have a lasting impact. As mentioned above, mass media techniques can achieve very wide coverage
and, if sustained, there is the potential to influence social norms — especially if messages are reinforced
through other means.



encompasses a continuum of approaches from inclusive collective action
and mobilization to simple community awareness-raising (see above). Community and adolescent
involvement in the design, implementation and evaluation of interventions can help ensure that
they meet the needs of the population, and also bring a sense of ownership that helps sustain the
interventions in the longer term. There is some evidence that dealing with adolescents in isolation is
not helpful and that programmes need to involve the adults around them (teachers, parents etc). There
is evidence that broader community mobilization activities can help gather even wider support for
ASRH programmes and can ease some of the barriers to adolescents accessing services (WHO, 2005).
However, most studies are multi-component interventions with the separate components not evaluated.

Adolescents are influenced by other individuals, their families, school, and community and societal
factors. Thus, multi-component strategies that tackle at least some of these areas may be necessary
to sustain changes in behaviour. Youth-friendly services alone do not meet adolescents’ sexual and
reproductive health needs and an important link with their wider developmental needs has been
established. Overall, it seems that a comprehensive approach is most promising. Ultimately young
people need relevant information, life skills and access to care when needed. These can be provided
in various ways and the best methods probably vary by gender, developmental stage and social setting
(Speizer et al., 2003). For example, it is clear that the needs and issues that influence the use of services
by unmarried and married young people are very different. Premarital sex remains taboo in many areas
of the world, and the sensitization and involvement of the wider community is particularly key if an
acceptance of their need for contraceptives and services is to be established.

More large-scale, innovative, integrated, multifaceted research interventions in adolescent sexual
and reproductive health are needed. Within these approaches there is the opportunity to incorporate
a specific focus on generating community support and increasing adolescent demand for services into
the various intervention components. Experiences from the African Youth Alliance indicate that this is
possible, and that the impact of different components on service use can be evaluated.

The sexual and reproductive health needs of adolescents are severely underserved and the provision
of youth-friendly services alone is not sufficient to meet them. Supply side intervention needs to be
combined with demand side activities to create a more supportive environment for adolescent care-
seeking and increased uptake of services, and governments need to work in partnership with civil
society and community organizations to reach young people effectively.

The intention was to gauge the strength of evidence for different intervention types and on this basis
make recommendations for implementation. However, the limited number of studies explicitly
measuring impact on service use and community support, and the prevalence of multi-component
approaches, making it difficult to disentangle the effects of individual interventions, means this could
not be done as rigorously as hoped. Table ES2 below summarizes the available evidence to inform the
potential scaling-up of different intervention types. Individual studies have been highlighted which
provide particularly rich information on influencing the outcomes of interest. The weak evidence base
means that all intervention types need further investigation and a research agenda is outlined. It is
essential that implementation of all interventions should be accompanied by careful monitoring and
evaluation, and findings need to be published and made publicly available.
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Generating demand and community support for sexual and reproductive health services for young people
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CHAPTER 1. Introduction

Approximately 85% of the world’s 1.5 billion young people! live in developing countries. Most will become
sexually active before their 2o0th birthday, many within the context of marriage. These young people
urgently need reproductive health information and services to prevent early and unplanned pregnancies,
unsafe abortions, maternal deaths and injuries, and sexually transmitted infections (STIs), including
human immunodeficiency virus (HIV) and acquired immunodeficiency syndrome (AIDS) (UNFPA, 2005).

Adolescent girls are a particular priority in developing countries. Between one quarter and one half of
adolescent girls are mothers before they turn 18, and about 14 million adolescent girls (15—19 years) give birth
every year. Contraceptive use can mean the difference between early pregnancy and an education. Married
adolescent girls are particularly vulnerable to dropping out of school, early childbearing, HIV infection from
older husbands, and sexual violence (UNFPA, 2005). Utilization of antenatal care by adolescents is poor,
with reasons including an inability to recognize pregnancy, lack of availability or accessibility of services,
and coercion and violence during pregnancy. Many women do not deliver in health facilities and are not
aided by a skilled birth attendant. In Asia, adolescents appear over-represented in this group. In Africa,
there is no difference between adolescents and older women in this group (WHO, 2005; Reynolds, Wong
& Tucker, 2006). Adolescent girls are two to five times more likely to die from pregnancy or childbirth than
women in their twenties (UNFPA, 2005) and more adolescent girls die from pregnancy and childbirth-related
complications than from any other cause (Reynolds, Wong & Tucker, 2006). Adolescents also seek abortion
later in pregnancy than other women and they undergo 5 million unsafe abortions every year as a result of
unwanted pregnancy — many resulting in permanent injuries and deaths.

HIV and other sexually transmitted infections are also a big problem. It is estimated that 50% of all new HIV
infections are among young people (about 7000 young people become infected every day), and that 30%
of the 40 million people living with HIV are in the 15—24-year age group. The vast majority of young people
who are HIV positive do not know that they are infected, and few young people who are engaging in sex
know the HIV status of their partners (WHO, 2006).

There is a consensus that these problems must be addressed and that they require adolescent-specific
designs that include the adaptation of adult information, counselling and services. They also need to take
a broader approach to meet adolescents’ developmental needs with life skills training — both related to
adolescent sexual and reproductive health and more broadly — with linkages to emerging adult concerns
such as developing a secure livelihood through job training and income generation (Senderowitz, 2000).

Young people are defined in this report as those aged 10-24 years; this group combines adolescents — aged
10-19 years — and youth — aged 15-24 years. While providing access to adolescent friendly health services is an
integral part of any national prevention programme, provision and use of services remains insufficient. Although
adolescents make up a segment of the population that is particularly vulnerable to sexual and reproductive health
problems, they are less likely to seek preventive and curative treatments than people aged 20-24 in most countries
and they typically have lower access to effective health services. The aim of this Review was initially to focus ex-
plicitly on the interventions for generating demand and community support for the use of sexual and reproductive
health services by adolescents. However it was frequently impossible for authors to find sufficient age disaggrega-
tion in the published reports of the original studies to be able to maintain this focus. It was therefore decided to
include interventions that focussed on adolescents and/or youth or young people, and these terms have been used
throughout this document as they were referred to in the literature.”



The adolescent period shapes powerfully how boys and girls live out their lives in the sexual and
reproductive health (SRH) arena with long-lasting consequences on their health, development and well-
being. There is an obvious need to address adolescent SRH issues. Health professionals and policy leaders
are building on political commitments to formulate and deliver adolescent health programmes — including
those targeting sexual and reproductive health. During the past 10—15 years a number of development
partners have worked to conceptualize and pilot the adolescent-friendly health services approach in
several countries. A review of the experience has made it clear, however, that the provision of adolescent-
friendly services alone is not sufficient and does not guarantee the use of these services by those who
need them most. It has been increasingly realized that the provision of youth-friendly services needs to be
accompanied by activities by the health sector to mobilize demand and community support for the use of
these services by adolescents.

In 2006 a major review of available evidence on preventing HIV in young people in developing countries
was carried out by WHO under the aegis of the Joint United nations Programme on HIV/AIDS (UNAIDS)
Interagency Task Team on HIV and Young People. Despite the constraints imposed by the quality of the
data from most of the studies included in this review, it stated that “if countries want to move towards
achieving the global goals on HIV and young people, there is sufficient evidence to support widespread
implementation of interventions that include elements of training for service providers and other clinic
staff, making improvements to facilities, and informing and mobilizing communities to generate demand
and community support. These interventions will require careful planning and implementation, and their
coverage and quality will need to be monitored. Operations research will also be needed as will a better
understanding of the costs” (WHO, 2006).

The following specific recommendations were made:

e The evidenceis sufficientto support widespread implementation of interventions to increase
young people’s use of health services. However, these interventions should be implemented only
ifthey are carefully monitored and evaluated.

e |nterventionstoincrease young people’s access to health services should be linked to inter-
ventionsin other settings thataim to improve young people’s knowledge, skills, attitudes and
behaviours.

¢ |Inordertoincrease young people’s use of services itis necessary to train service providers and
other clinic staff, make facilities more accessible and acceptable to young people, and workin the
community to generate demand and community support.

e |twillbe importantto betterunderstand the key components of training programmes for services
providers and other clinic staff, the most important improvements to make in health facilities, and
the most strategic actions to take in the community. This will require careful monitoring and links
with researchers.

e Interventionsimplemented through health services need to be carefully planned and monitored,
and linked to actions in other sectors. In addition, in orderto ensure that these interventions have
the desired impact, evaluation and operations research should be actively supported.

(WHO, 2006)
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The present review builds on these recommendations by looking in more detail at how utilization of
health services can be increased through activities aimed at creating demand among adolescents and
at generating community support for the provision and use of health services. The review aims to meet
requests from countries for recommendations on the most effective methods for intervention in these two
areas. It represents the first stage in the development of a tool to support decision-making by programme
managers implementing community-level SRH interventions.

The specific aims of this review are:

e to provide an overview of interventions aiming to increase demand for sexual and reproductive health
educationand services, and to increase community acceptance and support fortheirprovision and use;

e to formulate implications for action and research based on the effectiveness of interventions.

Although some interventions explicitly focus on adolescents or the community, multi-component
approaches generally tryto address both.

The ultimate objective is to contribute to national efforts to prevent pregnancies that are too early and
unwanted, to reduce mortality and morbidity during pregnancy in adolescents, to prevent STIs/HIV, and to
provide treatment, care and supportto adolescents/young people living with HIV.

Youth sexual and reproductive health activities broadly operate at three main levels: the political level at
which policies are developed, the service provision level where care is provided, and the community level
which isthe focus ofthe present work.

Community-level interventions include a range of different types. In the present review the two areas
of particular focus are community activities to increase demand for services and activities to increase
community support for service use by young people. IEC activities are needed to provide young people
with the information and skills to make the right decisions about health-related behaviours, including the
use of services (WHO, 1999). Education programmes are taking place in schools, with teachers trained
in providing sexual and reproductive health education. Youth centres and camps are also common
sites for education interventions with a particular emphasis on reaching out-of-school young people.
Peer counselling has been found to be a popular methodology, as has the use of the mass media which
has achieved wide coverage of messages. Some programmes include wider life skills training, helping
adolescents to build social networks and develop emotional and decision-making capacities (Sebastian
etal., 2005).

Advocacy and awareness-raising activities can engage and involve the wider community, as well as young
people themselves, and can stimulate support for the use of ASRH services. Distribution of IEC materials,
group meetings and discussion groups, training of community activists or educators, community events
and use of the media are all popular approaches. Such interventions aim to influence social norms and
to create environments that are more amenable to healthy behaviour choices. Youth and community
members may be encouraged to participate actively in the provision of appropriate information and
services and to help ensure that these services are genuinely tailored to adolescents’ needs. A spectrum
of community involvement exists, with participation possible in any or all the stages of programme
design, implementation and evaluation.



It is important to acknowledge that although “community participation” in a project and “community
ownership” of the project can be powerful influences, they are not universally necessary or possible.
Providing outreach services in the community can still be valuable. In some contexts, particularly where
there is conservatism or where groups are marginalized or stigmatized, interventions may successfully
operate at the community level, targeting adolescents without requiring the specific involvement of the
wider community (e.g. Managua voucher scheme, see page 56). This is especially true in the case of
groups such as migrants or sex workers who may be marginalized. Use of the private sector also has good
potential because of its existing wide network and “community reach”. Adolescents and others have been
found to utilize this sector because it is easier to do so anonymously (Standing, 2004).

Evidence suggests that the basic provision of adolescent information and services does not guarantee their
uptake, and traditional approaches with a narrow focus on specific problem reduction (e.g. prevention of
pregnancy and promotion of abstinence and condom use) have failed due to their limited capacity to fully
addressyoung people’s sexual and reproductive health needs. Many of the factors that motivate behaviour
change and prevent risk behaviours go far beyond the typical remit of health programme managers (e.g.
social norms, connectedness with family, school and/or community, and livelihood opportunities (Schutt-
Aine & Maddaleno, 2003). A paradigm change has been called for in which policy-makers and programme
planners take a holistic approach to adolescent development (Blum, 1999). As a result, peer education,
life and livelihood skills development, media campaigns, parental education, and community campaigns
and mobilization have all been tried.

Research suggests that programmes which use multisectoral approaches, combining activities at different
levels and linking health sectorinterventions with other types of interventions delivered through other sectors,
offer the most promise in sustaining behaviour change (WHO, 1999). This reinforces the WHO, UNFPA, UNICEF
country programming framework which calls for programmes to provide support for adolescents in:

e receiving accurate information

building skills (life and livelihood)
e obtaining counselling

e accessing health services

living in a safe and supportive environment (WHO, UNFPA, UNICEF, 1997).

This review looks at components that can have a specific impact on uptake of health services, and that
could be carried out by the health sector. However, one problem in evaluation is to distinguish, or even
disentangle, the effects of individual interventions.

Despite their potential there are relatively few examples of large-scale or national level multisectoral
strategies focusing on ASRH, although the African Youth Alliance and Reproductive Health Initiative for
Youth in Asia programs are two. These require working at the system level, and may involve shaping
policies and institutional changes. Effective collaboration and cooperation is also needed to ensure
strong linkage between the components. Public sector partnerships at the very least need to involve
ministries of education, health, youth and sports, social welfare and labour. Public—private (including
NGOs) partnerships are also possible when a mutual goal is identified. It has been acknowledged that
particular attention needs to be given to the building of community partnerships in which adolescents
actively participate (UNFPA, 2000; Bond & Magnani, 2000; Bond, 2004). In multisectoral interventions,
community-level activities are important for strengthening links between health promotion and service
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utilization, and for gaining community approval and support for the provision of ASRH. Adolescents
represent a dynamic section of the population, varying in their social environments, economic
circumstances, culture, gender and marital status. A uniform approach is therefore not appropriate and
intervention must be tailored to the local environment, and particular vulnerable or hard-to-reach groups
may need targeting (Schutt-Aine & Maddaleno, 2003).

Figure 1 depicts the influence of demand and supply sides on the uptake of services and the underlying
role of community support. Supply issues have been the focus of attention of WHO and many partners in
recent years and have been extensively dealt with in numerous policy and programme documents. They
will therefore not be considered in any detail in this document, although it is acknowledged that demand
generation and community support factors, the focus of this review, would also have impact on supply side
issues (e.g. hold providers to account, push for quality services).

In contexts where adolescent sexual health is a sensitive or taboo subject, or understanding of sexual and
reproductive health problems and their need for care is poor, demand for care is often lacking. There is
little documented evidence on how best to increase demand in such contexts.

Figure 1 shows that young people are more motivated or able to use youth-friendly services when they know
why and when the services are useful and when they are enabled or empowered to go to the services. The
services may even be delivered through different channels. In those communities that demonstrate most
awareness and approval —i.e. community support forthe provision and use of such health services —there is
effectively more frequent use by adolescents (Nelson & Magnani, 2000). The definitions of “health services”
and”community” as used in this review are provided below, alongwith the indicators formeasuring demand
forhealth servicesand community support fortheir provision and utilization.

How the services are provided
(often adolescent-friendly health services)

Encourage services Encourage young
to be provided people to use
services

Demand and community support (review focus)

Supply (not focus of review)



public or private provision of medical interventions which prevent, diagnose or care for
pregnancy; STIsand HIVin health facilities, other sites in the community and pharmacies.

individuals living in the geographical vicinity of adolescents, including religious and
traditional leaders, parents and teachers, but not health workers.

e awareness of adolescents’ need for health services (knowledge);
e approval of service provision and use (attitude);

e action taken to improve provision of services to adolescents (e.g. through advocacy in the
community) (behaviour);

e action taken to improve the use of services by adolescents (e.g. accompanying adolescents
to services, providing funds for fees/transport to services) (behaviour).

e adolescents know when and why health services should/could be used (knowledge);

e adolescents know where health services can be obtained and what the conditions are for
their use (knowledge);

e adolescents state intention to use services, if needed (motivation);

e adolescents feel enabled to use services (behaviour).

19
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CHAPTER 2. Methods

Studies were identified through searches of the following electronic publication databases: PsychINFO,
AIDSLINE, MEDLINE, POPLINE, ERIC, Sociological Abstracts, Social Sciences-Wilson Web, Leeds Sexual
Health Database, Eldis and Id21. The search terms used were ‘adolescent reproductive health seeking’,
‘adolescent/youth health’, ‘adolescent/youth & reproductive health’, ‘adolescent/youth & sexual
health’, ‘adolescent/youth health service utilisation’, ‘adolescent/youth health community intervention’,
‘adolescent/youth health & community support’. Additionally the web sites of organizations with related
programming and research were thoroughly explored, these included AEGIS, AVERT, Core Initiative,
Center for AIDS Prevention Studies, Development Gateway, DFID, EUROPEER, FHI, PAHO, UNAIDS, UNFPA,
UNESCO, UNICEF, WHO, CEDPA, Alan Guttmacher Institute, EngenderHealth, Population Council, IPPF,
MSI, Pathfinder International and PATH. The bibliographies of known conference proceedings, papers and
journals with published review articles were also looked at. Finally, consultation with experts, in particular
through a meeting organized by the WHO Regional Office for Africa in February 2008, was used to increase
coverage of the grey literature.

74 studies found

32 investigated youth demand 32 investigated both youth 10 investigated community
for SRH services only demand and community support support only

12 excluded because of

. L . 4 excluded because of insufficient 6 excluded because of
insufficient information X . . .. .
. information on outcomes of insufficient information
on outcomes of interest . . ) S .
) . e interest (i.e. service utilization on outcome of interest
(i.e. service utilization not P " 0 (i.e. community support)
measured) and community suppo .e. y supp
4 excluded because of weak 4 excluded because only 3 excluded because only
evaluation design and qualitative data available qualitative data available
concerns about data quality
11 excluded because of a [[ 1included }]
[[ 16 included ]] combination of insufficient

information on outcomes of
interest and concerns about
data quality

[{ 13 included ]]

Through all these routes a total of 74 studies were found. Thirty-two studies investigated both young
people’s demand and community support for SRH services, a further 32 looked only at youth demand and
10 focused only on generating wider community support. The studies were then all reviewed against the
inclusion and exclusion criteria for investigating firstly, demand for SRH services by young people and
secondly, community support for SRH service use. The criteria are outlined in Table 1.



