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Executive summary 

Background 

Since April of 2004 USAID and CARE have supported four Innovations Projects (in Malawi, Uganda, Sierra Leone and the Republic of Georgia) through the Reproductive Health Trust Fund (RHTF).  The purpose of the Innovations Projects has been to help build a body of evidence in support of CARE’s conviction that addressing the key structural and underlying causes of poor FP/RH is essential to sustaining lasting, positive change in this area.  In Georgia, the Innovations Project has been known as the “Guria Adolescent Health Project” (GAHP).  The Guria Adolescent Health Project (GAHP) has been a 3-year pilot project for CARE Georgia, beginning in April 2004 and concluding in 2007.

Purpose of final review 

1. Assess the accomplishments, achievements and impact of the project; 

2. Reflect on Innovations projects as they have influenced different levels and organizations both CARE and beyond; 

3. Make recommendations to guide further innovations efforts.  

Methodology of the evaluation 

Data gathering was done via semi-structured key informant interviews, focus groups with topic guides, observations, document review and a semi-structured self-administered ‘staff survey’ with CARE and partner staff.  Multiple interview and focus group sessions were conducted in each of the communities and with multiple stakeholders to facilitate triangulation of findings.  

Project description 

GAHP goals and objectives 

The project aim was to improve the health of adolescents in Guria.  The goal is to equip Guria’s adolescents to make informed, healthy choices to improve their reproductive health.  

GAHP’s hypothesis has been that using an inter-generational approach to influence social, cultural and gender norms and inequalities could improve protection and promotion of reproductive health rights and responsibilities of adults and adolescents.  It was planned that this would be achieved by promoting youth-friendly services and by protecting and promoting the SRH rights and responsibilities of adolescents and adults.  

The project strategy is to provide life skills and reproductive health education for adolescents and adults in the target communities, to establish a youth-friendly services model, and to decrease community tolerance for the practice of kidnapping for marriage.

CARE recognized that achieving a positive impact on the health of youth would require building a close collaboration between youth and the adults who provide guidance in their lives: parents, teachers, health professionals, church leaders and others.  The project was designed to employ a holistic approach to adolescent issues, in which youth and their parents, teachers and other adult guardians would work together in partnership.  In GAHP, adults and adolescents would identify the priority issues and themes of interest and then work together to develop interventions for sustainable impact on the health of youth in Guria.  

Design issues 

Location - The Guria region (population 160,600) was selected due to its poverty, proximity to major transit routes between Europe and Asia and the low level of attention it receives from donors and other international NGOs in comparison to other regions.  

Flexibility - The design of this innovations project intentionally incorporated flexibility to ensure that its interventions would be relevant to local needs and culturally sensitive.  

Partners - During the first months of the project, CARE Georgia (and advisors) carried out further stakeholder consultations and then selected the local partner NGOs for the project – the Guria Youth Resource Centre (GYRC) and Child is Future (CIF).  The eventual strength of the relationships among CARE Georgia and these partners was seen as a primary asset of this project, and staff and partners are praised for this.  

Social analysis 

Process

The initial stage of the social analysis was carried out by GAHP Project and CARE country office staff in mid-2004.  They did a situation analysis related to a broad array of issues pertinent to adolescent sexual and reproductive health including opportunities for providing youth friendly services through appropriate counseling.  The methods used included documents review, key informant interviews, observations, and some stakeholder meetings.  


After the early situation analysis, the project team undertook a qualitative inquiry intended to fill gaps in understanding the SRH situation of adolescents and clarify needs and constraints that could affect interventions.  The inductive inquiry was planned as a participatory qualitative social analysis, involving both adults and adolescents, and with both CARE and local Gurian stakeholders.  A team of adolescents and adults visited villages in Ozurgeti district, speaking mostly with adolescents, plus some parents and health providers.  The group learned about and tried a number of different participatory and qualitative tools.  

By 2005, the GAHP team had completed a second cycle of social analysis using PLA methods to learn how adults and adolescents relate to each other in the target communities, and what they consider as strengths and weaknesses of this relationship.  The group gathered detailed information regarding current adolescent norms, practices, perceptions, and attitudes related to RH; adolescents’ perception of their reproductive health needs, gender based violence and intergenerational relations.

Once the quantitative baseline survey was completed, GAHP project staff compared results of the qualitative and quantitative studies and prepared a synthesis report for sharing in the project communities.  This process helped to verify quality of the data collected, to raise awareness of the community on project issues, and to motivate the target group adults and adolescents by building ownership of monitoring and evaluation.

Repeat cycles of qualitative inquiry were used periodically in the project to assess understanding and needs before developing new interventions.  The findings from these assessments guided, for example, the development of social marketing materials, puberty training, design of theatre productions, and training materials for health providers.  The skills and tools developed in the qualitative inquiry process were also able to be applied during trainings, and for the pre- and post-test assessments of new intervention presentations.  
Key findings 

Adolescents in the Republic of Georgia face significant SRH risks, including those associated with abortions, sexually transmitted infections, early pregnancy and HIV.  Their decision making is influenced by relationships with and information from peers, parents and other adults, as well as by contributing factors such as drugs and alcohol consumption.  Unfortunately, clear and accurate information to help youth make positive lifestyle decisions is often lacking, and young people’s low status in relation to parents and other adults often prohibits open dialogue about sexuality and sexual health.  Social expectations also shape young people’s decision making: boys are expected to be sexually active and experienced, while girls are publicly expected to remain virgins until marriage, though they are often pressured or forced into sex and/or marriage.

Service access - The Georgian health care system is characterized by poor infrastructure and outdated equipment.  Medical personnel are highly specialized and poorly paid.  Due to low incomes, physicians usually demand payments for many services that should be provided free of charge, according to government policy.  The gap in targeting adolescent SRH needs placed Georgian youth at significant risk for poor SRH.  Access to reproductive health information and counseling is limited; adolescents do not have access to even the most basic information about reproductive health and they are not aware of the potential dangers of their attitudes and actions.  In the survey, only about a quarter of the adolescents had used any medical care.  The qualitative studies found that the available services are basic and tend to neglect “non-essential services” such as reproductive health services and education for youth.  No medical facilities exist that have specialized counselors or practitioners to work with and treat adolescents’ reproductive health needs.  Adolescents lack confidence to talk about STIs because of stigma and fears about confidentiality.  As a result, they delay to obtain tests and doctors’ advice, instead tending to self-diagnose and self-medicate.  

Intergenerational issues - The transition of the Gurian population from a closed regime under the communists to an open democratic society contributed to significant disparities of viewpoints between the generations of parents and children in the target area.  A rapidly changing environment with increasing opportunities for communication and information flow on the one hand and efforts by the traditional/conservative generation of parents and religious leaders to preserve and defend traditional attitudes and approaches towards the issues of reproductive health, have contributed inconsistent messages about sexual health issues to the adolescents of Guria.  Although the  need for providing education about sexual health and its potential consequences for the young has been recognized by most respondents, there are obvious  negative attitudes towards school sexual education curricula, believing that school-based sexual health education encourages legitimizing of sexual activity in adolescents.

The Orthodox Church, which is making efforts to re-establish the population’s religious life after the long period of communist prohibition on religion, has become particularly ‘jealous” of all the interventions that contradict with their perception of ‘correct’ sexual attitudes, behaviors and generally for any reproductive health issues.  These circumstances create additional barriers to approaching the youth with efforts to educate them about these issues and deepen the dilemma of adolescents trying to figure out their sexual values and appropriate behaviors.

Problem solving - Adolescents in Guria grow up in an environment that does not enable developing problem solving communication skills or the ability to build positive interpersonal relationships.  Many adolescents lack a well-developed self-awareness and self-confidence that could help cope with stress and emotions, make decisions and manage the challenges of their lives.  Parents leave little room for their children to make independent decisions.  Poor life skills ultimately influence the state of their health and social relationships.  

Adolescent inability to make informed health SRH decisions is further complicated by the entrenched power inequalities between adults and youth.  Young persons in Georgian society are not empowered to demand information from adults and health professionals to inform their sexual and reproductive health decision making.  Due to their position in society they are left without a source of easily accessible youth friendly information and must rely upon their peers – who often pass on commonly held myths and inaccurate information.  

Peer groups - Like their peers all over the world, Gurian adolescents spend time with gender and age-based social groupings that share similar opinions.  In consequence, these groups strongly influence private life, marriage, values and education.  The more common groupings start around the age of 14 and lasting through the age of 16 or 17, when students graduate from secondary school. 

According to the adolescents, when it comes to the pressure from these groups to conform to their own group standards and rules of behavior, the expectation is that the individual will comply completely.  For many, decisions for a single individual are decided by the group.  When asked what will happen to a person who makes a personal decision that goes against group wishes, the answer was that this would never happen – if a person goes against the group decision, they will be expelled from the group forever.  Confiding secrets about any personal issues to a person outside the group is reason for being expelled from the group.

Gender - The data showed that social norms, especially gender roles, were linked to all aspects of health behavior.  Boys are expected to have sex before marriage (one doctor said that it was dangerous to boys health to refrain from sex before marriage), and a large proportion of boys reported sex before marriage, either with girls from their village or with “prostitutes.”  

Gender norms for girls say that women cannot “talk back” to men and women have no right to decide about sex.  Social custom in Georgia romanticizes the kidnapping of young girls against their will, and defines boys who do so as “strong and manly.”  This is not considered to be harmful to the girls, despite the fact that if they are held overnight then sex is presumed to have occurred, virginity is lost, and therefore she is socially unable to marry anyone else for the rest of her lifetime.  A kidnapped girl’s choices are to stay with her abductor or to be socially excluded from society (often, she is also excluded from her family) after the event.  

Kidnapping - Kidnapping for marriage was mentioned as prevalent everywhere.  Some attributed kidnapping to poverty, some frustration when a boy wants a girl who isn’t interested in him, and some to strategies by adolescents in love who are being blocked from marriage by their parents (i.e., what is called ‘eloping’ in some other cultures).  Most girls thought of kidnapping as romantic, but some girls considered it to be “violence”.  If a girl is kidnapped, there is significant societal pressure for her to remain with her abductor and she is usually not accepted back by her own family.  If a girl is kidnapped, she often feels there is no point in trying to come back and sacrifices herself to the situation. 

At the time of the baseline survey, about three-quarters of the respondents objected to kidnapping; but almost a quarter of adolescents agree that it’s acceptable when boy is kidnapping girl for marriage, even against girl’s will.  Twice as many boys as girls thought it would be acceptable.  The qualitative study found many cases of boys feeling pressure from their peers to help with abduction, even though they might not approve of it.

Key project interventions 

The initial phase of the project was the social analysis, which not only gathered data but also opened dialogue with and about adolescents in the communities.  After the initial qualitative social analysis and quantitative baseline, the project developed a package of interventions.  These did not all happen at the same time, but evolved over the course of the project in response to the needs of addressing both individual and social change on a set of sensitive ASRH topics.  The following list is based on a retrospective review at the end of the project, and synthesizing multiple statements about ‘key’ and ‘primary’ interventions of GAHP.  

· Change Agents – the project developed a cadre of adolescent and adult Change Agents through extensive training; they became well informed about the core themes of the project (including family planning, STIs/HIV, puberty, and gender-based violence).  They participated in qualitative inquiry on topics related to the project, collaborate in intervention design and testing, and engage in peer support and community health education.  In this project, their role was much larger than the usual ‘peer educator’.
· Health education and social marketing – developed a package of IEC/BCC/life skills materials and strategies for their mass dissemination, linked particularly to all the central themes of the project, and prepared specifically with and for the change agents to enhance their outreach activities.  These materials included information about modern contraception methods, access to family planning services for youth, and information about laws and policies related to adolescent access to information and services.  The information was presented in multiple formats: video, calendars, brochures and posters.  

· Theatre for development/forum theatre – developed a theatre group that has included professionals and amateur volunteers, short and long dramas on the project themes, techniques for promoting interactive drama, video documentary and participatory post-drama dialogue with audiences.  GAHP has used interactive “forum” theatre performances to improve community attitudes towards gender equity and healthy behaviors.  With powerful visual, musical and verbal effects the project theatre performances have induced a wide variety of stakeholders to dialogue and debate about controversial topics related to gender and reproductive health, and the rights of young couples to contraceptive information and services.  

· Micro-grants – developed youth-adult partnerships that extend the Change Agent, adolescent participation, and intergenerational relations components of the project; they are small adolescent-led project proposals on ASRH developed according to project guidelines, vetted by an adolescent-led board, funded by GAHP, and leading to wide scaling up of project communication with community members of all ages and categories.  

· Youth friendly services – conducted a survey of health care sources regarding suitability and ‘friendliness’ for adolescents; provided training for healthcare providers on family planning, STIs and adolescent SRH issues; and upgraded selected healthcare facilities to meet adolescent friendly standards.  This appears to have great potential as an intervention, but has only been started relatively late in the life of the project.   

Process issues 

Project strengths

The GAHP project demonstrated good flexibility in exploring and developing appropriate responses to the many challenges for ASRH in a difficult setting.  In part, the project was able to do so by using a strong learning cycle: explore ( design ( do ( observe ( reflect ( redesign ( do ( observe.  Another part of it was the emphasis on creative and participatory approaches to the work, perhaps especially exemplified by the innovative use of interactive, participatory theatre for development.  

Another very important strength of the project was the sustained, energetic and high quality participation by adolescents in most aspects of the project.  Adolescents contributed to the design of communication materials, training curricula for change agents and health providers, community dramas, and youth friendly health provider interventions.  There was also very good commitment and engagement with partners, leading to teamwork.   

As an example of how the project evolved, when interventions started, the project focused on training communities, but found many difficulties and even opposition in one community with this strategy.  Instead, the project rethought, and then focused its energies on intensive training and support to a cadre of Change Agents (mostly adolescents and some adults) who were able to support change in their communities.  Finally, in the last year of the project, these Change Agents became the initiators and implementers of Initiative Groups that were adolescent/adult partnerships doing micro-grant projects that rapidly and effectively disseminated project ideas and lessons throughout the project communities.  

Challenges faced by the project

There were many barriers to reproductive health for adolescents in Guria, influenced by intergenerational differences/communications gaps, service system gaps, and cultural perceptions.  The sensitivity of ASRH issues was further raised by the history of failures by earlier reproductive health projects of other agencies in the region.  

Culturally, people in Guria tended to avoid ASRH topics and gender issues.  Georgia is country with a long history that is now going through transition; the adults had lived under Communism that denied sexuality and promoted authoritarianism, but the new generation of adolescents was growing up with other influences.  Linked to culture was religious-based opposition – the Orthodox Church was opposed to all ASRH teaching, but especially to any discussion of contraception.  

The health system was also affected by the changing context.  The health workers who had been trained in the Communist era tended to have conservative attitudes toward adolescent health concerns; and the Government was in the midst of reforming the health system, leading to many uncertainties about roles and responsibilities.  

Identifying and strategizing responses to all of these factors contributed to a long inception period in the GAHP project, and resulted in a shorted than planned implementation time.  It also contributed to the need for intensive, rather than extensive, approaches and a relatively small geographic area to the project.  

Project outcome issues 

There has been a considerable improvement in adolescent rights in the target communities by the end of the project – changes in knowledge, attitudes and behaviors in favor of access to family planning information and services for adolescents, for youth friendly SRH services, for adolescent participation in civil society, and against kidnapping as a violation of girls’ SRH rights. 
The adolescents, nurses, doctors, teachers, parents and local administrative officials all say they can’t believe how far this project has come in succeeding at bringing up the most difficult topic of all – family planning for adolescents.  Previous ARH projects in this region were not able to complete their activities due to public and religious pressure.  

Family planning – key outcomes by quantitative survey 
	Family planning 
	Family planning 
	Baseline survey
	Endline survey 
	Comments 

	Awareness about FP and pregnancy 
	Aware of possibility to postpone pregnancy 
	68.9% 
	68.9% 
	Similar 

	
	Aware girl can get pregnant at first sex 
	Total - 41.4% 
	Total – 77.1%  
	Improved 

	Beliefs about FP and pregnancy 
	Don’t believe a girl can get pregnant at first sex 
	Total – 11.8%  
	Total – 5.3%  
	Improved 

	
	Believe pills can cause infertility or cancer 
	Yes - 84.7% 
	Yes - 37.5% 
	Improved 

	Knowledge about FP and pregnancy 
	knowledge of 1 way to prevent pregnancy 
	Total – 49.5%  
	Total – 92.9% 
	Improved 

	
	Of those who know, what are ways to avoid pregnancy 
	Abortion – 42.4% 

Condoms – 37.2% 

Pills – 17% 

IUD – 3% 
	Condoms – 92% 

Pills – 67% 

IUD – 58% 

Abortion – 16% 
	Improved 

	
	Know how often a woman should take contraceptive pills to be effective 
	Daily – 4% 

 
	Daily – 57% 

 
	Improved 

	
	Know where to get contraceptive pills 
	
	Yes - 95.1% 
	High 

	
	Aware unsafe abortion may cause infertility 
	Yes – 55.6% 
	Yes – 66.2% 
	Improved 

	Sources of support about FP and pregnancy 
	Who can adolescents talk to about preventing pregnancy 
	Doctor – 65% 

Parents – 21% 

Friend – 11% 


	Doctor – 53% 

Peers – 41%

Mother – 30% 

Nurse – 17% 
	Similar, but more resources 

	Peer experiences of pregnancy and FP 
	Know someone who has used  contraceptive 
	Yes – 12.1% 
	Yes – 29% 
	Improved 


The proportion of adolescents who are aware that it is possible to prevent an unwanted pregnancy (93%) is almost double the level in the baseline (49.5%).  The methods of contraception known by the end of the project are much more reliable and the knowledge is more accurate, e.g., in terms of how to take contraceptive pills.  Although the level of knowledge of other persons using contraception is not high (29%), it is still more than double the level at baseline. 

Hypothesis level outcomes 
Intergenerational relations - Trust between adults and adolescents has been built and there are improved relations between adolescents and adults.  People report increased respect for adolescents from adults.  GAHP has created a partnership between youth and adults to build stronger relationships that will improve reproductive health outcomes.  The intergenerational model has succeeded in reducing community fears and resistance to a sensitive topic.  Youth-adult partnerships were key to successes in outreach by and for community members, including forum theatre addressing sensitive topics on gender violence and for creating commitment to youth-friendly services.  
Gender – There is increased awareness of gender inequities, and increased discussion around gender topics, especially masculinity.  Many people were doubtful about the capacity of an NGO project to actually discuss and bring about any change in gender relations in this conservative environment.  By the time of the final evaluation, however, there was widespread acclaim and praise for the project achievements on this difficult and sensitive topic.  By qualitative reports, there had been significant reductions in the incidence of kidnapping and the prevalence of fear of GBV for girls.  Boys and men were discussing these issues and seemed to be changing their frame of reference from cultural acceptance to sensitive awareness of kidnapping as abuse.   

Objective 1:  Increased/improved life skills among adolescents 

Knowledge – respondents report that the project has brought about increased knowledge of RH among all stakeholders, including adolescents, doctors, nurses, adults, parents, and partners.  There has been an improvement in awareness of where adolescents can get support, including service points.   

Most significant change due to the project – Talking about use of condoms and purchase of contraceptives in the family has changed.  I talked with my children and with neighbor women about use of contraceptives and condoms and found out we did not know many things.  Women Parents, Makvaneti 

Attitudes – adolescents, parents, community adults and project personnel report seeing increased self-confidence and self-esteem in adolescents.  The adolescents in the project area now have more confidence in their own ability to make life decisions.  The sense of responsibility has increased; e.g., the attitude of adolescents toward sick people has become more open.  More community members now feel that everyone – including adolescents – have a right to know about the availability of modern contraceptive methods, even if they are not sexually active.  
Behaviour - Adolescents that have been involved in the project have good communication skills; they have become more friendly and outgoing, and they have developed as a team.  Participating adolescents have become more independent and are openly expressing their opinions; they also say there has been a big increase in discussion about sensitive issues.  They report that they are better at decision making and able to say ‘no’ in making important decisions.  Linked to this, they report that they are seeing a delay in marriage decisions among their peers, with greater attention to school and other opportunities.  In the first four months of 2007, after the YFS training and facility inputs had been completed, the rate of adolescent girls attending the Women’s Consulting Room for FP counseling had already more than doubled the annual totals for several years before that.  
For my son – and wider community of adolescents – their plans for marriage and children are now changed.  Now they would not marry early and are thinking longer view about their future.  Now, they are not having children before being able to support them and they are using FP to help their plans.  Women Parents, Makvaneti 

Adolescents involved in the micro-projects (both Change Agents and other volunteers) are demonstrating competence to develop and implement projects, and their creative skills have been strongly stimulated.  Change Agents are interacting more closely with resource people, including technically skilled persons, doctors and other interesting people in their communities and beyond.  

Objective 2.  Youth friendly services 

Knowledge – Health providers and partners report that the project has increased the knowledge of the participating health workers about safety and efficacy of modern methods of family planning, HIV/STIs, and the specific RH needs of adolescents.  Adolescents and community members report that they now have greatly improved knowledge about the availability, costs and accessibility of RH and ASRH services.  

Attitude - Trust was built among adolescents towards doctors.  Adolescents and health workers say that talking about sensitive topics with doctors is easier now than before.  Qualitatively, there were also indications of improvements in the attitudes of health professionals towards adolescents and their ASRH issues.  
Behaviors (Service access, provision and use) – In support of the above points, all stakeholders reported that there has been a big increase in access to information on RH among communities and health workers.  Contraceptives are now better understood and more available; they were almost totally unavailable in any of the service delivery points before the project started, but are now available in at least one location in most of the project communities.  There is an increase in the people available with knowledge and means to support adolescents – peers, teachers, providers, and Change Agents.  As noted above, although it is still early days for the YFS intervention, already the service returns are showing a marked increase in persons seeking information about FP, particularly among adolescent girls.  
Health services (at least where training and project inputs have been done) are more youth friendly.  Providers have kept the promise of confidentiality, and adolescents are now more comfortable about asking for more information on FP and other ASRH services.  Service providers are reporting an increased use of health services by adolescents, especially for FP and STIs, even though the time frame has been relatively short between starting the YFS services and the collection of this data.  

Objective 3.  Decreased tolerance for kidnapping 

Knowledge and attitudes – There has been a change in attitudes about kidnapping among adolescents, Change Agents, and community.  People are reporting increased knowledge about GBV and are increasingly seeing kidnapping as a form of GBV.  There is less fear of kidnapping now, especially among adolescent girls, such that they are more comfortable walking in their communities.   

Behaviour - Community debates and discussion about kidnapping have increased, and there is anecdotal reporting that the frequency of kidnapping has decreased in the project communities.  

Organizational changes 

Organizational strengthening – Project partners (GYRC, CIF) report that their organizations have been strengthened through participation in the GAHP project.  It has enhanced their public image in the community, and helped them learn many things about partnership and team work.  They report major learning about project planning, accountability and finance systems, and facilitation skills.  They also valued the learning they achieved on RH, adolescent health, social conditions and theatre for development and communication.  

Organizational sustainability - One of the strengths of this project has been the development of the cadre of Change Agents, which include both adolescents and adults.  There is already some thinking among adolescents and partner NGOs about moving these groups toward CBO status.  

Learning and documentation 

Overall, this innovations project has been quite successful in meeting its learning aims. 

	Planned (in 2004)
	Highlights of achievements (by 2007)

	Collect holistic baseline information
	· Qualitative inquiry (2004 and on-going) and quantitative baseline (2005) 

· Dissemination at several events where local PHC authorities participated 

	Wrap up weekly
	· Team meetings generally held regularly, but mostly on a monthly basis 

	Facilitate learning round-tables (2/yr)
	· Participated in several multi-agency learning events, locally, nationally and internationally 

· Representatives of the 4 SRH Innovations projects formed a Learning Group to share lessons 

	Prepare case studies
	· Case study done on social analysis (2006)

· Written and DVD documentation of other key interventions – theatre and micro-projects 

	Mid-term evaluation
	· Done, 2005

	Organize youth exchange visits
	· Many exchange visits between project communities, few visits beyond 

· Other: Exchange visit for 2 project persons to USA on adult/adolescent partnerships

	Publish newsletter
	· Done for a short time but then dropped; small staff and more time needed on interventions 

	Other 
	· Consulting input for forum theatre, conflict resolution, gender and masculinity

· Wide community information sharing through adolescent/adult micro-projects 


Linkages and ripples (leverage and replication)
Contribution to local partners 

CARE in Guria, and its local NGO partners, GYRC and CIF, have all reported much strengthening over the life of the project – e.g., in knowledge of ASRH, in how to work as partners, facilitation and community mobilization skills, theatre for development/forum theatre for behavior change, and understanding adolescent rights.  Because of their active involvement in community training, change agents, theatre, social marketing, and micro-projects, all three partners report that they are very well known in the community – and respected.  

Contribution to CARE Georgia strategy 

Working with youth - This was a first project with youth for CARE Georgia and has led to other youth projects addressing different issues – life skills, conflict management, environment, leadership.  CARE feels that it has learnt more about the aspirations of youth, and what works or not with youth.  

Theatre - is now being used in other projects and being considered as an important strategy when developing project designs that include behavior change, communication, or social change.  

Change Agents - the GAHP project has impressed CARE and helped them to think critically about Change Agents.  Subsequently, CARE has been building on the GAHP experience with Change Agents and using it in other projects.  

Coping with opposition - CARE has been very aware of the potential for conflict with this project, and been very pleased with how well it has managed to work.  The lessons about conflict resolution and building these skills are highly likely to be used elsewhere.  

Qualitative inquiry and social analysis – this strategy is starting to be used in other projects and even for programme planning.  

Intensive partnering – although there were some difficulties, the strengths of partnering in this GAHP project were very substantial and an important source of lessons for CARE.  This is the first project for CARE Georgia with such a high level of participation of partners; and led to involvement of one of the partners in the CO LRSP process.  

Gender - The gender analysis and work on masculinity in the GAHP project are reportedly already influencing other projects.  

Outward contributions – within Georgia and internationally 

Information from the GAHP project has been widely shared in Georgia and beyond – through local and international meetings, newsletters, reports, case study, and DVDs.  Some large projects and agencies in Georgia have started to work with the theatre group from the project (e.g., SCF – in Kutaisi region). As a direct result of its interactions with GAHP, JSI’s Healthy Woman project has added the Guria region to its multi-region programme; it has also added GAHP’s ASRH and youth-friendly curriculum as a chapter to its RH manuals for training doctors and nurses throughout Georgia.  Staff of the GAHP project had substantial inputs on ASRH issues to processes designed to inform the national RH policy review (e.g., Co-Reform project).  

Conclusions – outcomes, challenges, innovations, lessons

The Guria Adolescent Health Project (GAHP) has, overall, become a very successful project, whether viewed as an Innovation Project, as an adolescent health project, or as an NGO partnership project.  As an innovation project, it has developed and tested many strategies and interventions that are new to the Guria region and to CARE Georgia (see below in this conclusion section).  This has not always been a straightforward path, but the commitment to learning and promoting change has carried the project forward.  As an adolescent health project it has demonstrated the potential for mobilising considerable community and individual interest and action on critical adolescent sexual and reproductive health issues, including family planning and GBV, in a very conservative social climate.  Among the most successful ways of doing this have been the use of adolescent/adult partnerships as intergenerational Change Agent teams and in the adolescent led micro-projects.  As an NGO partnership project, the GAHP has advanced the levels of empowerment for local NGO partners, resulting in collaborative work at a higher level of joint decision-making than had been experienced by either of the local partners or CARE previously in Georgia.  

The quantitative baseline and endline studies show that there have been many areas of improvement.  Much of the improvement has been in knowledge, some in skills, but it is less clear about behaviours.  In particular, one of the slower areas for change seems to be use of health services, but this is linked to the fact that the YFS intervention started relatively late in the project (latter half of 2006/early 2007), so there had not been a long period for uptake by the end stage.  In addition, the really widespread dissemination work of the initiative groups also took place only a very few months before the endline study at the end of the project.  From that point of view, the changes demonstrated by the project in the quantitative studies are all the more remarkable for their positive extent.  

Innovations 

This project has been importantly innovative in many ways: 

· Adding in-depth social analysis and enhancing the potential for impact by identifying key social and structural causes of poor SRH;  

· Implementing a learning plan, and using a recurrent cycle of analysis followed by action followed by reflection to plan/prepare innovations;  

· Creatively applying theatre for development in many aspects of the project, including trainings for change agents and health providers, for community meetings;

· Working on social change, not just individual change; 

· Succeeding in bringing about change in ASRH knowledge, attitudes (and probably behavior) – in a very rigid social context where other projects have failed;

· Developing highly effective adolescent-led youth/adult partnerships in Initiative Groups and micro-projects.  

Lessons – project strategy

Flexibility - in design and implementation has been both a big strength and a big challenge in the project.  As a strength, the implementing partners have learned flexibility and creativity in the process of project planning and implementation; on-going reflection in the process of implementation of activities.  The flexibility helped the project respond to a number of obstacles by modifying their approach.  It also pushed all of the partners to really think about what they were doing and why, rather than just doing because some earlier plan that they were not involved in told them to do it that way.  Viewed as a challenge, the flexibility contributed to long delays in resolving the project focus and getting started at implementing interventions.  

Managing conflict - Youth RH/HIV projects need to forge relationships with influential leaders and engaging communities from the outset to gain their trust and buy-in to ASRH interventions.  Some of the key steps in this process, as developed and implemented in the GAHP project are to: a) identify common ground for discussion and objectives; b) ensure a broad spectrum of stakeholders, and continually update and maintain links to the stakeholders throughout a project, especially when anticipating new or sensitive interventions; c) involve youth in meaningful ways, including designing, decision making, reviews, and implementation; d) build necessary skills to overcome resistance, including learning and practice with conflict resolution skills; and e) build good, culturally sensitive communication skills.  