Generating demand and community support for sexual and reproductive health services for young people

Part 1. Youth demand for SRH services

Programmes/studies carried out in developing
countries with sufficient details of intervention content.

Programmes/studies carried out in developing countries
with insufficient details of intervention content.

Programmes/studies that attempted to generate
demand for and increase utilization of health services
by young people.

Programmes/studies that did not attempt to generate
demand for and increase utilization of health services by
young people.

Intervention studies using the following designs:
—-randomized controlled trials;
—quasi-experimental study designs.
When outcomes measured are particularly relevant,
studies using these additional designs were included:
—data collected before and after (without comparison
group);
-cross-sectional (after only) when compared with
others not exposed to the intervention or
presented by level of exposure.

Programmes/studies carried out in developing
countries with sufficient details of intervention content.

Interventions that did not use designs enabling the
reader to evaluate the impact of the intervention or to
make inferences based on statistical tests.

Part 2. Community support for SRH service use by young people

Programmes/studies carried out in developing countries
with insufficient details of intervention content.

Programmes/studies that attempted to generate
community support for and acceptance of provision
of adolescent health services and their use by
adolescents.

Programmes/studies that did not attempt to generate
community support for and acceptance of provision
of adolescent health services and their use by
adolescents.

Intervention studies using the following designs:
—-randomized controlled trials;
—quasi-experimental study designs.
When outcomes measured are particularly relevant,
studies using these additional designs were included:
—data collected before and after (without comparison
group);
—cross-sectional (after only) when compared with
others not exposed to the intervention or
presented by level of exposure.

Interventions that did not use designs enabling the
reader to evaluate the impact of the intervention or to
make inferences based on statistical tests.
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Thirty studies were included in this review. Twenty-nine have been included in chapter 3, all of them having
strong evaluation design and providing useful information on outcomes related to increasing adolescent
demand for SRH services. Some multi-component studies are included in more than one intervention
section. This is the case when evaluation allows findings relating to a specific component to be elucidated,
in addition to the overall impact. Thirteen of the studies included in chapter 3 also provide rich findings
relating to the importance of community support for ASRH services and are therefore included in chapter
4 as well. These are combined with one additional study (not in chapter 3), giving a total of 14 studies for
chapter 4.

The majority of the studies included use randomized controlled or quasi-experimental trials, which
include a control group. The other evaluation designs do not account for the possibility that something
other than the programme itself could cause the change in the outcome indicators (lack of a control
group) but these have been included when a particularly in-depth investigation of the outcomes
of interest has been carried out. Studies that provide the most useful information linking specific
intervention types to outcomes of interest have been highlighted in the tables of chapters 3 and 4. Eight
such studies have been drawn out from chapter 3 relating to the demand for services, and eight from
chapter 4 focusing on community support.

All the studies that meet the inclusion criteria have been reviewed by type of intervention. The key types
of intervention that policy-makers need to choose from are outlined with a description of their content
and an assessment of their effectiveness in influencing the outcomes of interest. The intention was to
gauge the strength of evidence for different intervention types and on this basis make recommendations
for implementation. However, the limited number of studies explicitly measuring impact on service
use and community support, and the prevalence of multi-component approaches, making it difficult to
disentangle the effects of individual interventions, means this could not be done as rigorously as hoped.
Instead, as mentioned above, individual studies have been highlighted which provide particularly rich
information on influencing the outcomes of interest. The criteria for good evidence include: the quality of
theintervention and itsimplementation; strength of the evaluation design; validity ofindicators; rigour of
results analysis; transparency in reporting (research design, methods etc); plausibility of the mechanism
by which the intervention is linked to reported outcomes; and the feasibility of the intervention in terms
of resources, logistics, acceptability etc. In deciding which studies to highlight, these criteria have been
considered as far as possible. It is also acknowledged that some types of intervention need stronger
evidence than others in order to be recommended. For example those that are more feasible, have lower
potential for adverse outcomes, a greater potential size of effect and are more acceptable, in general
require a lowerthreshold of evidence (Ross et al., 2006).

The review has two main chapters. Chapter 3 focuses on interventions that are aimed at adolescents
and at increasing their demand for reproductive and sexual health commodities and services. Chapter
4 looks at the wider community and methods of increasing their acceptance and support of these same
services. Each chapter describes different intervention designs and includes a discussion of the most
promising interventions, followed by an evidence table outlining the studies. In chapter 3, intermediate
outcomes are presented before the ultimate outcome of use of services so that the pathway can be seen.
The programmes providing the best evidence are highlighted in the table and text, and key messages are
drawn out at the end of each section.



CHAPTER 3

Adolescents have educational, informational and broader development needs. It is well acknowledged
that adolescent-friendly services need to be supplemented with other efforts. On the most basic level,
adolescents need to be informed what services are available. Adolescents may not appreciate why and when
it is important to seek help, and education can combat this. It is also important that ASRH should not be
divorced from adolescents’ wider needs and livelihoods, and life skills education methods provide a more
holistic approach. Overall, many different educational methods have been used, targeting in-school and
out-of-schoolyouths with a variety of multifaceted or single-pronged approaches.

Five in-school programmes are grouped in Table 2, all of which measured their impact on adolescent
demand and on service use. In Endo, Nigeria, health professionals (supported by peer educators) led in-
school educationvia clubs and ensured strong links with health facilities. Evidence foran impact on service
uptake is strong and findings show great promise for linking in-school education with services when an
effective referral system is established (Okonofua et al., 2003). In Bahia, Brazil, the integrated approach
based on schools and health clinics used a slightly different methodology. Teachers themselves were
trained to provide classroom ASRH education, again combined with peer education. Findings indicated
that the project was successful in increasing the flow of sexual and reproductive health information to
secondary school students but that it failed to develop a replicable cross-referral system. Evidence for an
impact on service uptake is much weaker than in Nigeria. The data do show that adolescents use public
sector clinics for family planning purposes, however, which is useful justification for future investment
in the clinics. The programme importantly had an impact on adolescents’ intentions to use public health
clinics in the future, and further work with a longer follow-up period is needed to evaluate the potential of
this approach properly (Magnani et al., 2001).

The Frontiers programme led by the Population Council combined school-based education programmes
with wider community activities and measured impact on service use. The programmes carried out in
Bangladesh, Senegal, Kenya and Mexico all followed a similar evaluation design. Service and community
activities were carried out at all intervention sites but only half received the in-school education
component. In Kenya and Mexico no impact on service utilization was found. In Kenya the reasons for this
included the fact that crucial actors such as school nurses and public health technicians were not involved
and there was a lack of interaction between teachers and clinical staff. In Senegal, the site with the school
intervention had higher indicators of knowledge and use of contraceptives and services than the other
intervention site, although for other indicators the two sites were similar (Diop et al., 2004). The fact that
other activities were taking place in the control makes it hard to draw strong conclusions or to link findings
directly to the intervention. In Bangladesh the impact on service use was most marked and utilization of
services from health facilities doubled in the site with just the service and community components and
increased 10-fold with the additional school component. Again, other activities going on simultaneously
made it difficult to strongly link the changes to the intervention. However, on the basis of these findings,
it was recommended that a combination of reproductive health interventions at the school, community
and health facility levels, accompanied by community sensitization, is needed to respond effectively to
adolescent reproductive health needs. In the case of constrained resources though, schools and health
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facilities should be targeted first for they have existing structures that can be more easily leveraged. In
Bangladesh a large majority of adolescents were in favour of introducing reproductive health education in
schools and they showed positive attitudes towards health facilities for services and a preference for them
compared to pharmacies. This adds to the evidence base on attitudes towards different sources of care,
which appears to be very context-specific (Bhuiya et al., 2004).

No clear overall pattern emerged among the Frontiers programmes to indicate that the interventions with
school-based components were more effective in changing ASRH knowledge and behaviour than those
with only community-based and health service interventions. The intervention sites generally did better
than the control sites, but results were mixed depending on the indicator. For example, knowledge of HIV
increased at all intervention sites in Bangladesh and Mexico, but declined at an intervention site and
the control site in Kenya. No study found strong evidence of impact on demand or utilization of services.
The type and intensity of activities that represent the different components appears to vary significantly
in different interventions and are implemented in widely varying contexts. It was concluded that
monitoring and documenting the progress of implementation and the quality of activities is important to
understanding any direct relationship between interventions and outcomes (Maclean, 2006;).

The national multi-component African Youth Alliance (AYA) programme in Botswana, Ghana, Tanzania and
Uganda (examined in more detail in section 3.5) included implementation of an in-school “life planning
skills” programme, which showed positive impact and potential for scaling up. Separate component
evaluations were carried out in the different countries and results of the in-school life planning skills
programme in Botswana showed increased use of condoms and services. In 2004, the Ministry of
Education adopted the AYA life planning skills manual for nationwide use in secondary schools. In Ghana,
an evaluation showed a large increase in the percentage of students who were confident they could
negotiate condom use, and who had the intention to do so. In Uganda, extracurricular ASRH activities
were carried out in schools and a post-intervention assessment showed an increase in the percentage
of participants who could articulate their personal values, talk to a parent, obtain youth-friendly clinical
services, and resist pressure to have sex (AYA, 2007).
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ADVANTAGES: uses existing infrastructure to reach ready audience of young people and teachers;
potential to institutionalize SRH education and broaden its impact; teachers are often from local
community and can ensure education is culturally appropriate and encourage community support
forit.

DISADVANTAGES: high burden on already over-stretched infrastructures; teachers face competing
claims on their time; teachers may be too close to local sensitivities to encourage open
discussion; lack of funding for teacher training means necessary skills not given.

LESSONS LEARNED: training of teachers is needed to sensitize them to the issues involved and
familiarize them with participatory and life skills techniques which seem to show particular
potential; use of specialist counsellors or health professionals can help encourage open
discussion; curriculum development is necessary to institutionalize and integrate ASRH in
schools for sustainability.

Some evidence that linking health services to schools with referral systems shows potential, but
few studies in developing country settings.
Furtherresearch is needed into:
— setting up effective referral systems
— potential for linking in-school education to private practice/commercial sources
— use of peer distribution networks in schools for contraceptives.
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3.2.1 Facilitated education sessions

Two programmes led by the International Centre for Research on Women (ICRW) in Maharashtra, India,
have used education sessions aimed at both adolescents and wider community members to improve
understanding of ASRH issues and measured the impact on seeking health care (Table 3). In Maharashtra,
ICRW worked with the KEM hospital research centre to provide sexual and reproductive health education,
counselling and care for married adolescents. Evaluation showed improvements in knowledge, despite
the fact that fewer than half of couples attended the full series of seven education sessions. Qualitative
assessments showed work or childcare commitments to be the most common reasons for dropping out.
The links to clinical services were strong, however, and the increase in the use of these services was largely
due to referrals from the health education sessions. Before the intervention, no sexuality counselling was
available to this population and during the intervention almost one third of couples attended a counselling
session. It was found that families were more receptive to the fieldworkers (educators and lay counsellors)
if they went into the community in husband-wife couples and in this form they were more effective in
reaching young couples (Pande et al., 2007).

In the second programme ICRW worked with the Foundation for Research in Health Systems. The
evaluation design allowed the impact of social mobilization activities (i.e. addressing demand side
constraints which are defined as determinants of use of health care that are not dependent on service
delivery or the price of the services), to be compared with the effect of improving the supply side by
providing youth-friendly services. It was found that knowledge of ASRH and use of services improved
more at the sites that addressed demand constraints than at those that did not. Although it was
expected that the site which combined demand and supply activities would perform best for many
outcomes, including use of services, the site that focused on social mobilization (demand) alone
performed best, possibly due to more intensive activities (Pande et al., 2007).

WHO-212403
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Generating demand and community support for sexual and reproductive health services for young people

ADVANTAGES: uses of existing structures and complementary services (e.g. of youth organizations);
reaches out-of-school youth, especially the vulnerable groups (street children, refugees etc.);
particularly useful in settings where cultural sensitivities limit in-school ASRH education.
DISADVANTAGES: maintaining interest of participants over time is difficult; if there is no in-school
education, community-based programmes alone may notreachin-schoolyouth (especially girls).

Few studies measure effect on demand or use of services so evidence of impact on these
outcomes is weak. However, there is some evidence from India that out-of-school programmes
can influence use of contraceptives and services.
Some evidence suggests that involving target groups in design and implementation and involving
the wider community both help, as can the use of existing organizations serving young people.
Furtherresearch is needed on:

— how to sustain participation at educational/sessions;

— the best ways of strengthening links to health services.

WHO-212469
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Youth centres, which also provide recreational activities and services, are sometimes used to provide
community-based education. Many such programmes have been implemented but few are rigorously
evaluated and even fewer measure impact on service use. Three studies have been found that did this,
but findings are mixed (Table 4). In Butare, Rwanda, Population Services International (PSI) set up the
multipurpose “Centre Dushishoze” to provide recreation, education and services. Outreach activities
were carried out in churches, clubs, schools and rural community centres. Access to radio and television
is low, so the programme used mobile video unit presentations, billboards, the Indatwa Z’ejo (Heroes of
the Future) newspaper, posters, and other print materials to motivate young people to visit the centre. Peer
educators also helped identify and promote youth-friendly condom sellers in rural areas, and additional
activities were carried out for parents and the community. The design of the programme design took into
account that many factors — including self-efficacy, perceived social support and risk — impact sexual
behaviour and condom use. Evaluation found statistically significant higher utilization of services with
increased exposure to risks, but findings are weakened by the lack of pre-intervention data. Analysis
suggests that the programme contributed to some, although not all, of the positive changes. Centre
Dushishoze in Butare was considered a success overall, and PSI Rwanda opened two new centres in 2005
in Ruhengeri, and Kibungo (Neukom et al., 2003).

In Gweru, Zimbabwe, there was little evidence of
positive impact. The creation of a recreational youth
centre to support the provision of reproductive
health services was combined with peer
education and youth corners in existing clinics,
and community sensitization at the beginning
to facilitate implementation. Data showed that,
although the youth centre was used by young
people, few came there to use the reproductive
health services (Moyo et al., 2000).

In Togo, the impact of a youth centre on condom
use and service use was measured, showing only
limited evidence of success. The evaluation found
that the clinical and counselling services in the
youth centre had little impact on reproductive
health knowledge and practices, although there was some increase in knowledge of and use of condoms.
Over time there was also a modest increase in use of services, and some preference over other sources
of care. There is some suggestion that referral peer education activities, and particularly the radio and
television advertising, had some influence in promoting the centre (Speizer et al., 2004).

Evidence from a Mexfam programme also questions the effectiveness of using youth centres to provide
services. Youth services integrated into adult programmes, both at Mexfam centres and private clinics,
were found to be reaching more young people than the clinics at Mexfam youth centres (LaVake and Rosen,
2003) (see section 3.2.3 for further details).
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Manyyouth centrescombine educational, vocationalandrecreationalactivitieswith SRHservices.
Relatively low attendance rates are often reported.

High costs of maintaining centres do not seem justified when compared to lower costs of outreach/
peer promotion activities. Quality of evidence forthese interventionsis poor.

Where recreational facilities are offered, adolescents (especially males) tend to use only these
and not the SRH services.

There is some evidence of impact on knowledge, motivation and use of condoms but little on
services.

More direct promotion of SRH services and reasons to use them may improve uptake but more
research is needed.

Further work is needed on the potential of youth centres to influence uptake of services provided
elsewhere (e.g. links with health facilities, pharmacies etc).

The public and private sectors have been used to promote health service use through outreach from the
sources of commodities and care. Utilization and involvement of the private sector has been growing in
recognition of their role as primary points of contact for many young people seeking reproductive health
advice and care. Social franchising techniques have relatively recently begun to be applied to the provision
of SRH services. They draw on commercial franchising techniques to increase access to and use of socially
beneficial services and commodities (Table 5). In addition to promotion and marketing, social franchising
also typically involves the training of franchisor staff, some kind of quality assurance and standardization
of services, information-sharing and referral mechanisms, and a formal business agreement or franchise
contract. Although social franchising traditionally uses private sector providers, there is now a range of
models, including the use of government providers and community partnerships (LaVake, 2003). Social
franchising responds to the fact that clinics are not usually the first choice for young people to access
services. Studies show the potential of such techniques for improving not only outreach and accessibility
of services but also demand and uptake of them (Murray et al., 2003; FOCUS, 1999; Carranza, 2003;
LaVake and Rosen, 2003; Rosen 2001a; Senderowitz and Stevens, 2001).

In Thailand, innovative work is taking place on the use of pharmacies and drugstores to provide services.
The RX Gen programme developed by PATH in Thailand includes use of some social franchising principles
and was designed to strengthen drugstores and pharmacies as primary points of contact for youth. The
programme also aimed to develop demand for referral networks to social and health services, and provide
information and promote services to consumers via information booklets, referral cards and radio. Final
assessment results were very promising. They showed a significant improvement in the quality of services
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in the drugstores (e.g. improved communication, provision of useful advice and respect for privacy)
and a significant increase in the number of clients who sought advice on reproductive health from the
pharmacists and who accessed government health centres (part of the referral network) (Bond, Firestone
and Francis, 2003).

In Madagascar a private social
franchise model was used to provide
youth-friendly services. These, along
with services for safe sex, were
promoted in a more interactive way
through face-to-face communication
provided by paid full-time peer
educators working in the community
and combined with a mass media
campaign. Clinic attendance records
indicated increased utilization by
males and females. However, there
were no control clinics, and there
was no assessment of the impact of
separate components (Neukom &
Ashford, 2003).

The Mexfam programme Gente Joven

WHO-208711 used a similar model but involved a
wider range of providers, including NGOs and private sector franchises. Services were provided in health
facilities and youth centres, and promotion was provided via peer education and community activities,
Mexfam staff members provided information on condoms and training in decision-making skills. Links
with schools were strong. Improved knowledge and use of contraceptives was found, with peer educators
distributing condoms as well as (sometimes) oral contraceptives. This approach increases youth access
to contraceptives but has limited quality control. Interestingly, youth services integrated into adult
programmes, both at Mexfam centres and at private clinics, were found to be reaching more young people
than clinics at Mexfam youth centres. However, data monitoring the specific impact of the programme on
service utilization was not found (LaVake and Rosen, 2003).