Lessons – important “exportable” ideas from this project 

This section highlights some important ‘exportable’ ideas and useful strategies from the GAHP project, i.e., big useful pieces of the project that could be shared with or adapted by other communities or projects without having to do the whole project.  [More detailed suggestions about their application are in the full report]

Theatre - Many respondents suggested Forum Theatre/Theatre for Development as an ‘exportable’ piece that is already being shared and could go even further.  It is a very powerful tool to deliver messages, but also to open up opportunities to try, see, and practice alternative behaviors.  

Intergenerational relations – The micro-projects/initiatives groups are an excellent example of a practical piece of the GAHP that addresses intergenerational relations in an effective and experiential way.  

Change Agent and community training – This project has effectively used a mixed generation strategy with Change Agents, i.e., adults and adolescent Change Agents, both learning together, but each of them more oriented to working with their own peers in the community.  Some key training lessons emerged in this project: a) curriculum planning – use a collaborative curriculum design process linked to social analysis and involving representatives of all stakeholders; b) plan for training outcome – do trainings with specific training objectives that include reflection on the personal and community significance of the training; c) content – start with less sensitive topics, and use topics that are widely relevant, e.g., puberty happens to everyone but also raises many questions and can be a good lead into other more sensitive topics; d) method – be creative, use theatre and other participatory approaches rather than sterile classroom learning; e) trainers – include respected individuals with technical knowledge, such as doctors and health workers, so that the information is technically correct; and f) social marketing – use social marketing materials to open up alternative community methods for Change Agents and to reinforce their messages in the community.  

Emerging recommendations
 (from field, project, CO and evaluators)

Project design for a ‘learning project’

· Design for intra-project learning 

· Design for output 

· Design for information sharing
Project design for impact

· Design for  behavior change 

· Design for social change 

Project management

· Adapt human resource system for learning project

· Use participatory M&E approach

· Be flexible and active in partnering 

Introduction 

Background to the evaluation 

Since April of 2004 USAID and CARE have supported four Innovations Projects (in Malawi, Uganda, Sierra Leone and the Republic of Georgia) through the Reproductive Health Trust Fund (RHTF).  The RHTF is a cooperative agreement funded by the Office of Population and Reproductive Health at USAID and CARE.  The Innovations Projects will be coming to a close between March 2007 and March 2008 and CARE and USAID would like to conduct an evaluation of the initiative.  It was planned that all the innovation projects would apply a systematic learning approach, testing and modifying interventions as needed to ensure use of the most appropriate and effective methodologies, and documenting the processes and lessons in addressing the underlying causes of poor reproductive health among adolescents.  

Family planning (FP) and reproductive health (RH) programming that addresses health priorities and underlying causes more holistically is central to CARE’s work to reduce poverty and help champion social justice.  Thus, the purpose of the Innovations Projects has been to help build a body of evidence in support of CARE’s conviction that addressing the key structural and underlying causes of poor FP/RH is essential to sustaining lasting, positive change in this area.  The Innovations funding has given the four participating Country Offices an opportunity to develop and demonstrate promising new approaches and it is CARE’s hope that the documented results of the Innovations activities are contributing to learning within CARE and among partners.  
In Georgia, the Innovations Project is known as the “Guria Adolescent Health Project” (GAHP).  This has been a pilot project, running for three years, conceptualized in late 2003/early 2004, and concluding in mid-2007.  
Purpose of final review (all 4 projects)

4. Assess the accomplishments, achievements and impact of the Innovations projects, taking into account both social and health status changes.

5. Reflect on Innovations projects as they have influenced different levels and organizations both within and outside CARE: community/project/program – country office/partners – CARE organizational level

6. Make recommendations to guide further Innovations efforts in contributing to both organizational learning and programming for addressing improved health, human rights and the underlying causes of poverty.  
Methodology of the evaluation 

Data gathering was done via semi-structured key informant interviews, focus groups with topic guides, observations, document review and a semi-structured self-administered ‘staff survey’ with CARE and partner staff.  Multiple interview and focus group sessions were conducted in each of the communities and with multiple stakeholders to facilitate triangulation of findings.  For details about methodology, see ANNEX 4
Project description 

Project background and setting

PROJECT: 
Guria Adolescent Health Project (GAHP)

DONOR:      
RHTF/USAID

TARGET AREA:   
Ozurgeti District, Guria Region, Georgia

DURATION:
May 2004 – April 2007

TARGETED BENEFICIARIES: 
4,000 adolescents (aged 14 -19) & 250 adults

PARTNERS: 
Guria Youth Resource Centre (GYRC)                     Child is Future (CIF)

The Guria Adolescent Health Project (GAHP) was a 3-year project for CARE Georgia that began in April 2004.  The project aim was to improve the health of adolescents in Guria.  CARE recognized that achieving a positive impact on the health of youth would require building a close collaboration between youth and the adults who provide guidance in their lives: parents, teachers, health professionals, church leaders and others.  The project was designed to employ a holistic approach to adolescent issues, in which youth and their parents, teachers and other adult guardians would work together in partnership.  In GAHP, adults and adolescents would identify the priority issues and themes of interest and then work together to develop interventions for sustainable impact on the health of youth in Guria.  
Context 
Adolescents in the Republic of Georgia face significant SRH risks, including those associated with abortions, sexually transmitted infections, early pregnancy and HIV.  Their decision making is influenced by relationships with and information from peers, parents and other adults, as well as by contributing factors such as drugs and alcohol consumption.  Unfortunately, clear and accurate information to help youth make positive lifestyle decisions is often lacking, and young people’s low status in relation to parents and other adults often prohibits open dialogue about sexuality and sexual health.  Social expectations also shape young people’s decision making: boys are expected to be sexually active and experienced, while girls are publicly expected to remain virgins until marriage, though they are often pressured or forced into sex and/or marriage.

The Georgian health care system is characterized by poor infrastructure and outdated equipment.  Medical personnel are highly specialized and poorly paid.  Due to low incomes, physicians usually demand payments for many services that should be provided free of charge, according to government policy.  In 2004, the Government of Georgia had begun a new phase in the health sector reform process; these reforms were emphasizing a shift towards primary care and family medicine and a rationalization of service points.  At the time of designing GAHP, there was still debate about the specific services to be included in the government’s basic benefits package, but services related to sexual and reproductive health (SRH) were likely be included.  Importantly, there had been little or no discussion in 2004 regarding youth SRH.  The gap in targeting adolescent SRH needs placed Georgian youth at significant risk for poor SRH.  
According to data from a national Reproductive Health Survey
, young women in Georgia tended to marry and initiate sexual intercourse at around the same time (premarital sex is still relatively uncommon, according to this data).  Both marriage and the initiation of sexual activity are rare before age 15 (among girls), and more commonly begin around age 20.  Most sources agree that premarital sex is considered unacceptable for women in Georgian society.  Conversely, young men are expected to have some sexual experience prior to marriage.  In a 2002 UNFPA survey on adolescent SRH
, 76% of those surveyed responded that it was acceptable for boys to have premarital sexual contact with a commercial sex worker.  
The decisions that young people will make in the future are primarily influenced by the information they obtain and their relationships with their peers.  According to UNFPA, 70% of boys and 60% of girls get SRH information from their friends.  Only 20% of girls and 0.8% of boys receive information from their mothers.  Only 6.5% of boys receive information from their fathers.  Teachers and parents do not feel equipped to provide SRH information to adolescents.  Health care providers lack counseling or health education skills to support youth to make positive decisions.  
Adolescent inability to make informed health SRH decisions is further complicated by the entrenched power inequalities between adults and youth.  Young persons in Georgian society are not empowered to demand information from adults and health professionals to inform their sexual and reproductive health decision making.  Due to their position in society they are left without a source of easily accessible youth friendly information and must rely upon their peers – who often pass on commonly held myths and inaccurate information.  
GAHP goals and objectives 
GAHP’s hypothesis stated that using an inter-generational approach to influence social, cultural and gender norms and inequalities could improve protection and promotion of reproductive health rights and responsibilities of adults and adolescents.  It was planned to achieve this by promoting youth-friendly services and by protecting and promoting the SRH rights and responsibilities of adolescents and adults.  The hypothesis has remained essentially consistent over the life of the project.  
Goals and objectives 

The goals and objectives, however, evolved somewhat over the project, in response to a combination of the social analysis and learning during the implementation phase.  
Evolving goal and objective statements for the GAHP innovations project 

	Project hierarchy 
	Jan 04 – Concept paper 
	Oct 04 – Strategy paper
	2006 

	Project goal 
	Adolescents are equipped to make informed SRH choices in the future.
	Adults and adolescents will be jointly engaged in promotion and protection of reproductive health rights and responsibilities through challenging of social, cultural and gender norms and influencing health policy.
	To equip Guria’s adolescents to make informed, healthy choices to improve their reproductive health.

	Obj.  1
	To lay the foundation upon which adults and adolescents can effectively communicate and cooperatively design and implement a program to protect and promote the rights and responsibilities of adolescents related to SRH within their own communities.
	By July of 2005 a foundation upon which adults and adolescents can jointly promote an open dialogue on reproductive health rights and responsibilities will be built in Guria.
	By 2007, adolescents in Ozurgeti District will have the improved life skills and knowledge to make informed decisions regarding the protection and promotion of their health;

	Obj.  2 
	To facilitate the formation of an alliance between youth and adults in Guria with key decision makers within the primary health care (PHC) reform process to advocate for inclusion of adolescent SRH into the primary health care package.
	By 2007 a supportive and sustainable environment in Guria, in which adults and adolescents can utilize their skills and knowledge to make informed and healthy choices about their reproductive health will be created.
	Establish a model of youth friendly services in which both adults and adolescents recognize the rights and responsibilities related to provision of access to youth friendly services;

	Obj.  3 
	
	
	By 2007, there will be a decrease in tolerance among adults and adolescents towards forced abduction and rape for marriage.


Project strategy 

GAHP aimed to foster good SRH by improving adolescent life skills through increasing access to youth-friendly information and services; and by changing community awareness of gender-power differences, specifically with regard to the abduction and rape of young girls for the purpose of forced marriage.  The rights based approach to improving youth SRH decision making recognized the need to improve the way adults and youth communicate and thereby empower adolescents to demand their SRH rights.  

GAHP was based on the premise that stronger adult-adolescent relationships would improve SRH outcomes and help address social norms and gender roles critically linked to health issues.  GAHP’s methodology planned to incorporate adolescent-adult partnerships at all levels, enabling youth and their parents, teachers and other adult guardians to identify priority issues and work together to address them.

This fundamental strategy has also endured over the life of the project, though the focus shifted in early 2005 from direct health education in the communities to focusing on developing a cadre of Change Agents (adolescents and adults), and then enabling them to facilitate community change – first through peer contacts and public education events, and later through a health promotion micro-grant programme.  
Design issues 

Location 

The Guria region (population 160,600) was selected as the target area due to its high level of poverty, proximity to major transit routes between Europe and Asia and the low level of attention it receives from donors and other international NGOs in comparison to other regions.  According to Save the Children research
, only 39.7% of the Gurian population was employed in 2002; 18% of the population solely relies on subsistence agriculture.  The adolescents in this region had serious RH problems, including STDs (mostly syphilis), early deliveries (as young as 15 years) and teenage abortions (as young as 16 years).  
CARE Georgia had been working in Guria for over five years in community mobilization and infrastructure improvements.  The communities selected in Guria already had established relationships and trust with CARE.  CARE was seen as a valued partner because of their prior support to CBOs and infrastructure, including schools and ambulatories.  NGOs and CBOs had worked with CARE and were familiar with CARE’s priorities and methods.  It was also anticipated that working in a small region would facilitate the exchange of lessons and information between project sites.  
Flexibility 

The project design intentionally incorporated flexibility, as one of the four experimental Innovations Projects worldwide, to ensure that the eventual interventions would be relevant to local needs and culturally sensitive.  Moreover, although relatively small, Guria is very diverse region with mountainous and seaside communities.  It was expected that people in such diverse areas might face different RH problems and they would require the development of different approaches to address their problems, which would be an interesting factor for testing a new approach to SRH programming.
Stakeholders 

During the preparation of the project concept paper, CARE Georgia met and solicited input from a range of stakeholders through a series of individual interviews and roundtable discussions.  The following table briefly highlights some of the stakeholder categories, characteristics and expected roles in the project that emerged from the original discussions.

	Stakeholder
	Characteristics
	Potential role in project

	Adolescents
	· Diverse attitudes, behaviors, beliefs, education

· Interested in acquiring information and services 

· Unable to communicate openly with adults 
	Key participants in project design & implementation, peer educators, advocates

	Teachers and education authorities
	· Recognize the need for adolescent SRH education

· Lack SRH education and counseling skills

· Concerned about reaction from parents and church 

· Support the concept, so long as the project is able to effectively engage the Church and parents
	Providers of SRH education and support for youth

Allies for healthy adolescent action plan

	Health Care Professionals
	· See negative consequences of poor and uninformed decision making so are very aware of need

· Lack SRH education and counseling skills
	Providers of SRH education/

counseling

	Georgia Orthodox Church
	· Consider self as the protector/promoter values

· Strong allies, if are engaged from the start 

· Can act as blocks to the process if marginalized
	Allies in healthy adolescent action plan


Partners 

During the first months of the GAHP project, CARE Georgia (and advisors) selected the partner NGOs for the project – the Guria Youth Resource Centre (GYRC) and Child is Future (CIF).  The following information summarizes the status of these organizations at the beginning of the project.  By the conclusion of the project, the strength of the relationships among CARE Georgia and these partners was seen as a primary asset of this project, and staff of the partners and CARE were praised for this.  
NGO “The Youth Resource Centre of Guria”

The Youth Resource Centre, an Ozurgeti based NGO, was founded on June 5, 2002.  The mission of the organization is: “Support youth development and participation in the Guria Region”.  The objectives of YRC are: raise civil awareness among youth of Guria; protection of Human/Children’s rights; care for disabled and disadvantaged children and youth; advocacy for establishment of youth public unions in the community; support development of creative and critical intellectual potential in youth; and facilitate involved youth participation in public, social, economical, environmental, health, community, cultural, and educational activities in Guria.  The YRC had implemented a number of youth related projects such as “Youth Participation and Development” and “Children Must Know Their Rights” with the financial support of UNICEF.  The GYRC had done human rights sensitization, organized classroom and mobile trainings, arranged discussions and consultations with experts, and issued a monthly newsletter.  
NGO “Child is a Future”

The mission of this organization is protection of children’s rights and their welfare, provision of medical and prevention services to children and adolescents in Guria region, social integration of disabled children, cooperation with socially vulnerable families and research of children’s environment, popularization of healthy way of living, supporting development of primary healthcare system and establishment of family doctor’s institute.  The organization had implemented two projects related to youth health: “Child is Future” (1999) and “Healthy Generation” (2000) with support from Novib.  Their project activities had included public meetings, providing consultations and prevention services, and preparing information leaflets.  The NGO was also taking part in coalitions serving children and youth in general.  From August 2003, “Child is a Future” became a part of regional network of NGOs working on children’s issues in Central and Eastern European, CIS and Baltic States.  From June 2004, the organization has also been a member of the SOCO network in Georgia.

Social analysis 

CARE’s Sexual and Reproductive Health team has theorized that communities who identify and address cultural and social norms can achieve improved reproductive health outcomes when these activities are combined with sound technical reproductive health interventions.  The team has been seeking a systematic way to understand and address these issues; for lack of a better term, they call this process “social analysis.”  As the SRH team understands and defines it, the “social analysis” process includes an iterative cycle of participatory reflection, analysis, planning, action and observation.  
As developed and used by the GAHP, social analysis included the following steps and outputs.  

· Preliminary Research & Stakeholder Consultation ( Situation Analysis Report 

· Staff research capacity building ( proceedings report

· Participatory Inquiry  (  Participatory inquiry report 
· Quantitative baseline (  Baseline report

· Synthesis and refinement of project strategies ( Synthesis report 

· Repeat cycles of reflection/social inquiry before start-up of new interventions 

Process 
Situation analysis 
Project and CARE country office staff carried out a situation analysis, including health and youth organizational situation analysis, by August 2004.  This assessment looked into issues concerning the role of masculinity and how it affects relationships, the causes of kidnapping, and opportunities for providing youth friendly services through appropriate counseling.  Due to the limited availability of adolescent reproductive health care in Guria Region, the situation analysis also examined and analyzed the medical service system, including reproductive health services.  The methods used included documents review, key informant interviews, observations, and some stakeholder meetings.  


Capacity building and preliminary qualitative inquiry

After the early situation analysis, the project team undertook a qualitative inquiry intended to fill gaps in understanding the SRH situation of adolescents and clarify needs and constraints that could affect interventions.  The goals of this process were: 1) To facilitate an inductive approach to data collection regarding underlying problems of adolescent health in Guria; and 2) To teach qualitative methods of research and analysis to stakeholders and CARE staff, so that further inquiry could be made at regular intervals throughout the project life cycle.

The participatory qualitative inquiry involved both adults and adolescents (4 adolescents, 4 adults) representing CARE and local Gurian stakeholders.  Together with GAHP staff and the project’s international advisor, this group made up the inquiry team.  The inquiry team visited villages in Ozurgeti district, speaking mostly with male and female adolescents, plus some parents and health providers.  The group learned about and tried a number of different participatory and qualitative tools (see box at side).  

Second cycle of qualitative social assessment 

By June 2005, the GAHP Consortium
 completed a second cycle of social analysis using PLA methods to learn how adults and adolescents relate to each other in the target communities, and what they consider as strengths and weaknesses of this relationship.  The aim was to give voice to the community about issues relating to adolescent health, including reproductive health.  The group gathered detailed information regarding current adolescent norms, practices, perceptions, and attitudes related to RH; adolescents’ perception of their reproductive health needs, gender based violence and intergenerational relations.

Quantitative baseline survey 

CARE, in partnership with Welfare Foundation, carried out a population-based quantitative survey in seven villages of Ozurgeti District to assess the magnitude of adolescents’ RH problems in the target area.  It was anticipated that the findings would help in finalizing development of a focused strategy appropriate to the project overall goal and objectives.  

Synthesis of qualitative inquiry and quantitative survey findings 

Once the baseline survey was completed, GAHP project staff compared results of the qualitative and quantitative approaches and prepared a preliminary Synthesized Survey Report.  The synthesized data was disseminated among the project Change Agents and communities.  Sharing and discussion of the baseline survey data was also done in new communities that had only recently been drawn into the project target area (as of September 2005).  Coming in after the survey, GAHP had not conducted any formal baseline study in these villages.  Discussions by the Change Agents in the new communities became a form of qualitative inquiry for their respective communities.  

Key findings 
Intergenerational issues 

The transition of Guria population from a socially closed environment under the communists to an open democratic society has caused significant disparities in outlook between the generations of parents and children in the target area.  A rapidly changing environment with increasing opportunities for communication and information flow on the one hand and efforts by the traditional/conservative generation of parents and religious leaders to preserve and defend traditional attitudes and approaches towards the issues of reproductive health, have contributed inconsistent messages about sexual health issues to the adolescents of Guria.  
Adolescents reported a fairly close relationship with parents (especially mothers) up to the age of about 12 or 13.  At that time, they begin to make the shift to closer personal relationships with peers, rather than parents.  Adolescents reported that the adults in their lives only partially accept this normal developmental shift.  While adults seem comfortable with adolescents spending substantial unsupervised free time with their peers, they also expect adolescents to passively accept parental decisions regarding major life choices.  In one focus group discussion with parents, adults said that parents had the right to choose the profession of the child, to control their private life (including choosing husbands and wives) and to choose which doctor to go to.  Adolescents felt that adults imposed too much control on their private lives and put undue pressure on them about careers, marriage, etc.  They resented being told how to dress or who to be friends with and objected to parental beliefs that adolescents have no rights to keep secrets.  

When asked who they could talk to about personal problems, adolescents said that from the age of about 14, they confided mostly in peers.  Girls say they may ask for information from parents but seldom ask advice or support from parents.  Issues that could be confided to a mother may include those related to an interpersonal problem with a friend, but issues related to a person of the opposite sex in which one was interested in a romantic way could not.  Fathers were never mentioned as a source of information or support – except financial.  When asked where they go for information about their developing bodies, adolescents routinely said, “peers”. 

While discussing the quality and frequency of intergenerational relations with the community groups, the project team realized that the relations among two generations are perceived principally as a family issue, and less through social networks.  Community relationships or networking occurs mostly through family ties, with close relatives providing informal support to each other within a closely limited family circle.  Adolescent(adult communication is therefore largely limited by the boundaries of the family circle, and young people have less opportunity for communication with other adults.  

Peer relations 

Like their peers all over the world, Gurian adolescents spend time with gender and age-based social groupings that share similar opinions.  In consequence, these groups strongly influence private life, marriage, values and education.  The more common groupings start around the age of 14 and lasting through the age of 16 or 17, when students graduate from secondary school. 

According to the adolescents, when it comes to the pressure from these groups to conform to their own group standards and rules of behavior, the expectation is that the individual will comply completely.  For many, decisions of the individual are actually made by the group.  When asked what will happen to a person who makes a personal decision that goes against group wishes, the answer was that this would never happen – if a person goes against the group decision, they will be expelled from the group forever.  Confiding secrets about any personal issues to a person outside the group is reason for being expelled from the group.

There were some other significant school-based persons of power that were also identified in the social analysis.    
· “makurebeli”  - a word that means “watcher” – an influential person who makes decisions

· “vashkadzi”  - an independent person with natural skill to resist  - does not accept the decisions of the makurebeli – no one touches this person

As will be mentioned later, the project eventually and usefully recruited some of the ‘makurebeli’ boys as change agents in their communities.
Gender 

The data showed that social norms, especially gender roles, were linked to all aspects of health behavior.  Traditional gender mores are still highly respected and practiced in western Georgia.  Boys are expected to be sexually active (one doctor said that it was dangerous to boys health to refrain from sex before marriage), and a large proportion of boys reported sex before marriage, either with girls from their village or with “prostitutes.”  

Many young girls marry before the age of 18 and are expected to bear a child within the first year of marriage, regardless of whether they are emotionally and physically prepared.  Gender norms for girls say that women cannot “talk back” to men and women have no right to decide about sex.  Some girls are “kidnapped” by prospective husbands in an effort to force them to marry.  Once married, these girls know very little about reproductive health, their bodies, how to identify potential problems (such as STDs, reproductive health issues etc.) and young men remain stagnant within their identified gender roles.  Young women particularly stressed the importance of protection from violence and forced sex; the problem of kidnapping is still an issue of serious concern in the Ozurgeti region.

Sexual relationships  

Adolescents in rural Ozurgeti district begin seeking out potential partners at about age 14.  Boys classify girls as: a) those for “temporal use” and b) those for marriage.  Most adolescent girls said it is not acceptable for girls to indicate interest; if the girl asked the boy (if she initiated the relationship) – this was a clear sign for the boy that he could expect “favors” from her.  Boys said that it is desirable for a boy to know and practice sexual behavior before marriage.  Although they claim no money is exchanged, it appears that this is often transactional sex with older, ‘experienced’ women.

Neither boys nor girls can describe symptoms of STIs, although they know that they exist.  By and large, the adolescents do not consider themselves at risk for STIs.  Unwanted pregnancy was denied in most cases, but one group in one village said that 7 girls at age 16 in one village were pregnant – all ended in abortion.  

Kidnapping 
Kidnapping for marriage was mentioned everywhere, but generally people said it was not very common (a few cases per village in the last several years).  Some attributed kidnapping to poverty, and some to strategies by adolescents in love who are being blocked from marriage by their parents.  An example of the latter is if a boy likes a girl but she doesn’t like him, a boy can ask for help for the kidnapping from his sadzmo.  Social custom in Georgia romanticizes the kidnapping of young girls against their will, and defines boys who do so as “strong and manly.”  Males do not consider kidnapping to be harmful to the girls, despite the fact that if the girl is held overnight, then sex is presumed to have occurred, virginity is lost, and therefore she is socially unable to marry anyone else for the rest of her lifetime.  
Most girls also thought of kidnapping as romantic, but some girls considered it to be “violence”.  If a girl is kidnapped, there is significant societal pressure for her to remain with her abductor or to be socially excluded from society.  Often, she is not accepted back even by her own family.  If a girl is kidnapped by an older boy, especially a sadzmo boy, she knows there is no point in trying to come back.  She sacrifices herself to the situation and says, “I’ll stay with him.”
At the time of the baseline survey, about three-quarters of the respondents objected to kidnapping; which still left almost a quarter of adolescents who felt that it is acceptable to kidnap a girl for marriage, even against the girl’s will.  Twice as many boys (27.2%) than girls (14.8%) think this is acceptable.  The baseline found 8.9% of adolescents (12.1% of boys and 5.6% of girls) had thoughts during the past 12 months either to kidnap somebody or assist somebody in kidnapping.  The qualitative study found many cases of boys feeling pressure from their peers to help with abduction, even though they might not approve of it.  

Decision-making 
Adolescents in Guria grow up in an environment that does not enable developing problem solving communication skills or the ability to build positive interpersonal relationships.  Many adolescents lack a well-developed self-awareness and self-confidence that could help cope with stress and emotions, make autonomous decisions and manage the challenges of their lives.  Parents leave little room for their children to make independent decisions.  In general, life skills related to self-efficacy, autonomy and personal decision-making were significantly lacking.  Poor life skills ultimately influence the state of their health and social relationships.  

Access to information 

Many youth were beginning to shun tradition and becoming sexually active before marriage.  They did not, however, have access to basic SRH information and were generally unaware of the potential dangers of their attitudes and actions.  Most adolescents knew very little about STIs or HIV/AIDS.  For those who get affected by SRH problems or become concerned about related issues, they face serious obstacles in trying to find a safe place for confidential counseling and reproductive health services.    

Adolescents find difficulties in identifying a supportive adult they trust to seek advice on basic RH issues and most adolescents ask for advice or share health problems with their friends and don’t ask parents.  In the baseline, the main sources of RH information (in rank order) seemed to be peers, television, health providers, newspapers, parents and radio.  Some girls can share their menstrual issues with mothers, but boys have trouble asking for advice about pubertal or reproductive issues and mainly rely on peers.  

The need for providing education about sexual health and its potential consequences for the young has been recognized by most respondents in communities and health system, but there are strong negative attitudes towards sexual education in school curricula in the belief that school-based sexual health education helps legitimize sex activity among adolescents.  The Orthodox Church, which is making efforts to re-establish the population’s religious life after the long period of communist prohibition on religion, has become particularly ‘jealous” of all the interventions that contradict with their perception of ‘correct’ sexual attitudes, behaviors and generally for any reproductive health issues.  These circumstances create additional barriers to approaching the youth with efforts to educate them about these issues and deepen the dilemma of adolescents trying to figure out their sexual values and appropriate behaviors.

Health services 

There was general lack of knowledge about how to use services among young adults.  At the baseline, less than 10% of adolescents knew about any part of the local health system able to provide them with RH services.  Although there were some differences in the ranking depending on mode of research, the three main forms of family planning known to adolescents were pills, condoms and IUDs.  Meanwhile, a larger proportion knew/regarded abortion as a family planning method (almost half of the adolescent respondents).  At the time of the final evaluation, the team found that abortions are very inexpensive – only 30 GEL, the equivalent of about US$14.   

The qualitative studies found that the available health services are basic and tend to neglect “non-essential services”.  The local health care system, for example, does not offer special RH services and counseling for adolescents and primary health care in Georgia does not include RH services.  No medical facilities exist that have specialized counselors or practitioners to work with and treat adolescents’ reproductive health needs.  

The services offered by local health care system were not easily accessible for the population, particularly for the youth.  The young people living in the villages lacked transportation and had no money to pay for services.  Preventive care was limited due to scarce resources within the health system and hours of service that restricted availability for the youth.  There was lack of acceptance and an inadequate or uncomfortable environment in the clinics for both adults and adolescents.  Health workers lacked communication skills, and adolescents lacked confidence to talk about STIs because of stigma and fears about confidentiality.  As a result, they delay to obtain tests and doctors’ advice, instead tending to self-diagnose and self-medicate.  

Developing interventions and evolving project 
By October of 2004, the project had developed information from several channels and was beginning to refine the thinking and planning about interventions.  They were able to draw on the social analysis as described in the concept paper, situation analysis, and preliminary qualitative inquiry.  This information helped them create a problem tree analysis and led to developing a strategic framework for GAHP (see ANNEX 9).  
The framework for interventions at this point had two main phases: a) building a foundation, and b) strengthening the supporting environment.  (See Project Phases in box below)
Foundation – at this point, the GAHP strategy envisaged laying a foundation for opening a dialogue, communication and mutual understanding of youth and adults.  The team saw the need for intergenerational (IG) dialogue to improve common understanding of the opportunities, constraints and unique experiences of both generations.  It was decided that the foundation phase would focus on participation and communication, with the view that these would be more relevant for the opening stage of the GAHP strategy.  Participation and communication elements of the IG approach would support creating a “space for adolescent participation and building dialogue between the two generations”
.  The partnership element of an IG approach was to be considered at the following stage of the GAHP strategy.  
Supportive environment – After strengthening and promoting of youth-adult relationship skills and practices, GAHP planned to create an enabling environment for achieving long-term, self-sustained health improvement.  The project aimed to employ a Social Systems Approach for this stage based on the mutual reinforcement of individual and social change.  Individual change would be achieved by empowering individuals - building social skills and increasing basic RH knowledge so they could manage their own health.  Social change would be achieved by increasing participation and social cohesion - leading to societal level impacts on social norms and attaining social support for sustained improvements in health.  
Project phases (October 2004)
	Learning-Reflection-Documentation

	Phase I: Learning and Dialogue

· Internal capacity building

· Learning at all levels (analysis and documentation

· Establishment of IG approach
	Objective 1 

By July 2005

	
	Phase II: Identification and capacity building of community representatives
	

	
	Phase III: Reaching consensus on action plan for community and individual

· Facilitated by community representative with consortium members providing coordination and technical assistance.  
	Objective 2

Achieved by 2007

	
	Phase IV: Action for community and social change

· Community change = public debate on rights and responsibilities and advocacy work, achieved through theatre and other advocacy methods

· Individual change = life skills, training for health care providers and increase in RH knowledge through training, workshops and other education programs.  
	