In Mongolia, the distribution of IEC material to promote an intervention in a government youth-friendly
facility was combined with broader community mobilization activities and adolescent involvement in
programme development. A statistically significant greater use of services was found. Although the effects
of different components cannot be gauged separately, it is thought that the participation of young people
and the wider community was influential. Evidence is also weakened by the fact that results were not
standardized for differences in catchment populations (WHO, 2003). In the Songijiang district of China a
similar programme was initiated, with the provision of counselling and services including free condom
supplies. Service use was not measured but knowledge of the availability of services, condoms and their
use increased at intervention sites (Chao-Hua et al., 2004). In the AYA multi-component programme,
promotion of health facilities took place, as did outreach using non-traditional condom providers (AYA,
2007).
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Generating demand and community support for sexual and reproductive health services for young people
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A range of outreach activities from health facilities show the potential to reach adolescents in the
community — especially peer education, condom distribution (including non-traditional outlets)
and specific promotion of services (see below).

Promotion of health facilities, including the private sector (clinics, pharmacies etc.) particularly
through social franchising (including branding, marketing, use of mass media) appears to be
particularly important. Most countries have a significant existing network of private services and
there is evidence that young people show preference for private providers (particularly because of
the relative anonymity).

Mobilization of the wider community as part of outreach seems to contribute to uptake of services.
Evidence is still limited and further research is needed to evaluate properly which outreach
models are most effective (see chapter 4).

Averywide array of evaluations of peer programmes addressing SRH in schools, universities, clinics and the
community, and also focusing on particular vulnerable groups, have been carried out but they have been of
variable quality and result. While programmes based in schools or health facilities have been looked at in
corresponding sections of this review, most programmes also operate in the community and many are based
there. Many programmes show a greater effect on the educators themselves than on the intended audience,
but there are also programmes that have shown effects on the intended target audience (FHI/Youthnet).
However, while many programmes include the provision of information on services and commodities, or
even provision of the latter, the impact on uptake of services is not typically measured.

Peer education is also commonly part of large multi-component programmes. The comprehensive AYA
programme (implemented in Botswana, Ghana, Tanzania and Uganda) worked with public health facilities,
NGOs and faith-based organizations to improve both clinic and outreach services. This programme has
made the best attempt to measure the specific impact of peer education on service utilization. Experiences
in Uganda demonstrate approaches used to reach vulnerable and marginalized groups. One partner
focused on promoting SRH to adolescent street children and young commercial sex workers in five divisions
of Kampala district. Given the challenge of reaching this target audience, consultative meetings were held
with community leaders, brothel owners and managers of commercial places where commercial sex workers
were found. The trained peer service providers who work with these groups were selected from among those
young people who had formerly been part of the groups. The approach of using peer service providers to
mobilize and sensitize young people for health services worked well. Awareness and use of condoms and
services improved and the fact that the peer providers enjoyed good relationships with their young clients
and gained recognition in their communities as role models was considered important (AYA, 2007).

47



48

Peereducation by young peopleis popularand widespread. Activities vary but can include counselling,
referral and distribution of contraceptives as well as individual and group education sessions.

It is a flexible approach that can be used in a wide variety of settings (schools, youth centres,
community) and tailored to different contexts.

Programmes often have a greater impact on the educators themselves but have been shown to
influence knowledge, attitudes and condom use in a wider group of peers.

Utilization of services

Peers are commonly reported as a primary source of sexual and reproductive health education,
they can help to ensure that more accurate knowledge is passed on and that the use of services is
promoted. The potential fortheirimpact on service use has been seen.

Reliable evaluation tools to assess programme impact, including on use of services, are only
recently being applied. Few studies currently measure service outcomes, and peer education is
commonly part of multi-component programmes making it hard to assess their specific impact.




Life skills approaches include the development of psycho-social competencies such as communication,
negotiation, problem-solving, decision-making and emotional coping skills. They can also incorporate
broader livelihood approaches such as the development of employment opportunities. This section looks
at programmes that have focused on the development of life skills and included education specifically on
applying these skills to behaviour relating to sexual and reproductive health (e.g. the ability to negotiate
condom use, delay sex, or seek services when needed). This approach can be used in many settings (Table 7)
and has been mentioned above as a popular methodology for school education (e.g. Frontiers in Bangladesh
and Senegal). In India there has been a lot of work in which the development of life skills is the core objective.
Out-of-schooladolescents are typically the target, and education takes place in the community. Although few
programmes relate their activities directly to service use, two have been found.

Bhartiya Grameen Mahrasangh initiated the Better Life options Programme (BLP) in 1987 with support
from the Centre for Development and Population Activities (CEDPA). The programme aimed to address the
numerous concerns and needs of adolescents. In particular, it proposed to develop a cadre of adolescents
who were educated, healthy, economically empowered and capable of making autonomous decisions
through life and livelihood education carried out in village training centres. Reproductive and sexual health
education was one component of the curriculum and knowledge about reproduction and contraceptive use
improved as a result. BLP alumnae were also more likely to have used prenatal, delivery and postnatal care
in their last pregnancy. In getting this care more BLP girls had gone to a health centre alone in the last six
months, compared with controls. This demonstrates the positive influence of setting ASRH education within
a broaderapproach to improve empowermentand autonomy (Levitt-Dayal & Motihar, 2000).

Another example is the Swaasthya programme run by ICRW in Tigri. This involved a similar youth
development approach but without the livelihoods element, and focused on unmarried adolescents. It also
included wider IEC activities (fieldworker education in the community and television and video promotion)
and development of a social support network. Again this holistic approach, which was aimed at building
girls’ understanding of self and increasing their capacities and life skills to deal with real life situations
in both social and health spheres, showed promise in influencing key SRH outcomes. Participation in a
skills-building module was the intervention component that was most consistently effective in influencing
the intermediate outcomes. These included knowledge of reproductive and sexual health; perceptions of
support from key gatekeepers such as mothers-in-law for information and access to reproductive health
services; and improvement in girls’ positive perspective on life. Contact with community fieldworkers
who helped educate and disseminate information to girls, was also quite effective. Girls who participated
in the social support group networks experienced improvements in their reproductive and sexual health
knowledge but not in their support perceptions or life perspectives. The programme was replicated in a
slum area called Naglamachi but outcomes were weaker there. The more conservative social environment
in which girls were allowed less freedom to attend the programme may have contributed to these weaker
results. People were also less receptive since, unlike in Tigri, Swaasthya had not worked in Naglamachi
previously (ICRW, 2005, Pande, 2007).
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Poor success of individual risk reduction interventions (e.g. condom promotion) led to broader
approaches being developed. Life skills education responds to this by focusing on the development
of underlying negotiation, communication and other psycho-social development skills to help with
positive SRH decision-making by young people (WHO, 2005; Reynolds et al., 2006; Blum, 1999).

The two studies demonstrate the potential of life skills approaches in increasing awareness and
use of services, but itis rarely measured.

Very few programmes directly relate the SRH component to services, and to date none have
measured uptake. Until more programmes are implemented and evaluated, the evidence base
remains very limited.



Generating demand and community support for sexual and reproductive health services for young people

3.3.3 Use of media

Information, education and communication materials such as leaflets, posters, billboards and magazines
may be made available to adolescents in many different places (work sites, youth clubs, health facilities
and in the community). Information on the availability and recommended use of services is a component
of many of the education programmes described in this review Table 8). For example, as part of the national
Youth Now programme in Jamaica (see section 3.5 and chapter 4), various educational materials have been
developed, including a series of fact sheets for use in schools and clinics and by Youth Now advocates in
the parishes. In contexts where there is access to them, radio and television are useful in reaching a large
numberof people quickly. Evidence suggests that the provision of materials alone is not sufficientto change
behaviour. Ideally, it should be combined with more interactive approaches. With the mass media this is
possible through radio chat shows and the promotion of counselling phone lines.

Only one study in Zimbabwe was found that included the impact of a media campaign on use of services.
Radio programmes, drama performances, and a hotline were combined with peer educators, the
distribution of print material at schools and the training of family planning service providersin clinics. These
all referred young people to clinics. A statistically significant increase in the use of contraceptives and SRH
facilities was found in the intervention area. Launch events, leaflets and drama were the most influential
campaign components. The more components respondents were exposed to, the more likely they were to
take action in response. However, there was contamination in control sites which weakens the strength of
evidence (Kimetal., 1998, 2001).

In Burkina Faso mass media and was also used as part of a very comprehensive approach involving youth
friendly services, peer education and community activities (Yaro et al 2003). In Kenya, a finance component
was also included (see section 3.4). Awareness of health services and knowledge of and use of condoms
increased significantly, and in Kenya a national survey showed that over half of youth (and 40% of adults)
had listened to the Youth Variety Show and 40% of both listened to the drama, demonstrating the potential
for high coverage (Erulkar et al 2004).
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The use of media covers a wide spectrum of different approaches, from the distribution of IEC materials
at health centres, schools, workplaces and other locations, to comprehensive mass media campaigns
usingtelevision and radio.

IEC materials, while a valuable educational component, are unlikely to produce behaviour change
(includingincreased used of services) when used on theirown.

Mass media have wide community audiences and seekto influence social norms and cultural practices,
often in combination with peereducation approaches.

Although there is some evidence of behavioural changes, there is no strong evidence of the direct and
consistent effect of media campaigns. Changes do not appear to survive the campaigns. There is no
consensus (orevidence) on how long they need to be sustained (FHI/YouthNet, 2002, 2006).
Evaluating media activities is difficult. The strength of evidence is weakened because media activities
are almost always part of wider interventions. Evaluations rarely make it possible to disentangle the
different effects.

Evidence suggests that media programmes become more effective with increasing exposure. They are
also more effective when combined with other complementary activities (e.g. peer education) so that
messages are reinforced through a variety of means.

Utilization of services

The strongest evidence is for impact on knowledge and attitudes, but behaviour change may be
promoted by encouraging adolescents to go to a clinic or call a hotline. Hotlines also often provide
referrals to services, although data on uptake is rarely collected (FOCUS, 1999).

Only one study looks specifically atimpact on service use. More research is needed as this is often
not adequately monitored.



Generating demand and community support for sexual and reproductive health services for young people

The cost of services has been recognized as an obstacle to adolescents accessing them. It is therefore an
important issue to address (Table 9). In doing this, two main approaches have been used. The first involves
helping adolescents or community members to save money or generate income (microfinance) so that the
cost of services is more manageable. The second involves earmarked transfers or subsidies, typically via
vouchers, entitling beneficiaries to free or subsidized services, thereby removing or minimizing cost as a
barrierto uptake.

Microfinance involves the provision of group-based services in the form of small loans, savings and other
financial products such as insurance, along with training in business skills to enhance the possibility of
success (IPPF, 2006). However, little rigorous evaluation of these approaches has taken place in general,
and even less specifically relating to adolescents who are noticeably absent from services provided by many
microfinancing institutions. The inclusion of young women is sometimes part of programme objectives but
there is a lack of clarity about what this means and how it is measured. Anecdotes and stories remain the
main source of evidence to support the assumption that microfinance and wider livelihood approaches
are effective strategies for improving adolescent SRH (IPPF, 2006). Broader livelihood approaches
that include a reproductive health component often include the building of relevant skills (as seen in
section 3.3.2) but in some cases they are more specifically targeted at income-generation and saving. In
Bangladesh, for example, the International Centre
for Diarrhoeal Disease Research, Bangladesh
(ICDDR,B) attempted to evaluate more rigorously
the impact of life skills training with a community
savings scheme. A quasi-experimental evaluation
design was used in one intervention group, and an
education programme and youth-friendly services
were implemented. In the other, this was combined
with life skills training and a community savings
scheme. However, high attrition and subsequent
problems with evaluation made it impossible
to draw firm conclusions (Huq et al., 2005). The
Bangladesh Rural Advancement Committee (BRAC)
took a broader approach, involving the whole
communityinits credit scheme. The aim was to build
trust in the community by meeting its needs with
the programme, while combining it with monthly
reproductive health sessions integrated into the
school curriculum. Knowledge of services improved
and, it is thought, so did use, although this was
not measured quantitatively. Evaluation does not
make it possible to link the savings scheme to this
directly (Barkat et al., 1999; Kahn & Ahmed, 1996).

A collaborative project between the Population © WHO/PAHO

Council and Care India included group saving formations as part of a livelihood approach integrated into
a reproductive health intervention. It is not possible to identify the impact on service use (Sebastian et
al., 2005). No studies were found that meet the inclusion criteria for this review. More rigorous research is
beginning, however. These approaches show potential and more workis needed to evaluate them.

An alternative intervention is the use of demand side financing, which has been shown to promote
competition and choice. It allows the targeting of social sector resources to specific populations through the
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transfer of earmarked funds (Standing, 2004). A limited number of interventions have been trialled with the aim of
addressing this constraint. Two metthe inclusion criteria and are described below.

A small number of programmes have used competitive voucher schemes to encourage the use of SRH services
by young people. The Safe Motherhod Project of Indonesia (Knowles and James, 2000) and a programme in
the slums of Kolkata in India (Mookherji, 2003) have shown the potential of this approach. However, the best
evaluated programme is that carried out in Managua, Nicaragua. Knowledge and use of condoms and services
were significantly higheramong voucher recipients. While utilization of vouchers was higher among sexually active
youth, in generalyoung women who received vouchers made greater use of sexual and reproductive health services
than those who do not receive them (34% versus 19%). Girls who benefit most from the vouchers are those who are
at school, younger, or less well educated. This study showed that many girls are motivated to protect themselves
against the risks of sexual intercourse once they have access to reliable information and confidential health
services. Itwas concluded thatthe need foradolescent SRHS can be met through a relatively simple programme that
uses existing health facilities, even within a conservative political climate (Meuwissen et al., 2006a & 2006b).

The Friends of Youth Health Project in Kenya included the use of vouchers as part of a wider programme of demand-
creating activities, including peer education and community involvement. The peer educators or “friends of
youth” distributed the vouchers to adolescents. The vouchers were given out in a more targeted way than in the
Managua project — specifically to adolescents who it was felt were in need of services. The services were not free but
subsidized, and the costwas shared between the beneficiary (i.e. the young person), the implementing organization
(the Family Planning Association of Kenya) and the youth-friendly service providers (public and private). Because
only young people in need of the services received a voucher, and because there was a mechanism to follow
up young people if they did not go for the services within a reasonable period of time, virtually 100% of the 2800
vouchers distributed were used. This strong referral and follow-up network provided by the community-based peer
educators proved highly successful, although it was a labour-intensive approach that might be more difficult on a
very large scale (Erulkaral., 2004; Gorteretal., 2003).
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ADVANTAGES OF COMPETITIVE VOUCHER SCHEMES:
Distributing vouchers to disadvantaged and poor groups removes cost barriers (thanks to the
vouchers) and quality barriers (through competition) to the uptake of service. These improvements
lead to greater equity.
Competitive tender, productivity-based remuneration (shifting public resources away from inefficient
providers), use of existing institutional structures, greater use of the private sector, and event-based
programme monitoring and evaluation all increase efficiency.
Inviting known quality providers to tender fosters competition for clients. Including quality
specifications and compulsory training in provider contracts, and allocating resources only to
evidence-based and cost-effective interventions, can improve effectiveness.
Competitive voucher schemes avoid the need for and cost of setting up special services. Experience
has shown that this is extremely difficult to do successfully through supply side interventions.
More general evidence on competetive voucher schemes suggests that their impact depends very
much on the system design. If properly designed, these schemes can reach groups that are otherwise
almostimpossible to reach, which makes the schemes valuable in the area of adolescent health.

DISADVANTAGES:
The programme may lead to the subsidizing of existing users of private services. Vouchers aimed at
disadvantaged groups may be obtained by those less disadvantaged.
Services may become eithe fragmented or monopolies. Setting up schemes may be complexwith high
administrative and monitoring costs.
These programmes may mean less funding for public sector services and less control over providers.
There is a risk that providers may compromise quality to lower prices and raise profits.
From a patient's perspective vouchers may be stigmatizing and recipients may lack reliable information
to choose between providers.
Competitive voucher schemes are not a substitute for health systems that can offer a comprehensive
range of high quality services to entire populations.
Potential pitfalls include vouchers not being used either because of disbelief that they actually entitle
people to services, or cultural or logistic barriers to seeking care (which means that they are insufficient
incentive). A black market may develop where vouchers are sold to people who are better off. This can
only be avoided by careful system design.

Vouchers represent a useful way of removing financial barriers to accessing services.

If voucher distribution is combined with education and awareness-raising activities, it can also play a
role in increasing demand more widely. Further research is needed.

Little evaluation evidence exists for adolescent-focused schemes. Small-scale trials and research
projects testing voucher schemes could help to produce a badly needed body of empirical evidence
with which to assess their true potential.

(Gorter et al., 2003)
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Most SRH interventions for young people involve more than one component and this can make it difficult to
distinguish the effects of different activities. Earlier in this review, conclusions have been drawn, as far as
possible, for different intervention types — such as in-school education, peer education, and use of media.
However, there has been a move more recently towards large-scale programmes implemented in multiple
settings and including many different strands of activities (Table 10). Some of these have been mentioned
earlierwhere it has been possible to draw pertinent findings relating to one component, but they willnow be
looked at briefly as a whole. In many cases the overriding approach is that of community mobilization and
theimpact of thisis examined in more detailin the next chapter.

For example, outreach education in the community is often part of wider multi-component programmes.
Although evaluation does not normally allow the individual effect to be gauged, it has contributed to
increasing the demand for services. In the Jamaica national Youth Now programme, activities include
working with the YMCA in Kingston to provide street boys with reproductive counselling and education as
well as condoms — as part of a wider plan to support peer leadership and parenting education (Tiffany et
al., 2003). Save the Children worked with the scouts organization to provide life skills education in Bhutan,
Malawi, Nepal, and Viet Nam (Save the Children, 2005).