By early 2005, the qualitative inquiry was still underway, and the quantitative survey had not yet been started.  The external advisor observed that, 

“…the staff feel they need to have a complete picture of Guria before they begin implementing the project, but this will never happen.  However, continued learning and reflection should be part and parcel of implementation.  Once the baseline is complete, I would recommend that the staff develop a detailed implementation plan (this is actually required by the grant) and begin to refine their interventions and focus on project implementation.”  DB, field trip report, Feb 2005
By mid-2005, it was evident that the project was behind schedule.  While the qualitative data collection had been finished, the analysis was still incomplete.  Baseline surveys were to have been completed by December 2004, but the quantitative survey questionnaire/tool was yet to be finalized and survey was going to be at least five months late.  During the visit, the advisor observed that, 
“…the mood of the implementing partner agencies is that they are overwhelmingly tired of the delays and long ‘inquiry/learning’ process (mainly qualitative inquiry using focus groups and individual interviews, with reflective practice debriefing sessions at the end of every day of field research) to date.”   [Bartel (2005) Executive Summary Trip Report]  
It was time to move on and begin implementing the project interventions.    
In late 2005, a decision was made and then implemented to rapidly upgrade the number of target villages in the project from 8 to 15.  Rather than expanding to additional districts, which had been the plan in the concept paper, it was decided to increase the number of villages in Ozurgeti and maximize learning/sharing opportunities between villages.   

By early 2006, GAHP had come more than half-way through its 3-year life-time, and it had recently completed a mid-term reflection and evaluation.  In the recent months, project staff had focused heavily on initiating and implementing project activities, and on the incorporation of additional villages into the target group.  The decision to expand the number of villages had resulted in a significant period of staff effort to “create an entry point” (i.e., to introduce the project’s goals and objectives to these additional seven villages) and to conduct some minimal level of qualitative analysis among adolescents and adults in these new villages as some kind of baseline.  This expansion effort slowed down the project’s implementation schedule considerably.  
However, the project objectives were now clarified, an extensive M&E plan was in place, and the baseline quantitative and qualitative investigations had been completed.  Consortium partners were still enthusiastic and heavily engaged in project implementation and moving the project forward.  The local implementing partners, Child is the Future and Guria Youth Resource Centre were gaining skills and confidence, although more technical assistance and coaching were still needed in certain areas.

In late 2006, the project manager and a staff member of the GYRC made a cross visit to the USA where they saw and learned a lot about adolescent/adult partnerships.  This new knowledge was rapidly applied upon their return to develop the micro-grants/Initiative Groups dimension of the project.  About this same time, data had come back in from an adolescent-participatory study of the youth friendliness of health services in the project area.  With the support of JSI, training was conducted for health providers in late 2006 and the YFS intervention got fully underway.  
Key project interventions 

As described earlier in this report, the initial phase of the project was the social analysis, which not only gathered data but also opened dialogue with and about adolescents in the communities.  Beyond the social analysis, the following is a list of the main project interventions, based on a retrospective review at the end of the project, and synthesizing multiple statements about ‘key’ and ‘primary’ interventions of GAHP.  
· Change Agents – the project developed a cadre of adolescent and adult Change Agents who are well informed about the core themes of the project (intergenerational communication, gender-based violence, STIs/HIV, family planning and puberty), participate in qualitative inquiry on topics related to the project, collaborate in intervention design and testing, and engage in peer support and community health education.  They also received training in conflict mitigation.   
· Health education and social marketing – developed a package of IEC/BCC/life skills materials and strategies for their mass dissemination, linked particularly to all the central themes of the project, i.e., intergenerational relations, gender-based violence and kidnapping, STIs and HIV, family planning and puberty.  These included video, calendars, brochures and posters.  
· Theatre for development/forum theatre – developed a theatre group that has included professionals and amateur volunteers, short and long dramas on the project themes, techniques for promoting interactive drama, video documentary and participatory post-drama dialogue with audiences.  

· Micro-grants – developed youth-adult partnerships that extend the Change Agent, adolescent participation, and intergenerational relations components of the project; they are small adolescent-led project proposals on ASRH developed according to project guidelines, vetted by an adolescent-led board, funded by GAHP, and leading to wide scaling up of project communication with community members of all ages and categories.  

· Youth friendly services – conducted a survey of health care sources regarding suitability and ‘friendliness’ for adolescents; provided training for healthcare providers on family planning, STIs and adolescent SRH issues; and upgraded selected healthcare facilities to meet adolescent friendly standards.   

The following discussion elaborates on the development and implementation of these central interventions of the programme.  Because of the changing nature of this innovations project, the content within each intervention is generally presented in chronologic order so that it is easier to understand the evolving developments.   

Change Agents 

In early 2005, the project consortium team drafted notes about the function and selection of Change Agents for GAHP.  Although there was a plan to define numbers at this point, the decision was deferred. 
Selection criteria of Change Agents

· Representative of the marginalized group (not defined)

· Good communication skills

· Enthusiast, volunteer by nature

· Keep gender balance

· Employment in the target community (farmers; shop owners), live in the target community; (to make sure that the selected individual will not migrate from the target community)

· Not to be the members of the same family, or not to be the neighbors
· One Change Agent should be a psychologist

· Individual with medical education

Later in 2005 the project saw the need to strengthen adolescent recruitment for participation in the project beyond the four adolescents who had been involved.  At this time, the consortium planned for 32 adolescents (4 per each of the 8 project villages) by September 2005.  In reality, by September, 77 people (about half adolescents and half adults) in 14 villages had been identified as “Change Agents” and begun their training.  Some of the adolescents recruited were among the informal local leaders, i.e. the so-called makurebeli boys who could influence peer decisions.  
In February 2006, the consortium reviewed the above roles of Change Agents, and felt that most of the earlier list expectations were short-term responsibilities related to project processes.  By now, the GAHP team recognized that each Change Agent also had some longer-term roles and responsibilities that would contribute to the objectives of the project.  
As a starting point for defining the longer term aims, the project identified potential indicators that could be used to assess outcomes related to the Change Agent intervention (see ANNEX 9).  Bearing the desired outcomes in mind, the project then anticipated that the adult and adolescent Change Agents would have the roles shown in the box to the right. 
About this time, the project decided to shift the focus of the project health education activities to the Change Agents.  The consortium partners then re-focused the project health education curriculum to work only on Change Agents, rather than trying to continue with a mass focus on the community at large.  It was agreed that by the end of the project, Change Agents would be able to interact with the community at large (with an emphasis on adolescents) to improve reproductive health, thusly:


It was expected that the Change Agents would undertake these supportive activities in the course of their daily lives, with adolescents in their neighborhood or sphere of influence, and that they would do this as volunteers.  The plan was to teach the Change Agents how to undertake these actions through specific behavioral skills training on the GAHP health education topics.  For each topic, each Change Agent would have an opportunity to practice (not just observe or discuss) each of the key skills at least once (if not twice) through role-play or “small theatre” and to receive feedback on their performance of these skills from their peers. 
The consortium then developed a list of behavioral objectives for the health education topics, and how these fitted into a 3-step learning curriculum for the Change Agents using the following key questions:

· What is it?  (e.g., STI, contraception)

· What does it mean for me?

· How can I help others?  
Health education and social marketing
Health education - By mid-2005, CIF had initiated health education for adolescents in eight villages.  Five topics were planned: 1) smoking and alcohol; 2) sexually transmitted infections; 3) HIV; 4) family planning; and 5) abortion.  They started with the less sensitive issue of alcohol and smoking as a way to diminish potential conflict and build trust with parents.  CIF and GYRC received training in participatory health education methods, including theatre/role play and PLA methods.  
Some difficulties were experienced early on with identifying and using learning and behavior change objectives, such that participants were sometimes lost as to the purpose of the sessions.  A concerted planning effort in late 2005 and early 2006 helped resolve this issue, as well as making the shift to focusing instruction on the Change Agents who would then be responsible for the wider dissemination in their communities.  

Social marketing – when the progress and activities of the Change Agents were reviewed in early 2006, it became evident that the change agents wanted help with several challenges: 
1. Change Agents needed to be identified in their communities;

2. Target audiences needed to be identified and understood;

3. Change Agents needed to find ways to effectively introduce their information;

When the Consortium discussed these issues and considered options, it led directly into the development and wide dissemination of social marketing materials, e.g., posters, calendars, and brochures.  These were developed in a participatory way with the Change Agents and were generally very well received in the communities. 
Forum Theatre 

About the time of starting implementation of interventions in mid-2005, the GAHP team invited a consultant (David Kerr) to Guria for 10 days to train the GAHP consortium members on an innovative “forum” theatre methodology.  The consortium recruited three professional actors and was working with three adolescent volunteers to perform short theatre sketches (about 15 minutes) to audiences in the eight target villages.  They were planning to develop additional sketches portraying various barriers to adolescent reproductive health related to choices and decision-making.
 

The GAHP team found this methodology extremely useful for encouraging debate and consideration of alternative realities to social exclusion, discrimination, and gender-based violence.  Gurian audience members, who included adults, adolescents and children, were all very enthusiastic about participating.  The GAHP team asked particularly active members of the audience for post-performance feedback/review interviews, but found that these interviews frequently turned into focus group discussions as many people were reluctant to leave, and people clustered around the interview pair to add their opinions.

At this point, the method was new and still evolving to meet the needs of the project.  The performances got a large attendance each time (50-100 or more).  The team was excited by the many possibilities with this methodology, e.g., using role plays to work with adolescents and adults in various scenarios for exploring and practicing alternative ways of talking to each other (improved inter-generational communication) and to their peers (improved adolescent self-efficacy, confidence and negotiation skills).  The GAHP team was considering how to make performances smaller and more intimate for adolescents, allowing greater participation and feedback.

The planning group became interested in revising the project implementation plan to include components of the theatre work in more of the interventions, e.g., thinking about how to incorporate it into the training and activities of “Change Agents”, CIF health education, and even how to incorporate it into the YFS training for professionals.  
Significant benefits were rapidly evident from the interactive theatre approach: a) it launched intergenerational dialogue by facilitating public discussion of common constraints and opportunities between the generations; b) it helped reach and mobilize marginalized groups through opportunities for support and making a safe space for sharing among survivors of gender-based violence; and c) it opened a public debate on harmful gender norms and practices including the sensitive socio-cultural context of non-consensual sexual experiences of adolescents, especially kidnapping.  The forum theatre was creating one of the preconditions for successful intergenerational partnerships: participation and communication.  It therefore had great potential for producing positive effects on the social and power relation dynamics of the target communities.  

Meantime, the team was also learning about limitations and risks with the theatre.  They observed that theatre could potentially reinforce existing cultural stereotypes contrary to the project aims.  For example, when an audience was asked to offer/act their own solutions to a particular issue at a key moment in the play, the format and limited time did not always allow the joker to go into a deep discussion about this or that action.  Insufficient dialogue risked strengthening prejudices about gender roles or inequalities in rights and responsibilities of adolescents and adults towards each other, etc.  The project team realized it was critical to do follow up group discussions with active participants from the audience and Change Agents on the advantages and disadvantages of any emerging behavioral options.  
Interactive theatre was acknowledged as one of the most effective means raising awareness in the local society about the physical, psychological and social effects of forced abduction and rape for marriage.  Discussions and exit interviews following performances had proved to be a very useful qualitative research tool for in-depth exploration of project issues.  People were usually more open and sincere in their responses after watching the theatre.  Valuable information was revealed on sexual health, and the psychological outcomes of sexual coercion with its negative implications for young women’s rights, health and development.  
By early 2006, the project team had gained considerable experience with the theatre and was able to critically reflect on its challenges as well as successes.  When the advisors and GAHP team closely observed the use of theatre for health education, they found that the “small theatre” often lacked enough focus on the topics pertinent to the objectives and indicators for the project, e.g., it lacked content about where to get information and services, how much they cost, whether they are “adolescent friendly”, etc.  It also lacked any guidance or life-skills building related to communication, or negotiation of peer and adult pressures to make certain reproductive health choices.  There were gaps in information or guidance on behavioral issues related to violence, abduction and rape (e.g., what to do after someone has been raped).  The team then worked to establish clear learning objectives for each topic, specifically focusing on knowledge, attitudes and skills related to the project objectives and resulting from social analysis/PLA exercises of real-life Guria experiences.  These helped the performances become even more powerful for their audiences and the theatre continued to be a very active and central intervention strategy up to the end of the project.  

Micro-grant programme 

The idea of micro-projects and adolescent-adult partnerships was tabled early in the project but not really explored or developed until after the mid-term of the project.  It was after a cross-visit by two members of the consortium team (Maia and Tamuna) to the Youth as Resources organization in the US plus a TA visit by CARE’s Usha Vatsia on Youth-Adult Partnerships that the partners identified micro-projects as a potentially important component for community members, especially adolescents.  These external interactions greatly stimulated the project team’s desire for immediate implementation of this previously low priority project component.  Some of the key elements identified for a micro-grants scheme included developing youth-adult community boards, issuing an RFA, training youth and adults in proposal writing, and development of selection criteria for micro-projects.

By late 2006, the micro-grant/initiative project board review process implemented very successfully.  The Board had adolescent Change Agents/project support persons, representatives of consortium members, and an adult (8 members).  The rating sheet/criteria for project selection provided very good criteria that were linked to programme objectives and achievable aims of micro-projects.  The micro-grants that they awarded had formal agreements, together with arrangements for monitoring by the micro-grants board/board representatives during implementation, and reporting commitments.  
The Initiative Groups were very creative; some did home-made video, e.g., there was an excellent one about kidnapping; many chose to use theatre, e.g., with a health education drama.  Some prepared and implemented a survey of pharmacists on youth friendliness which led to some training on youth friendly RH services for the pharmacists.  Many of the micro-project groups did RH trainings (HIV/STI, puberty, and FP) that enabled the project to dramatically scale up the numbers and range of adolescents and adults influenced by the project.  The project team also embarked on a documentary video to describe the steps of this process and portray all the micro-projects implemented through this initiative.  
Youth friendly services 

Early on, the project saw that any reproductive health service training in Georgia would have to be delivered within the broader mandate of health sector reform.  The government was planning that reproductive health services would be incorporated into primary health (or ‘family health care’) rather than continuing as specialized services (e.g., by gynecologists for FP and venereologists for STIs).  Meanwhile, the project could see it was going to be difficult to try to incorporate youth-friendly services where no services were even adult-friendly, and any commodities required for reproductive health (e.g., condoms and contraceptives, testing and treatment for STIs and HIV) were in very short supply even for married adults.

GAHP assessed several facilities in Ozurgeti for their potential as “youth-friendly service” (YFS) sites.  The GAHP team also discussed options for designing the YFS curriculum based on existing RH training curriculum in the country, i.e., the RH training for clinicians from JSI Healthy Woman project, adding some components for youth-friendliness.  Although there were many delays, eventually GAHP arranged with JSI for an RH knowledge update training in Ozurgeti aimed at village ambulatory staff and gynecologists, including some of the staff from GAHP target villages.  This took place in late 2006.  
In addition to the training, the project organized with JSI for access to USAID supported FP commodities, and used some project funds to rehabilitate a room in each of the four targeted YFS provider sites in Ozurgeti.  These supports helped the facilities reach a level of youth friendliness that was already being rewarded by increasing adolescent client numbers within just two to three months after opening.  

Project process issues 

Design issues 
Design - “Learning” project 

The project team (CARE GAHP staff and partners, CIF and GYRC) spoke extensively with the evaluators about the significance of flexibility in the design and implementation of the GAHP project.  The team gave a lot of credit to the learning approach of the project and the on-going use of social analysis that did not stop at a ‘baseline’.  
If social analysis is incorporated into ongoing analysis and reflection along the way, it becomes part of implementation.  Recently we re-examined HIV and puberty; prior to each training, we did PLAs again, and it helped to redefine the objectives for the PLA and the timing.  GAHP PM, Maia
The flexible approach has helped to develop the project, to innovate and test new ideas, and to adjust and change strategies during the life of the project.  

Flexibility - If something didn’t work we changed our strategy.  For example, for the puberty training it took awhile for us to figure out a way to separate the audience so that they could be more open (Nona with girls, Vaso with boys, Dato with parents).  We learned that both youth and adults have to do the training.  It took time to come to this.  GYRC facilitator and mobilizer, Keti 

According to the project team, the big changes in implementation strategy and method over the project have included the following: 

· Change Agents – The project did not start with Change Agents.  The change was made to ensure consistency and quality of messages; to have community outreaches, and to prevent conflicts in the community.  
· Theatre – Theatre became a very effective approach; it was extended from the community and introduced into the behavior change component of all trainings. 

· Geographic coverage – This was expanded during the project period to reach more people.  
· Social change and social marketing – The project moved from changing individual behavior to addressing change of the wider community.   

· Micro-projects – In the view of the project team, the small initiatives projects have effectively passed the overall project into the hands of the Change Agents.   

We did not feel we had orders in this project.  Instead, we got suggestions and planned by ourselves.  We had a choice on how to reach goals and made it ourselves.  It was up to us for choosing what methods considering the reality of the region.  We don’t know if exact mix here would work elsewhere with different actors and issues.  Doctor, CIF  

The flexibility was generally considered very positive, but there were indications that the team also recognized some constraints and risks inherent in this strategy.   
The flexibility in design was a good opportunity to learn and change, but there was too long of a preparation phase at 1 ½ years.  This meant that later we were pushing a lot of activities and rushing, and not enough time to learn from each new activity or intervention.  It would have been better to have a shorter initial phase but more time between interventions to learn.  GYRC; Tamuna 

Design – challenges 

While the project did accomplish a great deal, in retrospect, the initial ambition was unrealistically high compared to the intensity of work required for behavioral change.  The early stages of the project began with a small geography, with selection based on Guria’s diversity and NGOs’ experience and knowledge of their villages.  Some consideration was given to ethnic diversity and representation, but eventually this was not able to be achieved.  
At one point, we realized that Muslim communities are marginalized.  We started exploring and visiting Muslim communities to see about working there, but the women were very shy and hard to reach – whether in public or in homes.  We realized there was a big problem of access to the women and gender issues.  Eventually we gave up the effort, and accepted that there was plenty to do in the main project.  GAHP PM, Maia 
The selection criteria and process worked in most communities, but not all. 

Initially, there were 8 villages.  One community told us to go; they were very suspicious of CARE and international NGOs, so we left.  GAHP PM
Before the midterm, there was a decision to expand and the project added three communities.  The pressure for expanding the number of villages came from the CO level where there was concern about value for money and demonstrable implementation.  One of the new communities was quite large (Natanebi), and the size actually became a constraint that slowed down community change.  
10 villages were manageable.  But now reflecting back, we would not want to work in Natanebi – it is too big.  It needs more time; it was the equivalent of three villages or more in population size and distribution.  The selection of villages would work in villages of the same scale if one was using the same methods and short time frame.  It is better to have a small enough number of villages to be effective.  GYRC; Tamuna 

The slowness to expand the project was due in part to the expectation that it was an ‘innovations’ or ‘learning’ project.  

In the project thinking, if it faced an either/or choice between learning vs. implementation, then learning took priority.  Tbilisi, CARE HQ 

Another reason for the slowness was caution about staying in tune with the needs and comfort level of the community.  

Social mapping needed time.  After social analysis, working in community needed more time.  We were not working to change material things, but changing mental – and it is difficult to do this change.  People needed time to understand.  All the time was needed to keep the feedback and sense of reality.  Doctor, CIF member; Vaso 

Thematic focal areas 

Thematic focus – intergenerational relations 

The project team was apprehensive about working with adolescents at first, but later came to realize that it was an important component in their successes.  Young people make behavior changes faster and easier than adults who are difficult to change.  
My friends say that it is difficult to work with adolescents and adults will not understand - but the little steps were very important.  Our society is like a deep forest toward these issues – full of stereotypes from the past like the big trees – and we have to remove the stereotypes to allow light to reach the adolescents – giving them an opportunity to see beyond to new ways.  Ours was not a way of teaching only, but also showing new ways of thinking and behaving, new opportunities.  We were opening them up to knowledge on STI, FP, protection of human rights and preventing discrimination.  The issue is we were giving information but they are able to make their own decisions and choices.  Doctor, facilitator, member of CIF; Vaso  

As the project wanted to provide enabling environments for adolescent behavior change, they also tried to bring about changes in significant adults, such as parents, teachers, and health workers.  As with adolescents, the project found that adult peer educators often had better success with adult listeners than just hearing the ideas from adolescents.  

We have formed a group of both adults and adolescents; adults beyond the group appreciate information coming from the adults in the group.  Tkhinvali Initiative group, mixed adolescents and adults 

Many teachers were quite supportive, though there were occasionally some who objected to the content, often on religious or moral grounds, and not because the content was inaccurate.  

We had opposition from one school teacher who objected to FP, and saying the priest is against it.  At a sport event, one teacher wanted people to tear up the GAHP brochure, saying it was not religious.  Our group has now persuaded this person that it is okay information and not against religion.  So, he is now “silent”, neither for nor against our position. Laithuri village initiative group; adolescents and young adults 

Thematic focus – RH life skills 
Because awareness of RH was low, and there was a lot of poor and incorrect information around, the project found that talking about these issues in a traditional lecturing way did not work.  People understood the presentations as orders – and resented them.  So the project attempted to use more efficient ways to: 

· Have people (adolescents and adults) realize their situation and not give them orders 
· Explain that RH is not part of FP, but vice versa 

· Have people understand the real concept of RH and explain themselves before a broader audience, e.g., with theatre.   

The deputy director of one of the community secondary schools concurred about the sensitivity of adolescent sexual and reproductive health, saying, 

Issues related to reproduction were taught in biology in the school, but only in very general terms – not for humans.  No one was teaching these (SRH) issues before.  Women teachers, members of Ureki village initiative group  

One of the ways that the project addressed sensitivity about RH issues was to work with doctors as Change Agents and community facilitators.   In the project communities, this worked quite well.  Another strategy was to carefully and consciously sequence the presentation of materials in the community.  

Due to sensitivity, with FP we worked on attitude first, then knowledge and then behavior.  Private issues were handled in gender separate groups.  GAHP PM, Maia  

This lesson about how to sequence did not come easily, however, as indicated by the following quote.  

In past, people were very opposed to discuss and we had to stop our sessions on these issues.  There has been a long period of adaptation – but we can now hold dialogues.  We are approaching the topics gradually and finding which topics are attractive and easier to talk about.  The sequence used was STI ( HIV ( FP ( puberty.  FP was very sensitive, and puberty was impossible to discuss before – these all used to be unacceptable.  We also started too fast and had to back up; this is where the flexibility of time was so important.  Doctor, CIF member; Vaso 

Thematic focus – Youth Friendly Services (YFS) 

Early on in the project, the social analysis found that the quality of health services available in Ozurgeti district was not very good, at least in terms of sensitivity and usefulness for adolescents.  

When we did the youth friendly services study, results were poor and that is why we did improvements in the services.  We used the survey for planning and development of curricula for the providers; also to develop handout materials, e.g., about where to go for services, costs, etc.  Besides special scientific information to the doctors, we also gave them information about youth friendly services to promote good relations with patients about their roles & responsibilities.  Doctor, CIF member 

During the life of the project, there were many changes in government structures.  Some levels abolished, old institutions were changed.  It has been a time of reforms that has affected the project plans.  

Initially we were thinking of involving local government in decision making, and we have tried to inform district health, but we have realized that they have very little authority and capacity.  GAHP and Partners

Government policy has changed recently and now expects rural doctors to be ‘family doctors’.  Although FP/RH was not a part of their training, they now have to provide these services.  Out of the 10 project villages, only four doctors had previously had any training on FP/RH so the project organized a training for the other six; both doctors and nurses attended.  The project collaborated with the JSI project on the training and developing an RH packet for doctors.  

The training is now praised as highly successful, both by project staff and the participating doctors and nurses who were trained.  The process of engaging them in the training was not, however, without its own challenges.  

Doctors – it is very difficult to find ways to motivate them, and very difficult to get them to want to work with adolescents.  The key was to give them information, and link it to the idea of working with adolescents as a potential source of income – after all, doctors are selling their knowledge.  It also helped (that we could) link the trainings to the state curriculum for credit scores (in-service training points).  Doctor, member of CIF; Vaso  

There are also still barriers to care for adolescents.  For example, services and treatment, even for ‘social diseases’, are not for free.  This is a problem for the adolescent patients who lack money for medications and are too embarrassed to ask their parents for money.  
It is a social problem when people have no money for services.  Treatment for STIs is a prescription and the person has to pay at a pharmacy.  HIV is diagnosed here, but not treated here; patients have to go to a special clinic in Tbilisi.  Doctor, Venereological clinic

Another constraint is the lack of preparation by health workers to see and recognize gender based violence.  Many cases and situations of GBV were reported in the social analysis, but the health workers interviewed in the evaluation denied ever seeing any indication of it among their clients.  

Evidence of violence or sexual abuse – we have not seen such events but we have heard about them.  Doctor and nurse, Village ambulatory clinic

We never see any coerced sex, relationship violence, or sex abuse.  Doctor and nurse, Ozurgeti YFS facility
In discussion with the implementing partners and planners of the YFS training for health providers, the evaluation team heard that GBV had not been part of the training.  They agreed that the care providers tend to overlook such problems (e.g., sex abuse/GBV), and said that they had not yet thought of creating any special training around these issues.  
Institutional learning 

Despite the training and facility improvements being done only a few months before the evaluation, the newly trained practitioners were endeavoring to build on the information they had received.  The doctor at one such facility (Women’s Consulting Room, Maternity House) said that the doctors in her organization have a meeting one time per week to share information.  She has been sharing content from the project and training in these meetings, and others have got interested.  Others (Abortion unit, Maternity House and Urological Room, Drug Abuse Facility) have been lending books and handouts from the training, but not doing any presentations or formal discussions.  
A very positive sign of institutional attitude change is the emulation of project interventions by the doctors’ organizations, using local resources.  

Our facility is redoing the room next door to this one, after seeing what could be done with relatively little money and how the staff and patients liked it.  Doctor, Abortion unit, Maternity house 

Thematic focus – Kidnapping 

The project has found that sensitive topics like kidnapping and gender based violence can be handled effectively with the forum theatre approach.  
On GBV – the audience received this material very well; it was not difficult and we had no consequences.  The audience was interested and the actors saw it was okay, even while it was going on.  And afterwards in the discussion, there was double interest – audience expressing ideas.  Boys were especially active.  Actress, drama group with GYRC 

Other strategies for delivering messages were sometimes challenging.  For example, one initiative group found that the population was not always ready to quickly accept their GBV and kidnapping messages.  

Some people did not want to agree that kidnapping is violence.  We tried to invite these people to meetings to change their minds.  We told them it was illegal, and showed them the posters. Tkhinvali village Initiative group, adolescents 
Implementation strategies 

Behaviour change - Training 

Training content 

Training was a key component activity of the GAHP, both for the community and for the Change Agents.  The earlier trainings were ‘intergenerational’ and not targeted to the CAs.  For the Change Agents, there were trainings on HIV/STIs, puberty, FP, gender, and project writing.
In this community we have had three trainings: HIV & STD, FP, and RH of adolescents.  Adolescent Change Agents, Makvaneti village 

Overall, the intensive trainings for Change Agents were implemented beginning in 2006, and done in the following order: intergenerational relations, HIV/STI, gender, and project design (for the micro-grants).  Early on, the Change Agents learned about STIs and how to avoid problems like HIV and STIs.  In the puberty training, they learned about changes in their bodies and how to talk about these changes with others.   

We learned that the changes in our bodies are natural, and to share what we learn with our friends.  At this age boys and girls are ready for reproduction, they can have desire to be sexually active, that sexual desire is natural – but it’s both good and bad.  We learned that early marriage and early pregnancy can be a risk to girls’ health.  It is good when a person knows how to avoid pregnancy.  Adolescent Change Agents, Ureki village.

They learned about reasons and reliable methods for avoiding pregnancy - Abstinence, Condoms, IUDs, pills, injections and how to get pills and condoms at the drug store.  

The preferred methods for adolescents are abstinence (said unanimously!), also pills, injections and condoms.  Tkhinvali village Initiative group, mixed adolescents 

In the sessions on youth friendly services, they learned that there are four youth “cabinets”, i.e., health service providers with an interest in ASRH.  
There is a youth consultation cabinet, urologic and virologic; can get consultations on STIs; your confidentiality will be kept; can expect a friendly environment. Tkhinvali village Initiative group, mixed adolescents and adults 

Trainers 

The project involved doctors in presenting content for the trainings, and found that it was easier for the community to hear the ideas.   