Youth centres have also been incorporated into wider programmes. In Ethiopia, SRH clubs were formed in
schools and in the community by Save the Children US. These clubs train members to implement youth-
focused activities that involve and educate their peers, as part of a much wider community mobilization
approach (Gebregiorgis & Mwebesa, 2005). Similarly, as part of wider intervention in Bangladesh, Bhutan,
Malawi and Nepal, Save the Children US opened youth information centres which provide an informal space
for young people to discuss issues that are important to them and to access information and counselling.
Theindividual impact of the youth information centres has not been measured but they have contributed to
improvements in knowledge, motivation and use of commodities and services.

Several multi-componentinterventions also have IEC outreach components operating from health facilities.
Jamaica’s national Youth Now programme includes use of public health centres with regular outreach
to nearby schools and communities to provide information and encourage people to use youth-friendly
services (Tiffany et al., 2003). The AYA programme in Botswana, Ghana, Tanzania and Uganda worked with
public health facilities, NGOs and faith-based organizations to improve their clinic and outreach services.
In each country different innovative approaches were used. In Uganda, for example, AYA worked with
faith-based health providers and non-traditional
condom distributors, including peer service
providers. Component evaluations, including
facility reassessments on a representative sample,
determined that the availability of youth-friendly
services broadened, the quality of and client
satisfaction with youth-friendly services improved,
and utilization ofthe services increased (AYA, 2007).

Peer education and life skills approaches are
also common. Save the Children US worked
with the Scouts to provide life skills education in
Bangladesh, Bhutan, Malawi and Viet Nam, and
in the AYA countries life planning skills curricula
were used in schools (see section 3.1). Training
in life planning skills was also delivered through
vocational education centres. These were chosen



6
Generating demand and community support for sexual and reproductive health services for young people 3

as the existing structure with the greatest reach and most potential to institutionalize such integration
since they have a large attendance of young people. In each country, AYA worked with public and or
private institutions to train instructors in life planning skills to and integrate SRH into their curriculum. For
example, in Zanzibar, Tanzania, vocational education policy was changed to include training in life planning
skills, guidance and counselling in their
programmes. Life planning skills were
a cornerstone of the behaviour change
communication component, and it was
supported by other activities such as
drama, debates, activities at festivals and
sports events, peer education, youth clubs,
and parent-child communication sessions.
Evaluations and process data from this
component demonstrated improvements in
SRH knowledge, perceptions, attitudes and
behaviours among students who received
training in life planning skills. Utilization
of services was just one of the behaviour
changes exhibited.

WHO-217078
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Multi-component and multisectoral interventions are able to use a combination of approaches
to reach adolescents in different and mutually reinforcing ways. Evidence suggests that the
cumulative impact of multiple intervention components can be great.

Rigorous evaluation is needed of the impact of different components within a comprehensive
approach. Attempts should be made to determine the added value of the synergy between
different kinds of activity.

Policy-level advocacy can help to provide an enabling environment for intervention. Community
activities can generate demand and contribute to a more amenable local context. Supply side
interventions can ensure that services are acceptable to young people.

It is crucial to remember that young people in different age groups and circumstances (e.g.
vulnerable groups) may need different approaches and services. A true multi-component approach
should be able to cater for this.

Utilization of services

Comprehensive approaches have been shown to have an impact on service utilization if this is
explicitly promoted and measured as part of the different intervention components.

© WHO/Christopher Black




CHAPTER 4

Itis well established that many factors are related to adolescent SRH behaviour other than their own sexual
and reproductive health knowledge, their attitudes and their access to contraceptives. Community support
and acceptance of providing services for adolescents, and the use of such services, are important. In
many countries, cultural practices discriminate against young people and create informal barriers to their
accessing social support, information and services. Community norms typically place young people low
in the family, and these social hierarchies determine whether and how families address young people’s
health needs (Pande et al., 2007). Married adolescents often lack the autonomy to access health services
even in pregnancy; their mobility may be restricted and they do not have their own financial resources.
The decision as to whether they should seek care is largely made by parents, spouses, in-laws and
other gatekeepers (WHO, 2005; Pande et al., 2007). For unmarried adolescents, access to contraceptive
services is commonly difficult (Bond, 2004). There is often a large gap between sociocultural norms
and realities. For example, premarital sex is considered inappropriate in many cultures and religions,
and there is little acknowledgement that young people are increasingly sexually active before marriage.
Community members need to recognize these changes and address the needs of young people rather than
stigmatizing them. (Schutt-Aine & Maddaleno, 2003; Hardee, Pine & Wasson, 2003). Close relationships
and connectedness with teachers, neighbours, family and particularly parents can be highly protective,
and have been found to be related to delayed sexual initiation and safer sexual behaviour (Blum, 1999).

One approach, therefore, is to involve the wider community in activities and to seek to change social
norms rather than focusing solely on individual adolescents (Table 11). Community awareness-raising,
participatory and mobilization techniques are now commonly used in adolescent programming (FHI/
YouthNet, 2007). Many examples have already been seen in chapter 3. The concept of community
participation spreads along a continuum, according to the degree of control and decision-making that
community members have and the different activities they are involved in. At the least involved end of the
spectrum, community members are simply exposed to awareness-raising activities, using IEC techniques
similar to those used to target adolescents. This is often essential even to make implementation of SRH
interventions possible and to generate a climate in which they can be introduced. Awareness-raising may,
for example, involve tackling the stigma and discrimination surrounding adolescent sexual activity, or
opening up discussion on SRH and challenging norms. An enabling policy environment is advantageous,
but local community traditions, norms and attitudes to adolescents and their health needs are crucial to
determining receptivity to interventions. At the most involved end of the spectrum, there is community
mobilization or collective action, where community ownership and involvement are high (Maclean, 2006).

It is also important to consider who is involved. Communities are not homogeneous, and community
members will not participate equally. The involvement of particular individuals or organizations may be
necessary to the success of an intervention. This commonly includes the people who are intended to
benefit from the intervention, and several SRH interventions have noted the importance of enabling young
people to ”drive” the process (e.g. Weissman, 2002; Hainsworth, 2002) so that their issues, priorities
and perceptions inform the process. Parents and community leaders are also influential actors, and
it is particularly important to sensitize them to adolescents’ needs. Parents can be an important source
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of information and education, although there is no evidence of systematic action to promote this (WHO,
2007).

The wider community may be reached through the mass media, festivals and events. In Zimbabwe a
multimedia approach was found to be a very effective broad-based approach for reaching the community
and increasing acceptance of the provision and use of services for adolescents (Kim et al., 1998, 2001).

Interventions may use focused orientation or sensitization sessions to raise awareness and educate key
stakeholders. Most commonly, a multi-pronged approach is used to mobilize the community. In Lusaka,
Zambia, participatory methods were used to sensitize communities to SRH issues, and a participatory
needs assessment was carried out at the beginning with involvement of young people, community leaders
and parents. A multi-component programme involving youth-friendly services, peer education and
continued community involvement was then implemented, encompassing a broad range of participatory
learning activities. Overall, the programme led to more non-pregnant youth seeking services. Although
no significant relationship was found between the different models of youth-friendliness in clinics and
the rate of service utilization by youth, young people were more likely to use youth-friendly services in
those communities that demonstrated most awareness and approval of the programmes. Though making
services youth-friendly was deemed important, it was concluded that other factors may have a more
profound impact on adolescent health-seeking behaviours. Therefore, before projects relating to youth-
friendly services are designed, health-seeking
behaviours and beliefs (not only of young people
but also of adults who influence their decision-
making) should first be examined. Any behaviours
or beliefs that are found to conflict with project
objectives should be addressed at the community
level as part of the project (Nelson & Magnani,
2000; Mmari and Magnani, 2003).

Community mobilization approaches are becoming
very popular in the large-scale national multi-
setting and multi-component programmes. In the
Jamaican national Youth Now project, core groups
ofiindividuals — including clinical providers, parents
and people working with groups of parents, pastors,
peers, and men — have undergone intensive training
with a major focus on coming to terms with their own sexuality so that they are able to cope with issues
raised by adolescents. Subsequently, those trained have been reaching out to their own constituencies
and sharing information and education. Many have been listed in a local directory of trainers. Pastors in
particular have been responsible for promoting and gaining acceptance for service provision and use.
The YMCA in Kingston is supporting parenting education to help parents with the knowledge they need to
provide their children with informed, useful advice (Tiffany et al., 2003).

! Y i
© WHO/PAHO/Armando Waak

In the comprehensive AYA programme implemented in Botswana, Ghana, Tanzania and Uganda,
increased involvement of communities was set as a cross-cutting objective. Young people participated
in all programme components — planning, implementing and evaluating programme activities — and
secured representation on national, district and community-level decision-making committees. AYA
identified and sensitized local stakeholders such as government, religious and traditional leaders,
media, parents and youth, engaging them in defining the SRH response and encouraging community
involvement and ownership of interventions. The programmes were national so it was not possible to use
controls. However, evaluation showed that capacity-building among young people resulted in youth-led
organizations securing new funding and sustaining SRH programming, and it led the young people to




found new organizations and networks. Community involvement played a significant role in policy change,
implementation and enforcement. It also contributed to creating a supportive and accepting environment
for services, as demonstrated by the various new initiatives that developed (African Youth Alliance, 2007).
Similarly, the RHIYA programme, implemented in seven Asian countries, used a mixture of approaches to
promote discussion and openness around youth SRH issues, and ultimately worked towards gaining some
acceptance of the provision of SRH services. The issue of premarital sex and provision of contraceptive
services to unmarried young people remains sensitive in many countries (EU/UNFPA, 2007).

In the Frontiers programmes implemented in Bangladesh, Kenya, Mexico and Senegal, the quasi-
experimental evaluation design did not separately assess the community component (implemented at
all intervention sites). However, greater detail is given than in many reports. Although overall positive
progress was made towards a more open climate for people’s SRH interventions, findings demonstrate the
importance of the local cultural context and the variations in community attitudes and receptivity, and in
the level of community participation that could be achieved. From focus group discussions in Bangladesh,
it was found that parents generally approved of reproductive health information being provided at school
and agreed it should be included in the curriculum since they found it difficult to discuss reproductive
health issues at home. Religious and community leaders expressed the belief that risk-taking behaviour
will decrease if adolescents have correct reproductive health information, which is the opposite of what
is found in some conservative environments. Specific attitudes towards service use are not clear but the
involvement of service providers was deemed essential (Bhuiya et al., 2004). In Senegal, parents were
initially found to lack confidence in providing their children with information, but over the course of the
intervention approval grew along with knowledge and communication between parents and their children.
Among parents, approval for provision of SRHS was high at the beginning, but the programme did not
have a clearimpact. Wider community members endorsed the idea of improving youth reproductive health
but had mixed beliefs about adolescent sexuality. Religious leaders believed parents should discuss
reproductive health issues openly with their children (Diop et al., 2004).

In Kenya, communities were very receptive to information and dialogue about adolescent reproductive
health. Community and religious leaders conducted 60 outreach meetings attended by over 7000
parents. The involvement of numerous influential stakeholders — including religious leaders, teachers,
young people, and national, regional and district government representatives — was critical to increasing
community discussion of adolescent reproductive health. Community members were very receptive
to adolescent SRH interventions, and a more open climate for discussion was generated that included
better communication between parents and children. However, the issue of premarital sex remained
sensitive and there was little impact on approval in this area. It was concluded that programme managers
should inform and involve a diverse network of community groups to enhance local support (Askew et al.,
2003). In Mexico, Mexfam placed a “young people coordinator” in each of the experimental cities. These
coordinators trained community volunteers (multipliers), and with their help disseminated information on
sexual and reproductive health through community events. Over 14 ooo students, parents, and teachers
attended these events. Results showed that community stakeholders had quite positive attitudes at the
beginning of the project regarding the delivery of information and services to adolescents. These attitudes
often improved over time. However, with changes observed in both the experimental and control groups,
the programmes’ impact was questionable (Vernon & Dura, 2004).

Some programmes have more explicitly involved the community in the design and development of
activities. In Burkina Faso, for example, a participatory approach was deemed crucial for nurturing
changes in community attitudes towards service provision for adolescents (Yaro et al., 2003 & 2007). In
India, the Foundation for Research in Health Systems (FRHS) used a similar methodology to some of the
broad community mobilization approaches described in Jamaica and Zambia but also included young
people and other community members in the design of the intervention. As in Zambia, this Indian study
compared the impact of addressing demand, including community support, and supply constraints to
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service utilisation. The social mobilization approach focused on generating family and community support
for young married women’s reproductive health outcomes. This was in recognition of the fact that young
married women’s families and communities often place a low priority on the young woman’s reproductive
health needs and yet it is typically the husband, mother-in law or grandmother who makes decisions about
what care the mother can seek. In the supply approach, FRHS worked with the government health system
to train health workers in young people’s SRH. As in Zambia, the study found that knowledge of adolescent
reproductive health and use of services improved more in the sites that addressed wider community
constraints than in those that did not. The social mobilization approach had some success in creating a
supportive environment for young women’s health needs. Qualitative data showed improvements in the
support of mothers-in-law for young women’s care-seeking. Ironically one key limitation is that a result of
the success at the community level is that representatives of the control area started implementing their
own education sessions and some degree of contamination is therefore likely (Pande et al., 2007).

With such a range of community involvement and approaches available, there is a need to evaluate
rigorously what components are most effective and at which stages involvement is most key. To date, a
study in Nepal has done this most effectively, seeking to evaluate the extent to which participatory
approaches yield improved results in developing countries. In two control sites, traditional reproductive
health research and interventions were carried out. A more limited needs assessment was conducted
on the basis of current knowledge and standard practice in the reproductive health field. A set of three
interventions was implemented: adolescent-friendly services, peer education and counselling, and
teacher training. In the study site a participatory approach was used for research, intervention, monitoring
and evaluation. An extensive needs assessment was carried out and the community helped to design the
programme. Young people and adult community members at the study sites identified a broader set of
eight integrated interventions that addressed not only the specific sexual and reproductive health needs
and concerns of young people, but also the broader social context that defines those needs and concerns.
The eightinterventions were: adolescent-friendly services, peer education and counselling, an information
and education campaign, adult peer education, youth clubs, street theatre addressing social norms,
efforts to improve livelihood opportunities, and teacher education. The overall intervention period ranged
from 12 to 24 months.

The evaluation reveals that the participatory approach, which also yielded a greatervariety of interventions,
did indeed yield more positive results. Although the effect is only marginally more positive in terms of basic
indicators of youth reproductive health (e.g. SRH knowledge, condom use), it is substantially more positive
in terms of the broader contextual factors that influence SRH - such as social norms, capacity-building,
empowerment, and sustainability. Of interest for this review is the fact that the participatory approach
was found to mobilize the community, increasing the demand for reproductive health information and
services by adolescents and the community. It was concluded that participation should be strategic, not
all-encompassing. Participation of key people at key points maximizes the use of the community, the
skills of the implementing agency, and resources and time. Both community members and the project
organizers should be involved in decision-making. Strategies are needed to enable adequate participation
of disempowered groups within the community. Participation requires the custom-tailoring and adaptation
of existing tools and mechanisms to local needs, rather than the creation or reinvention of new tools and
mechanisms (Mathur et al., 2001).



77

foryoung people

Ices

Generating demand and community support for sexual and reproductive health serv

**panuiuo)
‘peinqlijuod e
‘sayoune) pue suoljesedasd uSiedwed uj s1apiroad
Suiajoaul Ag pue £sanssi yijeay sAndnposdal
Jo uoissnasip ydwo.d 03 pue ‘siaydes) pue
spually ‘Ajiwey jo s3uaipne Alepuodas e yoeal 0}
saniAne Suludisap ¢sdnolS ssauisng pue yjeay
‘jeuo13eanps ‘snois)aJ pUaWuIdA0S |BI0) WOy
S9AIIRIUDSDIdDI papN)dul JBY) S99} WWO) |BI0] 0}
juswaSeuew Suiz|jea3udIaQ "SIIIAIDS 0} SSAIIE
9ABY pue suoljoe 119y} o) jerosdde puy sjdoad
SunoA jeyy ainsua o3 sdjay 3| -aSueyd unojaeyaq ‘paules}
1oj poddns Ajlunwwod pjing 03 Aem aA1329))9 si9pinoid Sujuueld Ajjwey —
ue s| yseoidde ejpswijnw e 3ey3 papnjouo) e S9IIAI9S A|pudLI}-YINoA
(%82)
siauped Yy3m 10 (%17 €) s1aydeal Yim ‘(%t) sjualed ‘1eL1ayas Suipn)oul - seale
UM “(%6%) SBUNQIS YIM ‘(%T L) SPUL) YIIM Uljeay uo1eINPa 493 * Jeans ur sumoy
9AI3ONpoidal noge suoissndsip pey sjusapuodsal ]1ews Jo Sa3udd
10 9,08 ‘uSiedwed ay} Jo })nsal e Sy *9)04 S1y} ul *(Ssjo0yds ul panquisip 10 91319 Ul SUIAl)
d)gelojwodun |93j sjuaied Aueyy eale siyj ui ]elslew uoljewLioyur) sieaf 7Z-0T1
Aiqisuodsal 19)eals Supje) ale syualed ‘sisquaw S9JIAJ9S Jo uonjowold — 'Se9Je |041U0d ¢ pase ajdoad
Ajlwey ussmiaq aauelsIp 8y} SaSealdu] uoljeziueqin ‘auipoy - puB UoIJUBAIBIUI § SunoASuowe  (100CT ‘8661
*9DUDPIAS SUDBIM se ‘JanaMoH *3)doad SunoA o} uojjew.oyul paje|al {SJUINS BWERIP - Aiqisuodsal e 19 wry|)
]0J3U02 JO UOI}EU]WRIUOD -Aenxas papinoid Ajiwe) papualxa ay} jo ‘olpes - *(00%7T=uJs)e/a10Jaq) |enxas
:uonejWI] o SI19qWIW J3Y3jo pue sajaun ‘syune ‘Ajjeuoiyipel] o elpawnyy o eluswadxa-1send sjowoid o]  smgequiz ‘T

DIpawi)nuw DIA UOIIDZIIISUIS A unwiwo)
*Sjuddsajope Aq 9sn 921A13S anoidwi] 0] UsY e} UOIIIY o
*SjuddSa)ope
0] uoisinoid 931A13S anoadwi| 03 UYL} UOIIIY o