Greatest achievement of the project – allowing/engaging doctors to provide information.  Ozurgeti, GYRC; Sviad 

The doctor/facilitators with CIF were one woman (Nona), a younger man (Vaso) and the senior doctor in the organization (Dato).  They worked with all 10 villages in collaboration and did three types of trainings – puberty, STIs and FP.  There were no strict rules about how they split up the work, but they often applied some age and gender sensitivity.  The trainings also included a social and life skills component that was contributed by the other implementing partner, GYRC.  
I was a facilitator for the trainings on HIV/STIs, FP, puberty, inter-generational relations, gender and project design and management.  I did the healthy life skills portion and CIF did the clinical parts.  All three trainings were done in all 10 villages and each one lasted one day.  GYRC facilitator and mobilizer, Keti 
One of the big capacity building successes of the GAHP programme has been helping the partners learn how to develop training and behavior change curricula.  
We are now able to develop training with specific training objectives, i.e., the GAHP behavior change model.  For example:  knowledge – what is this; attitude – what does this mean to me; behavior – how to help others.  And we have been using theatre for this.  GAHP and Partners

Training process 

While the trainings were targeted to Change Agents, others, mostly adolescents, were allowed to come and participate.  There is also an important informal component to the trainings with the discussions afterwards – and a chance to ask a trained and respected doctor questions about these sensitive topics. 
The Change Agents are my target audience, but other adolescents come as well.  My interaction with the community is mostly around training.  After training I stay and answer specific questions people have about their health.  Dr. Nona, CIF facilitator
CARE and partners were both involved in monitoring the trainings.  
Partners did the pre/post tests, which were mostly positive.  CARE did the field trips – and observations were incorporated into the trainings.  GAHP Project manager; 

The results of the pre/post tests were supportive and helped motivate both communities and trainers.  

Pre-test showed people wanting to isolate persons with HIV; by the end, it was totally changed – people realized no danger from sharing utensils and were no longer afraid. Doctor Dato, CIF Facilitator 

Behaviour change – Theatre 

Theatre link to training 

Theatre skits and role play exercises were used as part of RH/FP training.  It was also used in the YFS and RH training for health care providers from ambulatories and pharmacies.  The project used theatre to reinforce behavior change by giving the CAs a chance to see new ways to help and behave, and then giving them an opportunity to practice it.  

Theatre was the most effective thing done to bring about behavior changes.  We were showing them that these issues (STIs, kidnapping) can happen to anyone.  GYRC, Keti 

Theatre for development/forum theatre - influence 

Many respondents were very enthusiastic about the effectiveness of theatre for development.  

I used to be fond of theatre, and liked to attend (for entertainment).  But with the project, I saw the power of theatre, how much potential, how strongly it can influence people and influence the thinking of society.  Little by little steps in the theatre can change thinking of people toward a goal.  This is an excellent and most powerful tool to deliver messages to society so that they feel the ideas are their own and they are not ‘being taught’.  We saw how attitudes change before and after the theatre – right away.  Doctor Vaso, CIF 
People were particularly keen on the capacity of the theatre to engage the audience and get them thinking and talking.  

I have been really impressed with the forum theatre; it enables talking itself to cover many areas at the same time.  It is new, interesting, different and very acceptable for the audience.  Actress, drama group with GYRC 

In fact, there were many who felt that theatre was the most effective of all the project interventions.  Of the villages that got micro-projects, 70% wanted theatre as a tool.  
The most effective intervention has been the theatre.  You can visualize the information coming, and it’s more effective than training.  They best part is when the audience is asked to play roles.  Tkhinvali village Initiative group, mixed adolescents 

A similar opinion was powerfully expressed by a mother who had been very worried about her son before he opened up at the time of a theatre performance.

There is not a cold separation in the theatre between actors and audience.  The audience has a chance to participate and discuss – and it has a big effect.  Problems between adolescents and parents were vividly presented and adolescents who were there would think very deeply about their plans for marriage and relations with parents.  I can remember my own son came to stage, and I saw a transformation in him before my own eyes at that moment.  He got a chance to practice alternate behavior that he had only been thinking about.  Woman parent of adolescent Change Agent, Makvaneti 

Community performances 

The audiences for theatre performances were often very cross-cutting, drawing in adults, adolescents and even children.  

Adults get very interested in the theatre; it is easier to get adults interested in theatre than trainings.  This is partly because it is a public event, and located in a club rather than a school.  We get about 60 people for a performance and even more and more are coming.  The timing for theatre performances is also later than it is for trainings – about 3:30 or 4 pm.  Adolescent Change Agents, Makvaneti village  

The theatre troupe includes professionals and voluntary amateurs, and both adults and adolescents.  One young actor described the experience, 

The acting is easy – I enjoy it.  I had been in theatre performances in school before the project.  Now my work with the drama group is out in the villages of the GAHP project.  My family is happy with the acting – they are glad that I am not hanging out in the bijra and becoming a cool guy – which might have happened before.  Adolescent Change Agent/actor, Makvaneti village 

M&E for theatre and follow up 

The project found that the best strategy for monitoring the theatre was exit interviews.  They also noted that doing two cycles/repetitions of dramas per community helped – and saw this by the quality of the questions and discussions after the dramas.  After the second performance, there was more change in attitudes, so people had used the time between shows to process, and the refresher helped.  

Behaviour change - Communications and social marketing
Social marketing materials, approach 

During the last year of the project, GAHP got involved with social marketing and produced a number of posters, calendars, and brochures.  The idea for such materials came from a request by the CAs for communication support to help them be more effective.  The materials include posters on prevention of kidnapping, communication with health providers, pregnancy prevention, and brochures on STI recognition, FP methods and sources of care.  The messages echo content from theatre productions, but pictures are of different people.  
Posters have been put up in many locations – except at churches, as there is no tradition of doing so in this area.  They are placed somewhat high so that small children don’t bother them; and they are protected from weather.  Some are intentionally placed at locations where boys hang out; are also in all public locations.  There has been no defacing of posters, but some posters have disappeared – especially one of a young girl saying that kidnapping is immoral.  GAHP and Partners

Social marketing is raising awareness about key project issues, including kidnapping and FP – where it is informing people about products, methods, where to get them, and what costs to expect.  

The brochure is very important – many parents are asking for copies.  Boys have been linked to services; the removable parts of the brochure are being carried by boys in their pocket.  Mixed adult & adolescents, linked to initiative group, including some parents, Shemokmedi

Information sharing – general 

The project has conducted and/or participated in several public relations events where information has been shared about the project.  Not too long before the evaluation, the project held a PR event in Ozurgeti.  

We invited various people – local NGOs, regional leaders, district executive and legislature representatives, public health authorities, representatives of government facilities, media.  We presented the GAHP project and helped them to understand what we were doing.  It took place in the local cinema hall in Ozurgeti – and we used powerpoint and theatre to give our messages.  GAHP Project manager 

As the project develops, the thinking of the project team has broadened about ways to share their results and messages.  Here, for example is a list of planned uses for a very effective short film/video clip made by one adolescent-led initiative group on the topic of kidnapping.  
Show it at the award ceremony for all the initiative groups.  Keep showing the film, both to reinforce it for the current adolescents, but also to inform the new coming groups of adolescents.  Take a video machine and go to share it with other nearby schools.  Give a copy to the district education centre so that they can share it widely with the schools in the district.  Offer it to local TV company (closed at the moment but opening again soon, and it is important for Ozurgeti); possibly to some other TV companies.  Enter it in a competition for adolescent films.  Mixed adult & adolescents, Shemokmedi village initiative group, plus some parents
Implementers – Partners, Change Agents, Youth 
Implementers – Partners and partnering 

The consortium of CARE and implementing partner NGOs strongly believes that partnering was a key to the success of the project.  Although there were some up and down periods during the life of the project, there is now good respect among all of the partners.  Here is an explanation from one partner about how this came about. 

This (mutual respect) happened because this project is longer – it took time to develop the partnering.  More effort went in because it was longer – and this was good.  It has generated a sense of great respect to each other among all the partners.  There is a professional environment – these are people who know how to do things.  The change of management at CARE was also very important – after it happened there was more respect, and we were willing to invest more from our side and so was GYRC.  Doctor Dato, CIF Facilitator & Director
At beginning, there were difficulties in understanding the idea and practice of partnership.  Over time, the partnership model evolved, and roles became clearer than they were at the beginning.  A workshop on partnership in August 2006 especially helped to clarify many issues.  Here is the voice of the Consortium, indicating some of the experiences. 
At the beginning, we were more ambitious; we had high expectations for decision making.  All of the partners had their own ideas about how to avoid problems, but NGO participation in decision making was low.  We needed to clarify if we were only going to be implementers or true partners.  This has now been clarified and we all know what we are doing.  We have recognized that GYRC is a strategic partner and CIF is a service provider partner.  We have also discussed “full partnership” and “true partnership” – and the only element missing is equal financial independence.  GAHP and Partners

And here is the voice of the project manager, also showing that there were inevitably certain differences because of budgetary obligations: 

The partnership model now is – CIF(CARE(GYRC.  We are all on the same level, or almost.  Full partnership was not possible, though, because CARE could not be financially accountable to the other organizations.  GAHP Project manager 

Overall, partners were very happy with the outcomes of partnering in this project, an institutional practice that was different and better in this project than any of their previous efforts at partnering.  

Project has enabled us to find ourselves and our potential.  We were given the opportunity to develop our knowledge and skills according to the needs of the project.  Director, GYRC 

In retrospect, some of the problems with partners stemmed from the very beginning where partners were selected because of their different, but hopefully, complementary skills.  This contributed to an allocation of project activities based on comparative advantage, but also contributed to reluctance to be critical or actively supportive in the non-assigned areas.  

Some partnership difficulties came because of the early division of work activities by objectives – with 1&3 going to GYRC and 2 to CIF.  Thus, teamwork for 1 goal as 3 organizations was not completely fulfilled, though eventually we did a lot.  GAHP PM  

Implementers - Change Agents/project support persons 

Recruitment and selection of Change Agents 

Selection of CAs took a lot of time, but the project consortium and change agents together have been happy with the result.  The GAHP project recruited Change Agents by visiting the school, parents, and households in a community and telling them about the project.  They tried to find people who would be interested, and then invited them to the trainings.
We called a meeting to identify who were the active people in the community and who would make a good Change Agent.  Once they were identified we did the training – usually about 20 people per training and doing two villages at once.  The number of Change Agents chosen depended on how big the village is.  GYRC facilitator and mobilizer, Keti Tsetskhladze

In contrast to the expectations of the partners, it turned out that adolescents were easier to recruit than adults.  

More time was especially needed to select good adult CAs; they have a tendency to want to dominate and it is harder to change their attitudes.  On the other hand, it is my experience that adolescents change daily.  GYRC; Tamuna Ghlonti

As related by a group of three adolescent Change Agents, the critical moment when each of them got interested was during a theatre performance.  

It was after a theatre performance.  When the key moments happened, and they invited members of the audience to participate, she chose her own moment and played the mother in a different way.  Then when there was going to be a training at GAHP, she was specifically invited.   Etuna, Adolescent Change Agent, Makvaneti 
I was also discovered by the theatre group.  I watched Etuna get up and then I decided to play the role of mother in law.  It was very different from the way anyone had done it before – and I was called several times to the stage.  Keti followed up to offer me an invitation to training.  Nino, Adolescent Change Agent, Makvaneti village
I also did a key moment; and played the role of a friend.  Later, Atto came to my house and invited me to be a member of the drama group.  Dato, Adolescent Change Agent, Makvaneti village
The project tried to use a standard set of criteria for selecting Change Agents, which in their own words were: 
Volunteers, respected in their community.  Able to communicate.  Resident of the area.  Can come from variety of backgrounds/professions, including doctors, parents, adolescents.  GAHP and Partners

In retrospect, “willingness” seems have been the most important criterion of all.  

We knew from the beginning that the CAs were going to be individuals, and not all would be equally strong.  They had different strengths.  We tried to have general criteria, e.g., respect in community and willingness to work/volunteer.  Looking back, this point about willingness was the most important of all.  Doctor Vaso, CIF facilitator

At first, the recruitment of persons to become Change Agents was more on the positive side, i.e., choosing people known for their good behavior.  Later the project came to recognize the potential influence of ‘cool guys’, the ones who were informal but influential opinion leaders in their schools and communities.  The project realized the importance of recruiting ‘cool guys’ as a high risk group and peer influence, and also to avoid the chance of them causing barriers to the project.  

Most of the STIs are in ‘cool guys’, and that is where some of the others go when they are embarrassed and want to know what to do.  Koba, member of Tkhinvali initiative group

The CAs included some who had experienced/been part of kidnapping.  There is even one adult CA who acknowledged his earlier role as a ‘cool guy’ of his generation.   

I was a cool guy myself; now I think I can help the cool guys to become responsible by involving them and giving them information.  E.g., one cool guy here insisted that he would kidnap but after discussion with him; he has changed much.  Adult CA and member of initiative group, Tkhinvali 

Numbers and retention 

Eventually, the project trained a larger number, but refined their selection during training and then registered 77 of them after they had been through three key trainings (HIV, puberty, FP).  Partners felt that the number of CAs was good.  

You have to work with their existing capacities and skills, which means it is good to have bigger number.  The village CA teams have informal leaders, but not appointed or official ones.  GYRC; Tamuna Ghlonti

Reportedly, they still have all 77 involved and functioning (none moved away, quit, etc.).  Of this group, 49 are adolescents (i.e., more adolescents than adults).  There also tended to be more females than males.  Numbers per community varied; some communities had as many as 10 active CAs.  
The smallest number of CAs in a village was 4 in one village; but it was not a conscious decision.  It depended on the peoples’ expressing willingness to really work.  We had more concern with the quality of work than the quantity.  There was no community where we could not find any CAs.  And I have no memory of a CA who quit.  Dr. Vaso, CIF 

It was apparently not simple to retain the CAs; the project had expected a high turnover of CAs – e.g., from migration, marriage, etc. – but it did not happen.  Explaining the ability of the project to retain the voluntary CAs, one partner attributed it to mutual respect between the project and the CAs.  

In the beginning, there was a lack of examples of active civil society (such as Change Agents) in Georgia – partly due to leftover communist influence.  Working voluntarily was not popular.  People felt they had to do things only for exchange.  Volunteering is part of way of life in developed countries, but not here.  Work of CAs is a way of life; not just one day, but permanent.  One long term benefit of this project is the beginning of voluntarism in Georgia.  It was hard to believe that it would be possible.  We were skeptical, scared, and thought that the CAs might be the obstacles themselves.  But all 77 trained are still there.  The key to motivating the CAs was to stimulate their leadership, not with material benefits, but by using social appreciation as leaders and creating an internal feeling that they are contributing to change.  We had to convince the CAs that they had an important job and the future of the project depended on them.  So, the Consortium did its best to cooperate with these CAs as part of the project.  Doctor Vaso, CIF facilitator
Change Agent roles 

At the beginning, Change Agents had a somewhat limited remit, largely functioning as project advocates and liaison support, but not engaged directly in the interventions.  Once the decision was made at about the midterm in the project to focus the interventions on the Change Agents, their roles were gradually redefined.  