*9SN pue uoisiAoid 931A13S Jo jerosddy e JAILD3(90 ANV S31vd ANV
*S9JIAIDS U}|BaY 10) Paau ,S}UISI|OPE. JO SSOUIIBMY o NOILY1NdOd NOILYDO1
S 103443 SONIANI4 ONILLIS /NOILdI¥DS3A NOILYNTVA3 1394vL AQnLs

Joddns pue juswaAjoAul Ajjunwwod ajowoid 0] Suljwie SUOIJUBAIU| *TT 319VL



78

*S$1U112 9Y319319S 0] pasn
a19m spoylaw Sundwes

Anigeqoid-uoy o
*S9I}IUNWIWOD SWOS
ul S321AI3S 21U Suisn
0} yinoA pasodsipaid
Aenuaiayip aney
Aew ey sioyoey
19A8] AJlunwwod
paAIaSqoun 10 sualjd
10 s19A9] JaysSiy peue
0} dwos pasodsipaid
aney Aew jeyl soiui)d
1sSuowe saduUBYIP
paAlasqoun 10J

1043u03 01 3]qISS0d JON o
‘pai1sixa Aay3 uaym
sdiysuoiyejas jueoyiusis
129)9p 0} 3ul)ie} JodiS
ySiy Ajaaizejal Sujuesw
‘sjuspuodsal pue sdjul)d
J0 Jaquinu jjews ay} jo
asnedaq pajywi Jamod
]B213S1381S INq INO paLIIe)

Suj)sa)aduedYIusIsS o

-Juepoduwi A1aa
aJe Sup|9as-aied uo ssouan)jul Ajunwwod pue ssad
‘|e1d0s ‘Ajjwey ay3 ‘suoijuaniaiul apis Ajddns ySnouays
pad2e) 9q Ued 8SN 9JIAI3S 0] SIaLLIeq sSW oS I IYM o
*(z€ 0 Sutuueyd Ajjwey) aiIsod sem asn 3dIAIDS pue
SSaulpuali-ynoA ussmiaq suoi}e)a.1i0d 3y} Jo auo
Ajuo “1sesuod uj *(%c¢ — 1amod 1e213S11BIS MO]) |9A3]
%G 6 Je Juedyiusis Jou Ing ‘((S€°0) SAIIAIIS ylesy
aA1Inpoudal pue ‘(T+°0) SHsiAuaedino (ct0)
Sujuue)d Ajjwey :uoije)aal0) J19piQ duey s,uew.aeads)
9sn 119y} pue SaJIAIBS HYSY Jo uoisinoid ayj jo
9oue}dadde Ajunwwod uaaMIa( UOIIR])31I0D SAIHSOd o
*(synpe paluew
10j aJe s921A19s Sujuueld Ajlwey Jeyy Jarjaq “§:9)
SJ9119 9AI1RS3U 1I9MB) 0} PI] SSIHAIIIR UOIIRZI|IGON ©

*2313 AJljenuapyuod

‘Aaeand panoidwi -

‘siapinoid paulely —
S92IAJI3S A|pusl-YInop o

*S991HWWOI Y}jeay
poouyunoqysSiau Aq 10 9jdoad
SunoA Aq ‘awweiSoid
9yl Aq Jayie uasoyd -
UOI1eINP3 193d *

‘(Jiom dnous jews
pue sajeqap ‘sAejd a)o04 jo
asn *§°9) sjand) Sulhien 0}

N0 paLLIBD SAIHAIIE UOIJIe
10} Sujuies) Atojeddiped,, -
(uoneziisuas)
uoljezijiqow Ajjunwiwio) e

uoljeddiied
Aunwwod jo sea18ap Sulhiep

‘(painseaw

S9IIAIDS HYSY JO
uoisinoid jo adueydadde
J0]9A3)] pue SSauljpusily
10 99189p) SaIIAI}OR Ul
Ajlunwwod ay3 panjoaul
s99.8ap Suifien 0}

pue ssauljpualij-ynoA
113y} panoidwi says
UOIJUSAIDIUIL Ul SIIUNI ||

*SD13S13B)S AIIAIBS —
‘(019 9)doad
SunoA ‘s1apinoid
9JIAISS ‘S103RINPD
199d) smalAlajul
aAllejenb -
S$9}IS1043U0D  pue
S9}IS UOIJUBAIBIUI g —
]ejuswiiadxa-1senp

(€00t
‘lueuSe| g
LeWW ‘000C
‘lueusSe

'3 UOS|aN)

Sul08uo-1%66T

Jeuoljeuwlaju|
mous

uyo( pue
43DINN ‘018D
Yyum ‘wes)
juswasSeue|
yiesHpuisig
eyesn]

eyesn
‘elquiez 'z



79

‘9doueldadde

Ajlunwwod jo siojedipul

10} 3)ge)|ieAR J0U BIRp
Asnins aanelnuenb —

9sueidadde Ajlunwiwod

ul seSueyd Suipoddns
elep aAllRHEND) *

‘(@SN 119y} paSeIn0odus pue SIS JUIISI|ope
pajowoud Siapes) Yyainyd fs1aquiaw Yyainyd Jayjo
uleJ} 03 uinj uj wayj Suipes) ‘SaAl) SJUIISI|OPE JO

saljljeal pue A103y3 |B21S0]03Y) UIM]D] UOISUI} BY}
Su1uIadu0d pas|el Sem SSaulIeMe SI9pea] YdInyd
pue sio)sed *S:3) S32IAI9S pUB UOIJRWIOJU| 0} SSIIE
S129Je JeY} A}IAI}OB |BNX3S JU3ISI)Op. SPIEMO)
sapnjile aAlzeSau Ajjeuoijipesy ayy ui syuswaroidwy|
‘y3jeay aAdNpoidal Juadsajope jo poddns

ul suLiou pue sapnjije ‘sanjea Ajlunwwod agueyd

0} pue 9due}dadde ujes 0} |B13UISSS paIapISU0d

s192uanyul Ajjlunwwod je yum diysiaunied e
‘swuweiSold
3y} Jo Ssaualeme A}unwiwod poos panaiydy e

‘|9A9] Jeuoljeu pue ysued —
juswdo)anap
Ao110d pue Aoed0Apy o

‘sjooyds
0} payjul] Sa43Udd yjesy -
‘pauiesy siapinoid -
(ongnd pue
SODN) S9IIAIDS A|pusLI-YINOA o

‘uoleanpa Sunualed e
aundiay
e jo uojjowoud papnjoul -
uSiedwed eipayy o

*(8ululei) pue suol}e}NSu0d
‘sdoysyaom) yainyd ayj
YHMIOM BAISUBUI —
RISIETEY]
pue uoiINquUISIp Wopuod
‘Sul)j@sunod ‘uoleanpa
papinoid Sayseod Jay3o pue
s19ped] apIng 1418 ‘sasunu
Jooyds ‘siojeanpa ta9ad -
uolnezijiqow
pue Sujj)asunod ‘uoijeanpa
Ajlunwwod pue jooyds

‘ejep anneyenb
fuoijen|eas ssazoid
{(QoJquo0d ou
‘leuoljeu) ejep oiul)d
‘dn moj)j0j 00T

pue T0Q ‘auljaseq
000¢ — SAaAIns
(josuod ou

‘leuoljeu) usyje/aiojeg

‘(Aaeand Jo e
0} anp pauunys
S$941Udd Yljesy
Jeuoiyipes))
uoisinoid 921AI9S
pue uoljeuwliojul
HYSY 01
sayoeoidde jo
AaueA e 1S9] 0]
pue ‘sswodlno
HYSV aAoudwi
0] JUBWIUOJIAUD
]e1dos aAiioddns
©9]e3Id 0)
‘sapijod HYSY
juswa)dwi of

(uonenjeas
wi9)-piw
‘00T “1e
19 Auey])

papunj-aivsn
Su108u0-000¢

(s1ay10
pueyIWA
Yimuonel
-0qe)j0d ul)
dwuwelSoid
yljesH
dA13INpoiday
Juddsa)opy
MON YINnoA

edjewe( ¢



80

"3JUSPIAS dAl3RYIEND
pue|ejopdauy e

‘uaJp)Iyd 419y} pue
sjuaied usamiaqg uoljediunwwod ajeljide) padjay
pue ‘uoljeuLIojul PUB S3IIAIDS Yljeay dA13dnpoldal

pue |ENX3S JO UoiSIA0Ld 3y} 10} JUSUUOIIAUD
aA10ddns e 3)eald 03 pad|ay SIsIAIe Ajlunwwod
se sjuaied SulajoAu| “paysijgelsa sem swwelSoid

a3 jo uoijejuswajdwi 10y poddns Ajlunwwo)
uoljed1unwwod pjiya-juated parosduy e

*UOIBZI}ISUS pUB UOoI}eINPI
yoealino ysSnoiyy siaquiaw Ajunwwod Suowe

S92IAI9S HYSY 10 paau Jo Suipuelsiapun pasealdu] e

*siapinoid
921AI3S Yjjeay pue s1doad
SunoA usamiaq ansojelp -
‘uoljeanpa Jsad —
‘paujesy siapirosd -
S9JIAI9S A|pusL-YINOA o

*SIIINIDS

0} |e113)31 ‘SWopuod

‘8ujasunod apiroid -
S911U3D YINOA o

‘sawwessoid
olpel Ajjlunwwod -
BIPaN

"uoI3eINPA S|1BIS B
{SIINIDS
Apuany-ynoA oy syun -
‘{(padojanap
Sulaq wnynauund
]euoljeu) paujes} s1sydea} —
‘(sa1eqap dno.s ‘ewelp
‘swy) uoijeanpa Isad
1002S

*ynoA
dA1}Isod-AlH 10j poddns -
*S1SIAI3IE AjlUnWwwod
Sse paujes} sjualed —
‘s1aquiaw Ajunwwod
0} S9IIAIS HYSY 10) paau
93 uiejdxs o03>10m Adredonpe -
{(se1eqap
dnois ‘ewelp ‘swy)
uolyeanps Jaad Suipnjoul
‘uo13ednpa Yyoeasno -
Aunwwo) «

‘awwelSold Suipuswajdwi pue
SuluSISap U] JUBWIAJOAU] YINOA

S951219X3
Suiddew Ajjunwwo)

‘elep
J1u1)2 pue (92132e4d pue
sapnye ‘98pajmouy)
sAaAINS v

*19)je/alo0jag

(Jeuonjeuwsaju|
Jspuyyied
puevydiNn

*L66T 1B 19

Z}IMO0J3pUaS)

3u108U0-666T

93BIAN0D
Jeuoljeu 1oy
Sujwie ‘9 0}
papuedxa
‘SPLISIP T
ul payels

19puyyied
“Wd4NN

dwuwelisoid

Spjo-1eak-#z—G1 JUSWUIBA0S
Jooyss-jo-1no  ‘snbiquiezoyy
pue]ooyds-u| ‘zig oeieian 't



81

‘pasSpajmoudde uoneindod ay3 jo
SJUBWSIS 9SI9AIp Sulydeal pue djysiaumo Sullalsoy
‘HYSV J0 AJA13ISUDS DY) Sulpjoe) Jo sasud)jey)

*S19pIA0Id DIIAIDS YIIM PUB WIY] Y}IM SINSSI HYSY ‘dn-8ujjeas pue Ajljiqeuieisns

Inoqge Supjje) usym ajgeyojwod asow ajdoad Sunok JUBWIBAJOAU] AjIUNWWOD

vew padjay sjualed pue s1aydes) ‘sispes) wo.ly ‘19puss ‘uonjedidijed

poddng ‘wayj 10y oddns Ajjunwwod pageinodua yinoA ‘sdiysisuped

pue ‘S3JIAISS JO UoIsiA0id pue Sanssi HYSY JO :S9AI1129/q0 SuIINI-ss01)
uoissnasip payoddns s1apes) snoiSijay :euemsjog e

-8unysa) pue Sujjjasunod Arejunjoa "UOIJRUIWISSIP
apn)dul 0} sauljaping Sunjasunod jenndnusaid pUB UOIJRUIPIOD) o

pasiAaL pue HYSY Suijioddns uoijese)dap e pausis
ya4ny) ueanSuy ay] “s|1S 19yio pue AJH 3usAsid 03 “Suipjing-Ayoeded jeuoiniisul e
aSeleW Ul SWOPUOI 3SN pinoys sa1dnod wisniy
Jey} pasunouue epuesn Jo 1N 3yl :epuesn *Ayjenb anoidw
*S19pjoya|els Aq S9IIAIBS JO 9SN pue HYSY 0] (Yoea43no pue d13e)s)
J0 9A110ddNS SUOI}IE PUB SIUSWH W WOI PISEadU| salyjoe) yum Susupied —
‘uojsinoid 921A19S pue uoljew.loul S9JIAIDS A|pudlIj-yINoA o
HYSVY p1emo} Ajunwwod 3y ul SMaIA 3A1}Isod alow
Sui3easd 0} paynqLIjuod s10INquUISIp 9SaY] :eueyo *HYSY 410§ JUSWUOIIAUD
‘(s1adaaxdoys pue suesipe ‘siagleq Sulgeus ue dojansp -

SunoA *3°9) S101nqLIISIP WOPUOD |BUOI}IPRI}-UON o Aaedonape pue Ad1jod (seyd puodas
*siapiaoad 10} paz||
9JIAIDS pue S19Ydea) ‘syualed Jisy) yum sanssi  *(sdnosSqns a)qesaujna yaeal -1qow Sulsq
HYSV Inoqge e} 0} 9]qe}10jWOod 10w ]934 0} 3)doad 03 sa18a3e43s Sulpn)aul) 9Je $92In0S3))
SunoA padjay osje Asy] *(sjuased pue siaydesy 100Y2S 0 N0 puB J00YdS Ul — 9002-000¢
‘s19pea) woJy asiesd pue poddns *§°9) aSueyd ‘Sumasunod pue uoiedNps
Ajunwwod sAnisod pue ssaualeme Ajunwwod Jo ‘s|ipjs Suuueyd vy - (A1ea s1eah
Sup191504 03 paInqgui3u0d suSiedwed eIpaw SSew pue swweiSoid pooyljaAal] o Z paysiuy
smoys ojpel ‘(9)doad SunoA Aq paSeuew pue pa)) swuweigSoid
sadnoJ} 9Juep ‘Sewelp |BI0] SAIJIRIDIU| :BUBMS]IO] o ‘(sdnoig snoiSnas dyjjuesaw
‘Ajlunwwod ayy | ypmdpom “§:9) saljunwwod SjujelIsuod
SuiajoAu] 1oy pue sanss| HYSY Jo uoijowoid Jojjulod Ul HYSY JO Ssaualeme Jedueuy) eu
A1jus ue papinoid sey ||eqloo4 :elueZUR] PUR BURYE) aseasou) o} Aojedidijied ‘epueSnpue  -emsjog pue
*SaljIAIlde ul uonedidilied AySiy ‘a8eysisiy - eluezue| ‘eueyon epuesn ‘elu
YInoA paseasdu] pue ‘swopuod pue A}jjenxas uo SU0ISSIS UOIJBIIUNWIWOD ‘euemsjog ul -ezue| ‘eueyn
suoissnasip 21qnd uj ssauuado s1ow ‘sanss| HYSY plly2—3uased pue sqn)d *(£002-9007) ‘(s'eah6T1-0T UO
Jojoddns diysiapes) pasesldul ‘HYSY JO ssauaieme YInoA ‘eipsw ssew uonjenjead Asnins | siseydws ypm) 13puyyled
paseaJdu] Ul pa3NsaJ pue suol]jiw paydesal ‘S|00Y2S U] Uo13eINPI HYSY yedw]jusapuadaspul sieaf 7Z-01 pue Hlvd
swuweiSoid diysisupied eipaw ay] :ejuezuej e 1e|nd1ndeIIXa ‘uoljeanpa pue ‘(900Z-5002) pasSe ‘a)doad ‘YdANN
‘uojjealunwwod aSueyd JNoIARYSg o 193d ‘sjuans spods suoljenjeas Jusuodwod  SunoA jo yyeay TEETINEL|
*S92IAI9S SuIpN|dUl ‘UOIJUBAIR}UL ‘S|eAI}S?) ‘Sa1eqap ‘ewelp — ‘(£007) SIUBWISSISSE aAlldNpoudal diysiauyed
HYSY spiemo) siapjoyaels pue a)doad SunoA jo uopedIUNWIWOd  WUI3-pIw {(Z00Z-T1002) pue |BNX3S | ‘9IUBI||Y YINOA

"9DUDPIAD dAIIRHIEND) * sapniijie aallioddns pue aSpajmous| panoidw| e asueyd Jnojaeyag e sfanins aujjaseg anoidwi o] uedLY °§



82

‘S9NSS| HYSY

uo sdoysyiom uoljeziisuas pue sdnois Joddns

JO uoljew.oy 9yl ySnoayj Juswuoliaua aaipioddns

e ysijqeiss 0} ajqe sem3asloid syl ‘v00Z—£00¢ ul
‘19AdMOH *21d0} ay3 jo AlAIlISuUaS By} Suliesy ‘yjeay
9A11INpoIdal pue |BNX3S U0 UIIP|IYI 413Y) 91BINPS 0}
jueldN|al a19m sjnpe pue sjuaied ‘elsauas u| :jedaN
*sjeuoissajoid

yneay yum pue sjualed Suipn)oul Saalje|al ‘s1aad
yum ‘siaupred/sasnods Jiay) pue SunoA sy} usamiaq
S9NSSI HYSV JO UOISSNISIP JO |9A3] BY) Ul dSB3IIU|
‘uuoddns

0} Apeas aie suepiyod 11sIp pue ‘swwesSold siy}
JO uoljenuuo0d 3y} Suipuewap mou ale siadasyales
A3y ay3 e pue Ajlunwwod ay] ‘papasu sem sjyuated
0] Yyoeai3no Jayiny pue wa)qoid e paurewsl sjis jo
Aiqow sy Suipunouiins AJIAILISUSS "pPaysl|qe1sa

9q 0} (s921A19S Suipinoad) sau3udd YyInoA ayy pamojje
siadaayales Jolew sy} Suowe snsuasuod jenpeis
pue uoljezijiqow AJJUNWWOI AAISUIIXT :ueIS ed
*S3IIAIIS pUB UOI}BINPI JO uoisiroid

9y} Jojpoddns Ajjunwwod uj uorjerieA Aluno)
‘punoiS ay3 440198 o} swwesSoid

9} Joj papaau 9q p|NOM |aA3] Ajunwwod sy}

1B UOI}1|BOD BAI}I3YD UB Jey] uoiiuS0Ial 0}

Pa] sanss! HYSY 40 ANAISuas ay | ‘ueishied

‘110449

pauleISns pue awi} e} |jim Supjew-uois|dap ul
Aj@a11oe yinoA Suinjonul pue swiou asayl SuiSuey)
‘pooisiapun Ajiood urewsi syySi aajonpoidal pue
1enxas Sjuadsajopy ‘Ajusdo passnasip aq jou pjnoys
1BY1 SaNSS] d1eAlLld pue dAIHSUSS palapisuod Ajapim
1113s 31e S3aNSSI HYSY :WeN 13IA pue ysapejSueg
‘yljeay jenxas

pue Al1jenxas Sp1emo} Sapniilie uj uoijeliea Aizuno)

*9oueydadde
Ajunwwod uo
e)ep aAlRHEND o

‘911891 199.11s "8'9 —
¢dnoiS 1apjoyaels jo sSuneaw
snd ‘s§ujeaw Jejn8as yum dn
39S sdnoJS Japes) Ajjunwwod
pue.Iaydes} ‘Jualed ‘suoissas

uoljedunwwod yijeay Ajunwwod —
paw.oj sdnois Joddns

pue sdoysyJom uoijeziisuas ‘9 -

uol}ezi}Isuas Ajunwwo)

‘8unjasunod auoydajel ‘Se -
Sujjjesuno) «

*Sujujet) |eUOI}RIOA
pue S3JIAISS |BIIUI)D “Sul)]dsunod
‘uo1jeanps Jaad spiaoid pue Sa13udd
uoljewlojul yinoAawodaq -8a -
SQnNJ2 YINop o

"S99I IWWOI Juswdolanap
agel|IA ul panquisip “8-a -
Sjeualew J3|

SNIBIS /4]
pue yjeay aAipnpoidal juadsajope
ul paules} s1adiom jeq 89 -
‘sdoyssom s)|pjs 941) Suipnjoul
‘Ayunwwod uj jooyds uj ‘89 —
uoI}eINPS 193d *

‘paulel) siayoeal ‘S9 —
uoI1RINP? |O0YIS-U]| o

*HYSV aroidwi 03 pue
SS9UIBME 9SEIII U] 0] SIIHUNWIWOID
pue a1doad SunoA yym Supisuled -
uoljed|uNWWod agueyd INoIARYDY

*HYSYV 10j Loddns Aylunwwod -
pue|edijod asealdul —
Aoedonpy e

*S9IINIDS
jouonezinn
Suipn)ouj ‘sieah
#7¢—-01 pase
‘9)doad SunoA
Jo (Ssaualeme

"BJEp dAIIRNIEND

‘ejep pue sad13oeld
dduepualle aljuad ‘Inoiaeyaq)
ynoA pueoiui) ynesy

aAlINpoidal
pue|enxas ay}
anoidwi of

*(joJyuod ou)
1a)je/alojag

(£00T ‘900C
‘vdANN/N3)

‘(weulsIp
pue eyue’
US ‘ueispied
‘“ledap ‘soeq
‘elpoque)
‘ysopejsuegq)
S8113unod
ueISY UdAIS
ul pajusw
-9]dwi Sulag

(z00z-8661
9Alenu|
y1jeaH uon
-onpoiday
VdiNN-N3
3yj woij uo
3uimo)oy)

£00¢-€00¢

sisuyied |ed0)
Auew yym
‘Pal-vd4NN
‘N3 Aq papuny

VAIHY "9



83

‘JudwuoIAud Suljqeus aAsod e 03 paj s1uld

pue Ajjunwwod ‘sjooyds woijyoddns — sjusisajope
10} S921AIDS JO uollezZI|IIn 0} A3y S| uoljeWIOU]

HYS 10j Loddns aiay) Sujures pue $321n0sal
Aunwwod yum sadiA1as Supjul) eyl papnjduo)
“ualp)iyd J1vyl Yyim sanssi yjjeay

9A13INpoIdal SSNISIP 03 WY} J0j 3 NIYJIP H punoy
Aayy asnedaq uorjuaniaiul 9y} Jo 1els ayj e (sjooyas
ul Suipnpdut) uoljew.oyul yyesay aAndnpoidal
Suipinoid jo panoidde (s1ayjow ueyjy INoAey ul

aJow Apysns sisyiey yum ‘ayis uo Suipuadap

%S 6—9) siuaied }sow punoj AsAIns suljaseg
‘uoljewiojui yyeay saizonpoudal

1991102 dABY S}UDISI)|OPE JI 9SEIIIJP ||IM INOIARYD(]
Sup|el-Isi 1By} 9A3119q Siaped) Ajunwwod pue
snoi3119y "apess Yyiysia ay} woJ payels aq pjnoys
uoljew.ojul yyeay aAipnpoidal sjooyds ul jeyy
paAsIj9q pue uoleanpa yjjesy aajdnpoidal jo
Ayssadau ay) paziuSodas siadasyales jjeysow|e
punoj suoissnasip dnois snJoj uoijuaAIluI-Aid

‘painseawl
Jou al0jalay) agueyd
‘auljaseqie ysiy
Aan 9oueydadde
Aunwwo) «

‘|oJ1u0d -
J9US

‘uoi}eanps
jooyds-ul -
‘Munwwod -

{S9IIAIDS
Alpuany-yinoA -
g91IS

‘paujesy siapiroid -
S9I1AI9S A|pUBLIJ-YINOA o

‘Allunwwod -

{S9IIAIDS
Alpuany-yinoA -
vV als

‘uolednpa

19ad pue (1ayoes} Aq paj) uoieanps
100y2s S|1pys a1 A1ojedidipied o uoneanpa
100425 J0 193}
*SJUISD|0pE 10) UOIILINPI J93d - Jeuolyppe 1say
¢SJU9ISD|0PE 104 UOIIBINPI S||YS BYI] —

. ¢s103eINpa J9ad
Aq paziuesio sjuans Ajjunwwod —

‘uoIuaAIaIUL jo0YIS-Ul By} Sulpiels

*(sdnous sndoy
pue SmalAIaul
aAnjelenb pue

910434 1n0 paLLIed (Siapiroid 931A19S (syuased 005 T
pue siapea] snoiSijai pue jeanijod pue sjuadsajope
‘s1ayoea) ‘sjuaied ‘siadaayales 0009~) shanuns

uonendod auipua
pue aulaseq)
Jejuswiiadxa-1senp

Y3m suoissas) Ajunwwod sayj ul
8uisiel ssauaieme pue uoI1RZI}ISUS —
. Aunwwo) «

*91doad SunoA jo spasu
HYS 9yl 199w 0} suoljezjuesio
A13120S |1A1D 1BD0] pUB JUBW UIDA0S
Jo Alpeded jeusSeuew pue
Sujuueld eaiuydal ayy Suidojansp -
Suipjing-Ayoeded jeuonninsul e

*S9IIUDI

9]ewsy pue d)ew jesedas sased

BWOS Ul ¢ S3IIUII Y)|eay JUdWuIdN0S
1B S92IAIS Apusy-yinoA -89 -
Jomie ,S9jed’ wopuod,, ‘9 —

S92IAI9S HYS Alpusny-yinoA Ajjenb
0} ss920e dnoidw) 03 Supjiom -

S9IIAI9S A|pUBLIJ-YINOA o

*9)doad SunoA
]00Yy2s-j0-3n0
puejooyds-ul
JO InoiABYaq
puesspnine

98pajmouy]
HYSV anroadwi o)

(700t
“1e19 eAinyg)

€00C-6661

awuweiSoid
slanuoiy

ysapejsueg -/



84

“ua1pIyd J1vy3 yum Ajuado yieay aandnpoidal
SSNJSIp pInoys sjuaied paAaljaq siapes) snols|ay
*UdSII pey uoledIUNW WO

uado alow Jo suoljeadxa Suadsajope ysSnoyle
‘upjde) paujewal uoed1uNwWwWod 0} SAIINPUOI
alaydsouwie Ajlwey e ‘SS919YMBAIN "SpuUsLLy 119y}
woJy ueyy sadinos payljenb sayjo pue synpe

woJj uoljewogul 399s 03 A9y1] alow sjuadsajope
Y3IM “UOIJUDAIDIUI DY) JO 3SIN0I Y] J9A0 dAosdw|
0] pPunoj Sem uoljediunwwo) ajo4 198351q e Aeyd
pinod Asy} 0s uoljewoju] a1ow 398 03 pajueming
S9NSS| 9AI}ISUDS 8Say) noge uaipjiyd o3 Ajuado
3B} 01 9dUdpLU0I k] Ajjeuoilipel) sjudled
*sAanins

UdaM1aq sasueyd Juedyiusis Maj Yyiim sals Apnis
11e ul S1aylej pue SI1aylow 10} 310W 10 %06 paydeal
(AIH/1LS ‘foueuSaid pajuemun/Ajaes ‘Ayjenxas
‘Awojeue) so1doy Jay3o e jo jeaosddy “(50°0>d)
%99 0} %E£S WOl pasealdu] uojydasesjuod Jnoge
uoljewlojul Suipiroid jo jeaoidde a1aym uojjudAIRUI
100Y2s-ul Y3 YHM 3}S 3y} ul sem aSueyd sA1sod
JueILIUSIS SUQ dUIPU JB % /L PUB %G USIMII]
S1aA9] jerosdde ypm 21do] A13ISUSS JSOW BY) SBM
uondadesjuo) -21do} 03 Suipiodde paleAa} ySnoyle
(ano0adwi Ajjesijewesp Jou pip Ing) UOIIUDAIDIUL BY}
ysSnoJay} anij paujewsal siy} pue HYSy sSuirosduwi jo
108 8y} pasiopud A)Suolis siaquiaw Ajunwwo)
*9}IS UOIJUdAIRIUIL JBY0 dY3 e (S0 0>d

Juedyiusis) Suisealdap ing (S0 0xd Jueaylusis)

"BJEP AAIIR}IRND) * UOIIBINPA [00YIS INOYIIM SIS UOIJUIAIDIUI 3Y}

‘uoissaisSal pue (uedyiuSis-uou) a}s J043U0D 3y} yjoq je

d135150] 91LBAIIINW ON | Suisealdu] uswom Suowe jeaoidde yjim Jeajpun sem

‘panlodal swuweliSold ayj jo 1oedwi ay] "s.usw ueyj Jlaysiy

Ss|eAlaiul adusapyuod | semjerosdde s,uswop (%0/ dAOQE ||B) UOIIUSAIDIUI

ou jng sagueyd awos 3y1J0 1e1s 9yl 1e Y1y Sem S321AIDS 3AI3IAI 0}
10} 53591 dURIYIUSIS * 3]qe Sulaq sjuadsajope jo |eroidde |ejualed e

‘pauiesy siapiroid -
S92IAI9S A|pUaLIy-YINo, o

‘uol3eanpa 1aad
pue (1aydea} Aq paj)) uoljeanpa
100y2s S|Ipys 941) A1ojeddinied o

‘sdnoig s,usawom se yans
suoljeziuesio pajdejuod pue
sdnoJ8 uoissnasIp pa) Sileyy
]e120S Jo AJ3Siuly pue yjesH

Jo Aisiuiy syy jo sjuase H3| -
‘(309loid ay3 Aq pausauod
sSuj}9awW pue S37UIJU0D
papuane s1apea)
dAIjRAISIUIWPER pue snolS|a4
‘sjuased) Suisiel-ssauaieme
pue UOI}eZI}ISUIS —
‘sjuased yoeal 03 pasn
0S]e 3Jam s1ojeanps Jaad
Aq pa] suoissas uoleanps —

Aunwwo) «

‘(dnoqe ‘synoA ueqin

Se) uo13eanpa |0oYds Jo 100Y2s-J0-1n0
129449 |euollIppe 35391 puejooyds-ul
Joanoiaeyaq

‘(3A13e)END PUR pue sapnyune
‘Aonins-1sod ‘Adnins-aud) ‘agpajmouy]

|Jeluswiadxa-1send  HYSY aAoidwi of

(700t
“1e1a doiq)

€00C-6661

awuweisSoid
FENUIE

1esauas °g



85

‘e}ep sAlleH|eND o
‘papnjduljou
S]eAID}UI IUBPYUOD pue
SO pue uoleIIUNWWOI
pl1yo-juased ul saSueyd
10} payodal Ajuo

3u13say duedYIusIS o

"eJep aAlje||eny o
‘payiodal jou
S]BAJR1UI 9IUIPYUOD %56
1nqg pajejnajed agueyd 0}
aduedyIus|s |ed13SIIelS
Blep aAljelIuenQ o

‘Sapnie 9say}

9zlI|elaql) 0} pa]ie) pue SepN}IIIL 9SdY) PadIojuldl
(3usuodwod |00YIS INOY}IM 8}IS UOIJUBAIBIUI BY}

u1 Ajje1dadsa) suoijuaaialul sy} pue ‘yum uiSaq o}
ySiy sem ssjewsy 1oy Ajienaipied ‘Suiesqpiiyd pue
x9S |ejewsld yjoq jo jeaoiddesip pamoys shAaaing
*1913B] 9y} Ul HYS Inoge Ssiaydes} 0} y|e3 03 Ayuspual e
10 ‘JawI0) 3y} ul syueisisse jusawdojaasp Ajunwwod
pue si03eanpa J9ad Jo Jaqunu Ja3eaIS Y} 0} aNp Sem
SIY3} 1 1BD]2 JOU S|} “PAPN|dUl SEM UOIIBINPS |00YIS
3J9YyMm 9IS ay3 Je anosdwi jou pip INg (%SG E-8T WOy
paseasdu] jusied U0 }sea] 18 Yim HYS Suissnasip
a8ejuadsad g0°(rd) uoljuaAIaIU] UOIIBINPS |00YDS
3y} apn)doul jou pIp Jey} 3}S UOIJUIAISIUI dY} B
Ajpueoyiusis panosdwi uojedtunwiwod pjiyd-jualed
‘awwelSoid ayj 1o ioddns

pue HYSY Jo uoissnasip Ajjunwwod Suiseasdu|
0318213112 SBeM (S9AI3RIURSDIdDI JUBWUIDAOS

pue 3)doad SunoA ‘s1aydea) ‘siapes) snoisial
Suipnjour) S19p|oyaY LIS |BIIUSN}HUL JO JUDWDA]OAU]
puepoddns ay] "HYSY Inoqe sanSojelp pue
uoljew.ojul 3y} 03 aA13dadsl AI9A 319M Sl UNWWOD)

*UOIJUAIDIUI DY} 0} paINQLI}IE 9] JOU 310)313Y}

ued sasuey) "*0T6° T=y0) uol}eINpa jooyds-ul

yum dnoiS uoruaidlul pue (£99°1=40) dnois
1043u02 3y} ul Ajuo pue (Siayjow jou) Sisylej yum
uoljediunwwod 1oy (S0°0>d) Jueayiusis Ajeonsiels
Ajuo sem agueyd siyj “J9ASMOH *10} pa]j043u0d sdnois
Apnis Jo So13S1193081RYD U] SOIUIIYIP YHM ‘SONSS]
yljeay aaidnpoidal Jnoge sisyjey pue sisayjow
113Y3 ym axods oym sjuadsajope jo uoipiodoid ay)
ul 9seaJdul ue pamoys SASAINS UOIJUBAIBIUI-ISOd
‘dwwesgoud

3yl 01 Aj10a11p pavjul) 9q jouued Juswaroidui

0S sdnoiS joJ3u0d pueejuswiiadxa ay) yjoq ul
PaAISSqO a19M S9SURYD INQ ‘9w ) J9A0 paroid il
U140 SOPNHIL 9SAY] *SIUIISD|OPE 0} SIIIAIDS pue
uolnjew.ojui jo A1annap ay3 Suipiesal 1aaloid ay)

Jo SuluuiSaq ayl e sapniie aAlyisod aynb pey

S1ap)oyayels Aunwwod Jey] pamoys s}nsay e

‘pauiesy siapiroid -
S92IAI9S A|pUaLIy-UINo, o

‘uol3eanpa 1aad
pue (1aydea} Aq paj)) uoljeanpa
100y2s S|ipys 941 A1ojeddinied o

‘'SJU”AL

yoeasyno pue sSuyauq
Sujziuedio uj s103eanpa
199d 1s1SSE 0} UO JUIM UdY)
si9pea) Ajunwwod pue
snoiS1)9yY *(S19pea) ‘siaydes)
‘sjualed ‘siadaayales
Y3}IM SUOISSIS Ydealno
pue Suyaliq) s101eanpa
199d pue sjuejsisse
juswdojanap Ajlunwwod
Aq Sujsiel-ssaualieme

pue uoljez(}isuas -

‘uoljeanpa Jsad —

Aunwwo) «

*SJUdAd AJJunwiwod
ysnouayy uonewlojul HYS
pajeulwassip d)ay 418yl yim
pue ‘(s4a1d13nw) S1993unjoA
Ajjunwwod ures} 03 sand
dnou8 ejuswiiadxa ay} jo
yoes ui Jojeuipiood sjdoad
8unoA,, e pasejd weyxay -
‘(siopes) ‘s1aydes)
‘sjualed ‘siadaayales yum
Su01sSas) Sulsiel-ssaualeme
pue uoljezi}Isuas -
‘uoljeanpa Jsad —

Aunwwo) «

‘pauies} siapiroid —
S921AIDS A|pudlj-YINoA

‘uoyednps 1sad

pue (1aydea} Aq paj)) uoljeanpa
100Yas SIS 9411 Alojedidilied o

‘(anoqe se)
uoljeanpajooyds

J0123443 |euol}ippe 1531

"SM3IAI9]UI AIIRYEND

pue (sjuadsajope

(shoq 000T1) 002€~)
sAaains uonendod

aul|pua pue auljaseq)
|elusWIadxa-Iseny

*(anoqe

SE) uo13eanpa 100y IS JO
129443 |euonippe 1saL

‘(dAnellENb pue

‘Aanins-3sod ‘Aanuns-aud)
Jejuswadxa-1sen)

‘eAudy|

]einu ul syynoA
100Y25-j0-1n0
puejooyds-ul
Jo Inolaeyaq
pue sapnjje
‘98paymouy|
HYS anoidwi o)

*SYinoA
100YdS-}0-3n0
puejooyds-ul

J0 InoiAeYaq
puesspniijje
‘98paymou|
HYS anoidwi o)

(€00t
“1e 18 Ma)|SY)

€00C-6661

awuweisSoid
sia1juol
eAuay ‘01

(00T
1218 UOUIBA)

€00C-6661

awuweisSoid
slanuoly
0JIX3N °6



86

‘1'e1sp

ul payJodal jou sapnije

Jnpe uj sagueyd pue

IN0 paLLIed Jou dSueyd

InolAeyaq juaisajope
40 3uU11S9) 93ULIYIUSIS o

‘S9JIAIRS

pue uoljewJojul 10y A} UNWWOD 3y} pUE S}UIISI)0pE

Ag spuewap pue sanss| y3jeay aAizanpoidal

J0 Suipuejsiapun Suisealdul ‘Ajunwiwod ay}
9zl)iqow 0} punoj sem yoeoidde A1ojedidiyied ay|
(%S°TL 01 %Y 6€) So|ewWaj ueqin

puUe (%0° TS 03 %9°G ) S9)ew jeinsjsSuowe }sajeals

Sem asealdul siyj ‘syualed 119y} yyum swajqoud

y3eay aAidNpoldal passnisip SjuadSajope Jaylaym

U0 129445 193ea1S pey uonuaslajul A1ojedidilied
*Apn3s ay3 Jo awi) 8y e Jou Ing ‘SaW0IIN0

yijeay aAidnpotdal panoidwi 03 pea) 03 pajdadxa
9 pjnom asay} w.s} Suo) ayj u| “Ajiqeuleisns pue
‘uipjing-Aypeded Quawiamodwsa ‘swiou aSeliew
SB JINs S10}9.} |BNIX3IU0D JSPROI] Y3 JO SWId}

u1 aA13Isod asow Ajjerauelsqns sem (T) ISASMOH

*(2) suolusAI}UI |eUOIIIPEI] UBY] (INOIARYS] pUB
sapnilie ‘98pajmou]) yyeay aAizdnposdas yinoA jo
s103edipuj diseq uo aAisod atow AjjeuiSiew Ajuo
319Mm (T) uonnuanajul Aojedidinied syl Jo S1943 «

*S3IINIDS A|pudilj-yInop
*uoljeanpa

apinoid 0} Sujuiel) Jaydes) e

*uol}eInpa 193d o

*SUOIJU3AId}U| |eUOI}IpRI]

(ednit

‘ueqin T —Sa3IS ¢)1041U0)

*uo13eINPA Iaydes)
*sajjiunjioddo
pPooYI)9Al] dA0sdw 0 S}I0HT
*SWLIOU |B[J0S UO 91}B3Y} 19911S o
'SANII YINoA o
*uo13eanps 193d Jnpy o
‘uSiredwed H3| «
*Suj))9sunod
pue uoi}esnpa 193d o
*S9IIAIDS A|pudLIy-YINoA o
‘uojejuswa)dw
pue u3isap Jnoysnoiy}
uonedidiyed Ajjunwwod
pue yinoA 1ayeais -
yoeoidde Aiojedidijied
(T) uonjuaaialU|

‘aul|pus pue
auljaseq pajda)0d
ejep aAleyenb —
‘Aanins
juand AidysAw —
{(s4apinoid
9JIAI9S pue Jnpe
‘sjuadssjope
‘spjoyasnoy) sAaains
dul|pus pue aujjdseq -
Jejuswiiadxa-1senp

‘SujwweliSoud
ui uopjedidiped
Ajunwwod
pue yinoA jo
ddUaNul Y}
159} pue 91doad
SunoAjeany
pue uegin jo
HYS anoudwi o)

(100¢
“le1a Inylew)

(€00t

YaIep 03 000¢
1aquianop)
uoljuaAIalul
Jo syjuow
-l

MADI

pue yjesH
-1apuasuj

JedaN ‘1T



87

*9JU3PIAD |RIOPIBUY o

*sagueyd Inoiaeyaq

J0 Su11s91 93uedyjusis oN

*SIIINIDS
Supyaas Suipn)aui ‘y3jeay |enxas pue aARINpoidal

UMO 1193 jo 381eyd 3y e} 0} 9jdoad SunoA aSeinodus

111M 1By JUSWUOIIAUD Suljqeus ue a1eald padiay
yoeosdde A1ojedidipied ayijeyl i) seml| o

‘9%, GG 019%9¢ Woij dn 3sol Sanss|

Ayjenxas noqge sjuaied 119y} 013|]e1 01 3)qE 119}
Asy3 1eyy Suijiodal syuadsasjope jo aSejuadiad ayj

*saljiiold se uojjedIUNWW0d

juddsajope—juaied anoidwi 0} paau sy} pue

SJIAIDS Y eay aA13danpoidal jo asn Juanbaljul

payniuapi Ajunwwod sy *(usauodwod suo jses) je

ul pajedidned pey pamalaIalul 950U3J0 %0.) Usiy
sem swwelSoid ayj ur uonjeddiped Ajunwwo) o

‘eale yinoAepads -

‘sinoy Sunesado pajsnipe —

‘paujesy siapinoid -
S3JIAIRS A|pUdlij-UINoA o

‘ulapow puey|joy -
BIP3

‘shejd ajos -
‘S)sinawoy —
¢SuoISSNISIp —
uoI3eINpPa J33d *

‘siaquiaw Ajlunwwod
J13y30 pue ‘sjuaied 10}
syi9loud ssauaieme —
Aunwwo) «

:8uipn)ul

‘Spaau |eJ0] uo paseq sueld
uoljdoe dojaaap 01 sase)|IA

0¢ ul siaquiaw Ajlunwwod
yim payiom ajdoad SunoA
SuJAIRS suoljeziuesio |ed0T]
‘awwelSoid ayy Sunnenjeas
pue Sunjuswsa)dwi ‘Suidojanap
Ul JUSWAAJ0AUI AJJUNWIWO)

‘Aanins

(®2110e1d PUR SBpNIE
‘93pamou]) dv) -
(josauod ou) Jayje/alojag

‘SjuLdIsa)ope
Jeany

"(HYSY Buipiesal

uoled1uUNWWod
pue SaJIAIaS JO
9sn sapn)oui)
sanoud |edo)
apdel pue
Ajuapidiay

0} uonjezijiqow
Aunwwo)

(00T B £00¢C
“le1a 0iep)

200C—866T
dwuweiSoid

1eaA-

yijesH

S, UsWop

10} 91Ny
RJTTBLY

pue YIno, 1oy
S9)RIOAPY

ose4
eupung 'zt



88

*sSuipuy 043u0d
910 uoljeujweluod
9WOoSs pasned siy|
‘way3) Sunjuswa)dwi
palJels wie|0J3uod
3y3 ul saAlleluasaldal
jeyyejndod os asam
UOIJUdAIR1UI UOIIRZIIqoW
]BI20S 9Y] Ul SUOISSdS
uol3eanpa yjjeay ay
jeyl siuonejpwliauQ o
‘pajiodal jou ejep
aAlleluenb pajielsq o

*S9W02IN0 HYSY Suinoidwi

u1 SaJIAI3S Ajpualiy-yinoA jo uoisinoid ay3 ueys
]elluaN)jul 3Io0W SEM UOIIeZI)IqoW |BIJ0S ‘|e1auas u|
‘uonuaAIalul 3y} o3 Jond asam Asy) ueyy

9182995 0] 31ISap S ,uewom SunoA ayj jo anipioddns
9q 0} A]9)]1] 310w MOU 3Je ‘Supyd3s Yy3eay S, usawom
paiuew SunoA 1oj siadaayaies Alewnd ayj usyo

9ie Oym ‘me)-ui-siaylow Jeyy Moys ejep aAijeljenp
*9182)995

Asy3 usaym sanim aiay) Auedwodde Ajjenjoe spueqsny
Jo Ayourw e Ajug ‘yuigpiyd pue Asueusaid Sunp
swa]qoid 10j JuawIeaI} 393S 0 SIAIM 113y} MO]|e 0}
Sunm ase A3y3 1ey) pue ‘aied |ejeUIIUE 10§ PIBU BY)
SB YINS ‘SaNSS] 98I |eUIBW JISEJ JO dIBME MOU dJB
spueqsny 1sow ey} pamoys spueqsny jo ASAINS 3y e

‘|oJju0d T

‘Yyioqt -
¢S9IINIDS
Ajpuaiiy-yinoA Ajuo 1 -
‘uoljezijiqow
Jernos Ajuo 1 -
uoIjuaAIRIU|

*Spaau S ,Juadsajope
0} Siapinold 9z13Isuas —
{SAVIAIDS
juawuianos Jo A1jigissadde
pue Ayjenb aroudwy —
(HYSV Spiemo} paleas jou ale
S32IAJI3S JBY} DB} BY) SS9IppE)
S3JIAIDS A|pUdLLS-UINOA o

‘y3jeay aAndnpoidal
Suinoudwi 03 SjulRIISUOD
(uonjezijiqow

]eI20S) puewap SNSIBA
(s@21n19S Ajpudiij-yinoA)
Ajddns Suissaippe

JO SSBUBAI}IBYD

9Alle]al 9y} 1S9} 0L

‘uol3ednpa
Ajjunwwod pue Juadssjope -
‘(®1edidiped oy ul
umelp spueqsny pue mej-ul
-s19yjow) sdnois s, uswom
pue ymnoA uayjiSuails —
HYSY uo aded
salyunwwod jeyy Ajiorid moj
9y} ssaippe 0} suoljezjuesio
paseq-Ayunwwod Suilsixa
ySnolayj uoijezijiqow |eidos e

*(spiodal
d1ul)d/18x10M Yyjeay)
S921A19S A|pusi-yino

‘(uoijen)eas ssado0.d)
uonezijiqow edos

‘(SmalA13ul 9A1lRY BND
ul Mej-ul-siayjow G/
‘AonIns aAljeluENb

uispueqsnyz/6)
UOIUAIRIUI-PIW
‘(S118 paLew

9981) AoAIns auljaseg

‘uonejuawsa)dwi
pue uS|Sap uoljusAId}u| Ul
JUSWIAA|OAU] (SI3Y30 pue

9)doad SunoA) Ayjunwwo) ejuswiiadxa-1senp

*UIWOM 3y}
uo SNJoJ e Y3IM
(s1edh gz mojaq
SI 9JIM 3I3YM)
s9)dnod palew
-Aimau Sunop

(£00C
“le1a apued)

900¢-100¢

(SHY4
pue mydI)

eiyseseye
‘elpul €T



89

‘lEp dAIIRYIEND o

‘paiuiew aJe A3y} a10j9q uoijew.ojul

yieay jenxas pasu siiS jeys pajedaldde Asyi jeys
pamoys siy] *s}418 pauiewun yym sawweisoud

B 14B)S 0} 3D 10} 1S9nbai J1ay} woiy 1es)d sem
uoljuaAIalul 8y} 1oy poddns s Ajunwwod ayj

*13Y10 Ydea Yy3im uoijdnpoidal pue Ayjenxas

SSNJSIp 0} Juejdn|al usaq Ajsnoinaid pey SaAIm

pue spuegsny a13ym pasealdul uoledjunwwod
9]dnod jey} si1sa88ns ejep aAllel end

*S9AjaSWaY}

$9]dnod ajim-pue-pueqsny se Ajunwwod sy} ojul
juam Asys Ji se)1dnod SunoA Suiyseal je |nyssaddNs
alow pue pajdadde alow IaM SI9XIOMPIaL 1By}
punoj sem 3 ‘uoizejuawajdwi jo poriad e Jsly
*S9IIAI3S 0 |R1I3Ja) Sulpnjdul ‘SallIAIIER 3y} JO
9oue}dadde 10y |e1aNId PaIapPISUOI SBM X IBPI3Y SIYL
‘(939 s1aquiaw Ajjunwwod Ady| ‘siapiaoid ased-yyesy
‘S192ea} |00Y2S) Sa13IAI}IE UojedNpa Ul pajedidiyied
Ajjewiojul pue uoiuaAIalul 9y} Jo uSisap ayl ul
POA|OAUL BI9M SIaqudW AJIUNWWO) JO 3SURI Y o

‘pauielsy siapinoid yyeay -

(W Aq

papinroid) Sa21AI9S B1RD pue
Suiasunod Ajpuailj-yino,

*S9IIAIDS |ediul)d Suiinbal
950U} 10 Wwa)IsAs |erin)ol
e papnjauj sjusuodwod
Sui@sunod pue uopeanpa -
{S10]]asunod/s1oleanps se
paules} S19Ydea) pajsalajul —
{(saniAnoe e ul pajeddiyied
Ajjewojul sisquisw
Ajlunwwod) siayjo pue
Me)-Ul-Siayjow ‘spueqsny
‘uswom SunoA je pawije
Sui@sunod pue uoneanpa -
Aunwwod
93 Ul SUOISSas Sul)|asuno)

‘Allunwwod
dY) U] SUOISSIS UOIIRINPT o

(uonejuswa)dwi
pue uS|Sap ul JUSWIA|0AU]
Ajlunwwod) Aiojeddiped

*(se1dnod /)

AsAins suipus
‘(®A13e11END) UOIIEN|BAD
ssa0.d (s9)dnod #11)
Asnins sunaseg

JeluswIadxa-1send

‘Slaquisaw
Ajwey pue
Aunwwod jo
wnJ3ads peoiq
e 9pn)oul 0} pue
(s1edh gz—#T)
SjuddIsSajope
paliiew loj
Suasunod
pueaied snid
‘uoijeanpa

HYS apiroid o)

(£o0t
“|e1a apued)

(wa
pue pmyDI)

eijyseseye
‘elpury 1



90

Cultural and social events, such as festivals and sports competitions, bring large numbers of
people togetherand itis therefore usefulto link SRH activities to them.

Events have been shown to have some influence in fostering community awareness but there has
been very little evaluation of their specific influence on community support for adolescent SRH
services. Evidence suggests the linking of adolescent SRH to events needs to be sustained rather
than one-off, and should be part of a wider multi-component intervention in order to have any
lasting impact.

By actively targeting many different groups (e.g. service providers, community leaders and parents
as well as adolescents) and by presenting adolescent SRH as a topic for discussion, and thereby
showing thatitis acceptable, media activities can influence the social norms and cultural practices
that are key to creating a supportive environment for SRH service provision and that have a strong
influence on the behaviourofyoung people.

Group education sessions

A first step in fostering an enabling environment is to break existing taboos that surround adolescent
SRH and to increase discussion of these sensitive issues by raising them publicly in the community.
Small group education sessions using participatory rather than didactic methods have been
successfully used to do this (e.g. Weiss & Gupta, 1998). Such sessions can include improved dialogue
between parentsand children.

Sessions may be ongoing but are commonly concentrated in the first phase of programmes in order

to gain support for the implementation of other components of the intervention, including the

provision ofservices.

A focus on sensitizing key stakeholders such as parents, religious and community leaders and

government officials is common. Focused awareness-raising efforts and discussion sessions are

often combined with wider exposure to SRH messages via the mass media. Sensitization of key
stakeholdersandgainingtheirsupporthasfacilitated implementation of wider SRHinterventions.

— Parents playakeyroleininfluencingadolescents’ health and accessto services. Theymayoppose,

or avoid talking about, sex education. They may control access to services (sometimes legally if

the law specifies that certain services are available to adolescents only with parental consent).

Interventionsthereforetrytoinvolveand educate parents onthese sensitive topics.

— Community and religious leaders are key figures in influencing social norms and in determining
and leading a community’s response to adolescent SRH. They can prohibit or assist with the
provision of services for adolescents. Interventions have sought to work sensitively with
thesegroups.



Community participation

Community and adolescent involvement in the design, implementation and evaluation of
interventions is very valuable. It can help nurture community support for programmes, ensure they
meetthe needsofthe population,and bringasense of ownership thathelps sustaininterventionsin
thelongerterm.

Participation does not need to be all-encompassing but should focus on strategic people at
strategic points (Mathuretal., 2001).

Broad community mobilization activities can help gather wide support for ASRH programmes and
can ease some ofthe barriers to adolescents’ access to services (WHO, 2005).

In societies where stigma and conservatism towards ASRH exist to a degree that makes community
mobilization unrealistic, approaches that specifically target adolescents to encourage them to
access services may be necessary (e.g. the voucher scheme in Managua, Nicaragua).

Anecdotal evidence from a wide range of projects and research studies frequently states that it is
importantto involve the communityin building an enabling environment that fosters positive youth
choices and behaviours in SRH.

Most interventions do not specify objectives of community participation or empowerment and
therefore do not develop indicators to evaluate this participation. There is therefore little evidence
ofthe true effectiveness of these approaches.

The quality of evaluation is improving, and several studies provide strong evidence for the value
of strategic adolescent and community participation (e.g. Mathur, 2001), though more studies are
needed.
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CHAPTER 5. Conclusions and discussion

In investigating community-based SRH interventions that aimed to increase uptake of services by
adolescents and community support for their provision, the lack of rigorously evaluated studies makes
it difficult to estimate accurately the relative merits of different approaches. Those that are evaluated are
typically small-scale interventions carried out overa short period of time, with little evidence about the long-
term effects on behaviours or on scaling up and evaluating long-term programmes. There are two further
problems. First, the two outcomes of interest are often not specifically measured. For instance, demand
for and utilization of services are not always seen as priorities in monitoring broader community-based
interventions. Knowledge and attitudinal changes are more commonly the focus, while community support
is often mentioned without being a specific objective and therefore indicators are not set to measure it.
Second, a further problem is that, in multi-component interventions, the design of the evaluation rarely
allows the impact of the different components to be measured accurately. A total of 30 programmes have
been reviewed, and although the majority have been classified as a particular intervention type according
to their focus, most involve multiple components and this fact influences the extent to which specific
conclusions can be drawn.

From the evidence available, itis clear that programmes generally seem to be more effective in influencing
knowledge and attitudes than in changing behaviour related to health service use. This is not surprising as
it is widely understood that behaviours are less malleable and are influenced by many factors additional to
those that affect knowledge. Nevertheless, although available evidence does not point to a ‘magic bullet’,
thereis evidence of the potential to increase adolescent’s service use, and of the important role community
members can play in this. An overview of findings from the different intervention types are given below, and
summarized in Table 12. Finally, some key findings are drawn out from the studies highlighted in chapters 3
and 4 asprovidingthe bestevidencelinking specificintervention contentand outcomes.
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Interventions in schools benefit from a ready-made audience and there is reasonably strong evidence of
the benefits of using of curriculum-based participatory and life skills approaches. These methods have
been shown to increase knowledge and awareness but there are no long-term evaluations that measure
sustained effects and relatively few data on behaviour change or utilization of services. The data that are
available are mixed. The Frontiers studies in Bangladesh, Kenya, Mexico and Senegal used a strong quasi-
experimental design to test the effect of a school-based education component in addition to community
and service interventions. However, the studies found no consistent pattern between countries regarding
the influence on many indicators, including uptake of services. This suggests that effectiveness is highly
specific to the context and the intervention design (as intensity and detail of components varied a little
between countries) and interventions need to be carefully tailored to the local area. The potential for
setting up active referral systems between schools and health facilities was more positive, as shown by
Okonofua et al. (2003) in Nigeria. School-based health services, and linkages between schools and nearby
services, have proved successful in the USA (Santelli et al., 2003) but further evidence is needed from
developing countries. In theory such a system can help allay fears and legitimize care-seeking (Brabin,
2002).

IN-SCHOOL EDUCATION, ENDO, NIGERIA (OKONOFUA ET AL., 2003)
Formal referral systems were set up between schools and health facilities. The involvement of health
professionals in providing education within the school setting generated demand for services and
strengthened their uptake. This study shows the great potential of linking schools and health services to
increase demand.

Community-based education has the potential advantage of reaching out-of-school young people as well
as those in school. The former are often more vulnerable but, because of low enrolment and high drop-
out, they often form a significant group. Sessions can be more informal and relaxed, promoting more
open and participatory discussion. The sensitivity of the subject usually makes it difficult both politically
and practically to introduce the topic formally in schools. As with in-school education, participatory and
life skills educational approaches show the greatest potential. However, they are less likely to follow
curricula which have proved relatively successful in schools. Sessions within the community may struggle
to maintain attendance over a period of time, with other commitments often getting in the way. The
involvement of the target group in the design and implementation of the programme has been shown
to help address this and to ensure that activities are closely targeted to adolescents’ requirements . The
use of community members to carry out education in a culturally sensitive way also shows potential, as
does the combination of these sessions with wider community mobilization activities (e.g. see Pande et
al., 2007 in relation to India). . Although there is evidence of such interventions influencing knowledge
of ASRH issues and some related behaviours, there is not strong evidence of it influencing the uptake
of services. However, for those participating over a period of time there is evidence of improvements in
awareness and even changes in risk-taking behaviours when interactive, participatory methods are used.
Further research is needed into sustaining education sessions in the community and strengthening links
to services.
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COMMUNITY EDUCATION, MAHARASHTRA, INDIA (PANDE ET AL. 2007
The programme focused on married adolescents. The involvement of key decision-makers (husbands and
mothers) as well as adolescents was vital to the effectiveness of the education sessions in influencing
utilization of services. The other important factor was the setting up of a referral system which meant
that participants in education sessions who were in need of care could easily access services.

SOCIAL MOBILIZATION, MAHARASHTRA, INDIA (PANDE ET AL., 2007)
This programme also focused on married adolescents. Women’s groups and other community-based
organizations provided effective existing vehicles for raising awareness of ASRH issues. Similarly the
involvement of key decision-makers (husbands, mothers, elders) was crucial to success. Without their
support, married adolescents do not have the autonomy to seek care.

The use of existing youth structures such as youth centres not only has the benefit, much like schools do,
of providing a ready-made target audience, but also has the added benefit of enabling out-of-school young
people to be involved. There are many examples of youth centres being set up with an SRH purpose in
mind, and these tend to combine services with recreational activities to attract young people, as well as
providing vocational and educational components. There has
been some success in promoting youth centres for information,
recreation and services (e.g. Centre Dushishoze, Rwanda) but,
in general, evidence for encouraging young people to access
services is poor. Those that do use the services tend to be older
than the target age and often female. In general, the high costs
of maintaining centres, compared to the costs of supporting
outreach/peer promotion components of interventions, does
not seem to be justified (Erulkar & Mensch, 1997; FHI/YouthNet,
2002, 2006). There is some evidence of young people’s
preferences for health facilities or for the private sector (e.g.
pharmacies) when seeking commodities and services, and more
research into the effect of youth centres on the uptake of other
services available in the community would be useful.

WHO-217018

Much effort has been put into providing youth-friendly services but, although they have had some impact,
by themselves they do not appear to be effective at attracting youth. Nevertheless, intensive promotion via
IEC materials and media combined with outreach educators who can provide referrals does show potential
for increasing uptake, as does the use of these techniques as part of a branded social franchising model.
The innovative use of private sector outlets such as pharmacies also needs further investigation since
these are often the first choice for young people seeking contraceptives and other commodities.



PATH RX, THAILAND (BOND, FIRESTONE & FRANCIS, 2003)
Adolescents are commonly more comfortable purchasing commodities through the private sector where
anonymity is easily maintained. The combination of community IEC and the training of pharmacists and
drug sellers to provide wider SRH advice and referral to health services has proved to be an effective
way of reaching young people and increasing utilization of services. The combination of education to
increase demand and the opportunity for referral and easy access to services is very effective.

Providing peer education/counselling is a popular and flexible approach that has been used in many
different contexts (e.g. schools, universities, youth clubs and the community). Educators themselves seem
to benefit the most but there is evidence for some impact on the knowledge and behaviour of recipients. It
has been found that educators must be selected carefully to ensure that target groups are reached, since
educators tend to focus on people similar to themselves. Peer programmes vary considerably in objectives
and operations. All provide education but peers may also act as counsellors or condom distributors, or
they may provide referrals to formal health services. These are often not closely monitored, however,
and although there is some evidence for their impact on condom use, evidence is weaker for uptake of
services. There is some demonstration of the influence on stimulating demand for services though this
has not always been planned forand itis important than peer education is combined with strengthening of
provision of youth-friendly services (Population Council, 1999). Youth and community participation helps
retain and motivate educators, sustain programmes and maintain responsiveness to local needs. Peer
education may be implemented alone or as part of a larger programme but evidence suggests that it is
most effective as a component of wider interventions, ideally including outreach services of some kind
(e.g. Lusaka, Zambia (Mmari & Magnani, 2003), Botswana, Ghana, Tanzania and Uganda (African Youth
Alliance, 2007)). There is some debate about sustaining peer education programmes outside the NGO
setting and about the quality and accuracy of information that peer educators provide (Brabin, 2002)

The failure of narrow problem-specific education
programmes has led to an increasing investment
in broader life skills or youth development
approaches. These aim to address the wider
determinants of behaviour, placing SRH behaviour
in the broader context of adolescents’ lives.
Such approaches should increase adolescents’
autonomy, mobility, self-esteem and decision-
making (WHO, 2005; Reynolds et al.,, 2006;
Blum, 1999) which should positively influence
both ASRH and life more broadly. In many
settings, reproductive health and wider life skills
interventions are beginning to be linked due to
the combined needs of adolescents. However,
these interventions are being designed on a fairly
ad hoc basis. There is a need to develop technical
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capacity in this area in order to carry out evaluation over longer time-scales and share best practice. The
degree to which programmes link with services and specifically aim to increase utilization varies. A range
of demonstrated best practices exists upon which more ambitious linked programmes could be built
and some work has been done on linking reproductive health in with livelihoods approaches that look at
improving employment opportunities (Esim et al., 2001). In general life skills approaches show potential,
and are certainly more effective than narrow didactic approaches. However, there has been little long-term
evaluation and evidence available suggests that it is difficult to sustain changes after programmes are
completed.

BETTER LIFE OPTIONS, INDIA (LEVITT-DAYAL & MOTIHAR, 2000)
This study demonstrated that a focus on services within the ASRH component of a life skills approach
can have an impact on service utilization. It focused on married and unmarried young people, butimpact
was noticeably achieved on the use of reproductive rather than sexual health services. This implies that
while improvements in autonomy and decision-making associated with life skills can influence the use
of available reproductive health services, the use of sexual health services by unmarried adolescents
may be more dependent on wider cultural factors.

The use of media covers a wide spectrum of different approaches, from the distribution of IEC materials at
health centres, schools, workplaces and other locations to comprehensive mass media campaigns using
television and radio. In general, participatory education methods and a holistic approach to adolescent
health are being advocated for. Although IEC materials may be a valuable educational component, alone
they are unlikely to produce changes in behaviour. The use of mass media is unique in its ability to reach
easily large numbers of people, and the mass media’s wide coverage means it can influence social norms
and practices and provide population-level sensitization to ASRH issues. Disentangling the impact of
media efforts on knowledge and behaviour is difficult and, in general, evidence suggests that they are
more effective in influencing the former than the latter. There is only weak evidence that media efforts
successfully increase uptake of services, but more research is needed as this is often not adequately
monitored. Media programmes seem to be most effective when combined with other complementary
activities such as educational materials, entertainment and health services. Social marketing of ASRH
commodities and services with focused marketing of branding also shows potential and requires further
investigation. As mentioned earlier, this can form a component of the broader social franchising of services
(e.g. PATH RX Thailand).

MEDIA, ZIMBABWE (KIM ET AL., 1998, 2001)
This study showed that if a variety of media are used specifically to promote services they can
have an impact on utilization. In this case, launch events, drama and leaflets were found most
effective. In general, a multi-pronged approach maximizes exposure and has the most impact.



The provision of vouchers for subsidized or free SRHS shows great potential but there is a lack of rigorously
evaluated studies and a need for more research. Voucher schemes can utilize the private sector and give
adolescents a choice of services so that they can pick the ones that they feel most comfortable with. The
schemes show great potential for targeting adolescents even within a politically conservative context, and
of realizing unmet demand for care (e.g. Managua, Nicaragua). Such schemes require careful monitoring,
however, and may be labour-intensive to run.

USE OF VOUCHERS IN NICARAGUA (MEUWISSEN ET AL., 2006A & 2006B)
The very high uptake of vouchers distributed to provide free SRHS demonstrates the great potential of
this approach in increasing service utilization.

KENYA, FRIENDS OF YOUTH (ERULKAR ET AL., 2004)
In Kenya, uptake of vouchers was also high. Their combination with education and community
sensitization activities is thought to have helped to ease additional non-financial barriers to utilization.

Education sessions that involve the wider community rather than just adolescents have the same problem
of sustaining interest and attendance. However, they have the advantage of being able to encourage
intergenerational dialogue and wider discussion even on taboo subjects, and they can help to break down
stigma and discriminatory attitudes. Sessions may be ongoing but are commonly concentrated in the first
phase of programmes in order to gain support for the implementation of other intervention components,
including the provision of services. In some cases it is necessary to make key actors in the community,
such as parents and community leaders, an important focus of activities. For example, many parents and
community leaders recognize that there is a need for ASRH education, but they usually do not agree to
extensive or intensive education on sex or sexuality. They think adolescents will be promiscuous if they
learn about sexuality and contraceptives and do not understand the risk of not providing information.
Although the evidence is generally weak, there is some evidence of the protective effects of positive
attitudes of parents and adolescents and it has been observed that, in some contexts, it is impossible
to address ASRH needs without support from key leaders and constituents. There are some innovative
examples in which community members themselves, including influential figures such as religious
leaders, are used to provide information and counselling (e.g. imams and “Senegas” in Uganda). Such
approaches need further investigation.

Cultural and social events bring large numbers of people together and it may be useful to link ASRH
activities to them. There is no evidence of theirimpact on increasing uptake of services, and evidence for
influencing knowledge and awareness is mixed. There is, nevertheless, potential for them to contribute to
nurturing community support for addressing ASRH. These events must be part of a wider intervention and
must be sustained rather than one-off in order to have a lasting impact.
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As mentioned above, mass media techniques can achieve very wide coverage and, if sustained, there is
the potential to influence social norms, especially if messages are reinforced through other means. There
is very little evidence linking media efforts directly to the creation of greater support specifically for service
use, but the one study available shows the potential of this approach and more research is needed. Media
programmes are more effective when combined with other, complementary activities such as educational
materials, entertainment and health services. However, evaluation rarely allows the impact of different
components to be measured. It is also crucial that counselling and services are actually made available as
part of ARSH communication efforts, since existing services may not be sufficient or acceptable to young
people.

Community participation encompasses a continuum of approaches from inclusive collective action and
mobilization to simple community awareness-raising (see above). Community and adolescent involvement
in the design, implementation and evaluation of interventions can help ensure that they meet the needs
of the population, and also brings a sense of ownership that helps sustain the interventions in the longer
term. There is some evidence that dealing with adolescents in isolation is not helpful and that programmes
need to involve the adults around them (teachers, parents etc). A study by Mathur et al. (2001) concluded
that involvement does not need to be all-encompassing but that it should focus on strategic people at
strategic points. Broader community mobilization may be useful in helping to generate a supportive
environment for SRHS and may have additional broader positive effects on community connectedness
and social capital. There has more recently been an increase in attempts to measure success in creating
a supportive environment for youth services. There is evidence that broader community mobilization
activities can help gather even wider support foryouth SRH programmes and can ease some of the barriers
to adolescents accessing services (WHO, 2005). However, most are multi-component interventions with
the separate components not evaluated. Community mobilization approaches have the potential to reach
young people in numerous ways — as individuals, members of families, community members, and so
on — and to increase their demand for services along with wider community support for them to utilize
them (Maclean, 2006). Nevertheless, they may not reach the adolescents who are most at need. There are
contexts in which some young people are marginalized, not embedded in a community (e.g. sex workers
and migrants), and for whom more targeted interventions may be needed. Additionally, in societies where
stigma and conservatism towards adolescent sexual and reproductive health exist to a degree that makes
community mobilization around the issues unrealistic, more focused approaches may be more successful
(e.g. demand side financing).

©2005 Virginia Lamprecht, Courtesy of Photoshare



ZIMBABWE (KIM ET AL., 1998, 2001)
Multimedia approach shown to be an effective way of building community support for service provision
and use.

ZAMBIA (NELSON AND MAGNANI, 2000)
Participatory activities with the community are key to gaining acceptance of adolescent SRHS provision,
and this acceptance correlated with adolescent utilization.

INDIA, MAHARASHTRA (PANDE ET AL., 2007)
The targeting of key decision-makers is important. For instance, mothers-in-law play an important role in
decisions regarding care-seeking for married adolescents, so their approval is therefore essential.

JAMAICA (TIFFANY ET AL., 2003)

In the Jamaican context a multi-pronged approach using the media and key stakeholders (e.g. pastors)
as advocates has shown that it is possible to change traditional attitudes towards premarital sex and to
increase support of service use.

MozAMBIQUE, GERACAO Biz (SENDEROWITZ ET AL., 1997)
Involving community members as advocates themselves can be very powerful. The training of parents as
community activists had an influence on wider support for adolescent SRHS in Mozambique.

AYA IN BOTSWANA, GHANA, TANZANIA AND UGANDA (AYA, 2007)
A multi-level approach using mass media, education and events can have an impact on social norms.
Involving influential leaders, and particularly religious leaders, as advocates is especially influential.

NEPAL (MATHUR ET AL. 2001)

Participation of the community at key stages in programme development, implementation and
evaluation is important for gathering support and ensuring sustainability. This applies to improving
attitudes towards services and has had a demonstrable impact on their use.

BURKINA FASO (YARO ET AL., 2003, 2007)

Participatory approaches help create an enabling environment, that enable young people to take
responsibility for their sexual and reproductive health. This includes the capacity to seek care when it is
needed.
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Adolescents are influenced by other individuals, their families, school, community and societal
factors. Thus, multi-component strategies that tackle at least some of these areas may be necessary to
sustain changes in behaviour. An important link has also been made between adolescents’ sexual and
reproductive health and their wider developmental needs has been established. Overall, it seems that a
comprehensive approach is most promising. Ultimately young people need relevant information, life skills
and access to care when needed. These can be provided in various ways and the best methods probably
vary by gender, developmental stage and social setting (Speizer et al., 2003). For example, it is clear that
the needs and issues that influence the use of services by unmarried and married young people are very
different. Premarital sex remains taboo in many areas of the world, and the sensitization and involvement
of the wider community is particularly key if an acceptance of their need for contraceptives and services is
to be established.

More large-scale, innovative, integrated, multifaceted research interventions in adolescent sexual and
reproductive health are needed. Within these approaches there is the opportunity to incorporate a specific
focus on increasing the demand for services into the various intervention components. Experiences from
the African Youth Alliance indicate that this is possible, and show that the impact of different components
on service use can be evaluated.

Because of the small numbers of rigorous evaluations conducted, variations in the period of observation
and behaviours studied, and lack of study replication in multiple settings, it is difficult to be certain that
particular programme models are more effective for particular contexts than others. The interventions
reviewed in this study are also mostly fairly complex, multi-component programmes, which makes it
difficult to attribute impact to specific components. The Frontiers initiative studies in Bangladesh, Kenya,
Mexico and Senegal are exceptions, controlling for the inclusion of a school-based component in addition

to community-based and clinic-based components.

i However, a consistent pattern of results was not

found, this highlights the importance of local
contexts and exact implementation of different
approaches in determining impact. Nevertheless,
available information does not allow more detailed
conclusions to be drawn regarding why the school
intervention was effective in some countries and
not in others (Diop et al., 2004; Bhuiya et al., 2004;
Vernon et al., 2004; Askew et al., 2003).
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