Now we were focusing on interventions and all the project activities except theatre were for training of CAs – so we had to think.  We had to ask if they were equipped or not and this led to thinking of new skills that they would need.  This led to considering three modules/elements for training – knowledge, attitudes, behavior change – and integrating these into the trainings being developed for HIV, puberty and FP.  Their new roles are now different, and include the following: a) To be a catalyst in the community, not just a liaison; b) To disseminate; and c) To support adolescents.  GAHP PM, Maia 

Performance 

According to the GAHP staff and partners, the adolescents who became the best CAs were ones who had an influence on their peers, i.e., leaders.  They also praised adolescents with good communication skills who could get across groupings.  

Adolescents are in ‘natural’ small groupings.  There are some who don’t demonstrate formal leadership skills, but are very influential on peers.  They have the ability to communicate – whether with the ‘cool guys’ or any others.  Within groups, adolescents talk to each other; the leaders could be positive or negative.  In our case, the best were the negatives (the cool guys).  GAHP and Partners
The partners reported that some kinds of adults also made good Change Agents, especially adults with adolescent children of their own.  If adolescents did discuss any project issues with an adult, they seemed to prefer extended family or neighbors over professionals.  In addition to age-related issues, there were also differences in effectiveness by gender.  Each had their own functions and special strengths.  

Each CA has own area of influence or strength.  For example, for kidnapping – the boys were best; and for HIV and STI – boys were also best; but for FP – girls were best.  GAHP and Partners
The CAs learned from each other and the project needed all of them.  The conclusion of the partners is that a mixture of Change Agents (by gender, age, group affiliations, etc.) is the most beneficial as all the different types are important.  
Regarding unresolved challenges at the end of the project, the CAs are volunteers and there is no structured system for personal performance appraisals of the CAs as there is with staff.  

The CAs are volunteers – and I am sometimes asking myself if we are asking too much of them; it is an issue for the project.  However, I think they could be even more involved and in better ways.  E.g., having good personal relations, motivating, sustaining their energy.   GYRC; Tamuna Ghlonti

Implementers - Adolescent participation 

Youth and adolescents were important partners in the project.  According to the GAHP Consortium, all details of planned activities for the project were agreed with adolescents. 
Adolescents have been very good in this project about standing up for their rights; there have been many cases of adults having to learn to listen to adolescents.  GAHP and Partners

The star intervention for adolescent involvement has been the micro-projects/initiative groups.  The micro-projects are adolescent-adult partnerships, with leadership in all aspects by adolescents.  Adolescent CAs were the leaders in designing the village micro-projects, and the majority of the activities in the micro-projects are being done by adolescents.  Micro-project proposal ideas were reviewed by an adolescent-led board that included both adults and adolescents.  The adolescent members of the board were praised by other members of the board for asking very good questions and largely determining the choices of the board – they became the real leaders of the programme.  Each micro-project has to have an M&E plan with an adolescent in charge of reporting.  All projects were asked to do pre/post tests.  
The micro-projects are being done as “initiative groups” which is a recognized concept in Georgia, and can be registered, allowing them to get a bank account and apply for funds.  The micro-projects are happening in most of the communities, and are linked to FP promotion.  One project is doing a documentary of all the projects.  

GAHP feels that the micro-project/initiatives component has been very effective.  It is a practical exercise of youth/adult partnership and people working on something as an intergenerational team together.  Adolescents were given a chance to use the methods they themselves knew would be good and most effective for communicating with their peers.  GAHP and Partners

The micro-project strategy was greatly stimulated by a cross-visit during 2006 by two GAHP members to the USA – Maia (CARE/GAHP) and Tamuna (GYRC).  They visited a United Way programme, saw a grant ceremony for adolescent micro-projects with presentations by adolescent-adult partnership groups, and participated in a training on youth/adult partnerships.  They obtained numerous handouts that later became the core learning and guidance materials for GAHP’s own micro-project work.  
The trip to the USA was useful.  It helped us realize the potential for what kids can do in reality.  It was good to see operating projects and get manuals.  It was good for our organization as well – topping up of information and ideas.  GYRC; Tamuna Ghlonti

GAHP conducted a project design training in December of 2006 right before starting the micro-projects.  Tamuna (GYRC) developed the manual and then conducted the training in all 10 villages based on the standard format/sections of a project proposal.  The participants did group design activities and produced a draft proposal by the end of the workshop.  These proposal design activities included goals, objectives, activities, log frame, budget, M&E.  When the village initiative groups developed their proposals, they used this same format.  
Each project design workshop had about 20 participants – adolescents and adults.  They were mostly Change Agents, with some others who were interested.  Some adults had background of experience from CBOs.  Some adolescent Change Agents had worked with GYRC before on youth leader groups and knew a bit about projects.  But still, most of the content was new for people.  GYRC; Tamuna 
Board for initiative project – selection and follow up
The Micro-projects board has 10 members – 5 adults (2 male, 3 female) and 5 adolescents (3 mail, 2 female); the chairperson is a female adolescent.  Members of the board were selected according to active involvement and then an election for chairperson within the group.  There was agreement ahead of time that an adolescent could be in the chair, and all were willing to have a female in the chair.  

The adolescents were so active.  We relied on them.  We were able to sit back.  I actually did not expect them to be that much involved; I thought they would need more pushing and support.  But they were acting as if they were very experienced.  Felt on the same level without any age differences.  They did not have barriers in relation to me, and I felt happy and honored by that.  Tamuna, GYRC, member of micro-project board

Role and decisions of the board - Early board meetings generated criteria for assessing project ideas.  The board then used these criteria as a checklist when hearing the presentations by representatives of each of the initiative groups, after which they reviewed the findings and decided as a group.  The role of the board review was to help make the proposals strong enough to be funded.  

Some initiative groups, like Ureki, really knew their issues and plans and presented very well.  Statements of the problem and choice/description of activities were generally good.  The idea we liked best – video clips.   Board members from Makvaneti village 

The board reviewed 10 proposals – it was an expectation that there would be one per community.  All ten were selected, but each got some recommendations.  
By the time the proposals were out from the board, there were no totally reworked proposals.  Some questions were posed, mostly on budget issues.  E.g., making sure that all projects had similar costs for similar activities or inputs.  The proposals did a good job of matching their objectives with the GAHP objectives.  Tamuna, GYRC, board member 

Unfortunately, the micro-project in Natanebi could not be implemented, as this community is more conservative and has a stronger church influence that actively opposes FP messages.

Members of the board are making supervisory visits to communities of the projects.  The GAHP Consortium leaders have also been supporting the projects.  Tamuna (GYRC) made two visits to communities before implementation to help ensure that the proposal was aligned with the GAHP aims, and that the plans to be realistic, feasible, specific.  During implementation, she has been to all their training activities and information meetings.  She has also been calling them and asking if support is needed, doing printing for them, etc.  Her support for these projects comes as a consortium member, not specifically as a board member.  At the time of the evaluation, all communities were generally keeping time; and the board members have been surprised at such a good level of motivation.  

Micro-project profiles - The evaluation team spoke directly with members of six (out of 9) initiative groups.  All of these groups were highly motivated and very actively involved in their projects.  It was quite evident that they did represent adolescent led projects, and that they were also youth-adult partnerships with good respect in both directions.  Most of the groups were able to clearly articulate their objectives, describe their membership and discuss their process.  Some of the groups were highly advanced in their work, others were a bit behind, but all were clearly scaling up information delivery and meaningful discussion about ASRH issues in their communities.  Detailed extracts of the field interviews with these groups are presented in ANNEX 8 as Micro-project profiles 1-6.  

At one of the initiative project sites, respondents said that the participants learned a lot about project writing and implementation.  They used to think that proposal writing was the hard part; but now they see that implementation is also challenging – and exciting.  

Life is more interesting for those in the project.  Members of the initiative group have much better relations and teamwork.  Many adolescents are sorry they did not join the initiative group from the beginning - especially when they saw the teamwork and filming going on.  Many have volunteered though they did not join the group.  Expectations were high, but they did well and were happy the implementation.  In fact, they were not just paying attention to the end result of the implementation, but were enjoying the process of implementation.  Mixed adolescents and adults, including some parents, Shemokmedi

Implementation – project management 

Project management 

The concept paper for the GAHP (2004) noted that working with youth and the health sector was going to be new for CARE Georgia.  The Tbilisi team made a significant effort to inform itself on the reproductive health sector with TA from the CARE USA RH Unit.  They planned for a new project team that would have support from experienced senior CARE Georgia program staff in M&E, community mobilization and learning to incorporate CARE’s programming principles.  There would be a sub-office in the Guria region to ensure easy interaction on a day-to-day basis between staff and project participants.  

In early 2005, a trip report by DB the international TA noted delays in project implementation, attributable at least in part to difficulties with project decision making.  With the support of a CARE HQ staff member, the GAHP partnership discussed collective decision making and made some progress.  They chose to form a “Decision Team” (DT) to help move the project forward more rapidly.  The DT included the CARE GAHP PM, deputy PM, a representative from both GYRC and CIF, an adolescent and one Change Agent from a target community.  Each organization would nominate its own persons and the DT would meet every 2 weeks.  It was agreed that if consensus could not be reached on a decision then the PM would have the final word.  By early 2006 the DT meetings had apparently slowed down or ceased altogether.  It was strongly recommended that these recommence, as this was an important mechanism to ensure that adolescents were participating in project decision making.  
The project manager for the GAHP was changed in mid-2006, i.e., a bit more than halfway through the project.  Among the reasons for change, the management of an innovations project on ASRH in a very conservative community required a sensitive and creative touch.  

The former manager (in the first half of the project) had some project experience, but this project was different, and she was a very traditional manager.  This project was more difficult and needed a more creative approach.  She was not able to forecast barriers and evaluation context for local community.  Her personality was okay but she lacked enough communication skills.  The situation is much better now (with Maia).  Facilitator, GYRC

After the shift in management, all stakeholders have been impressed by the rise in project activity.  Responsibility sharing and trust were enhanced when staff and partners felt that they were all peers.  

All of the partner staff were habitants of the town and shared responsibilities.  When the CARE staff did not live in Ozurgeti, it was negative.  But when they were all local, then all the members of the consortium shared responsibilities.  There was no fear of Maia leaving if things got difficult.  Trust and respect helped us to make progress in the last year.  We now believe it is important not to have strangers running the project.  Dr., CIF 

Seeking lessons from this experience, the evaluation team probed about selection criteria and process for a PM in an innovations project.  Stakeholders at CARE HQ in Tbilisi highlighted commitment and creativity for the criteria.  
Competencies for a good PM - For a learning project, is best to go for the best you can get.  Should avoid mechanical robots.  Need good learning everywhere.  CD CARE HQ

However, they also pointed out that within CARE, there are some constraints to effectively recruiting for these criteria.  The pay scale and recruitment criteria for a PM are tied to the scale of the projects – both current and past.  
Grading of a PM is linked to past history of project work; so, the higher skills requirements with bigger projects mean that their posts are rated higher, and no highly skilled persons are available for smaller projects, even when they are innovative.  Tbilisi, CARE HQ 

Support systems 

Country office support 

The CARE CO headquarters staff were quite involved with the earlier stages of the GAHP, e.g., in the concept paper and the preliminary situation assessment/institutional mapping.  Subsequently, when the innovations project took a long time to reach the point of active interventions, the engagement of HQ waned.  Then, during 2006, several processes occurred that made a difference and now (at the time of the evaluation) the involvement of HQ with the GAHP is quite high.  One process was a change of Country Director.  

The CD before Jonathan (current CD) came only two times.  Jonathan visits frequently – he probably averages about one time per month.  He is more approachable, has direct contacts with the PM, with partners.  He is trying to connect the project with national and international stakeholders.  Worked on a large proposal for a follow on project with the partners.  GAHP team  
Related to this change, there was also some change in the technical support level.  The former resident TA on reproductive health left the country office, and an HQ Operations Manager with PM experience in Western Georgia (Gia) was assigned as the HQ supervisor for the project.  He visits the project often, mostly concurrently with the CD.  
Another critical process was the change of GAHP PM that occurred in mid-2006, which was linked with a very substantial increase in project activity.  

The HQ is more supportive to project this year.  There is a lot more stuff coming out of the project now; and it is more intensely linked to youth friendly services now.  CD, CARE HQ
Technical assistance – strengths 
The GAHP project has had several forms of technical assistance, and stakeholders were generally quite happy for this input.   

Whatever expertise was needed was given at the right time in the project. GAHP partners
International based outside - There has been an International TA (DB) assigned from the SRH unit in Atlanta who has visited the project about twice per year, and been accessible by phone and e-mail beyond those visits.  

International based in Georgia – The project had good support from a resident TA (JR) during the first two years of the project.  She visited the project frequently, staying for long periods in Ozurgeti, and was also accessible via phone and e-mail for additional support.  

When JR left, it was a transition period.  We got a shorter term local consultant (P) who was very productive and practical.  She had expertise in PR and helped on social marketing and focusing messages.  She also helped with challenges of the CAs – running ‘social gathering’ meetings for the CAs where we discussed evolving changes in their roles, and what support was needed to help the CAs function better.  This led to the communication strategy (posters, calendars, brochures) – and when the communications materials were ready, we went to the communities and identified the CAs as the resource people in the community where the materials would be coming from and where people could go for information.  GAHP PM
International consultants based outside – GAHP got support from several key consultants during the project, e.g., on Forum Theatre, Conflict Resolution, Gender and Masculinity, etc. that were highly praised for the quality of their inputs.    

Consultants from Georgia – the project also obtained several consultancies locally, e.g., from the Welfare Foundation who helped them with the quantitative baseline. The GAHP also networked and got support from some other projects based in Georgia

	Source agency (
	Interaction with/contribution to GAHP

	USAID RH policy level project – Co-Reform project
	Went to GAHP in Ozurgeti and gave an orientation on laws/policies affecting young people’s access to services and information.  

	John Snow International, Women’s Health Project
	- Selected health workers from ‘cabinets’ and village ambulatories got 4 days of training on RH and FP plus one day on distribution of contraceptives.  (in 2006)

- FP Supplies - GAHP has been arranging cabinets for youth friendly services; JSI is distributing free contraceptives through these centers.  

	Peace Corps 
	PC at GYRC helped GAHP with the theatre and with film subtitles

	GYRC 
	Did social marketing with Eurasia foundation project in 2004, and then with GAHP; early experience included a video clip, social ads, brochures, newsletters, and a calendar/poster.  


The JSI training of doctors for SRH and YFS was reportedly a very successful training experience.  

The doctors were very interested during training.  Most doctors were not gynecologists, but were general medicine or pediatrics.  We did pre- and post- tests, and they improved from about 25% on pre-test to 80% or more on post-test.  Kutaisi; Keti (staff of JSI) 

Following the trainings, the uptake of contraceptive supplies and condoms has increased, but it is not possible to identify the age category of the consumers of those supplies.  

Condom distribution started in Jan/Feb of this year.  According to use, it is increasing in Ozurgeti.  There is no disaggregation of this data by age – condoms are essentially a self-service arrangement independent of the doctor, so it is possible to track consumption, but not by whom.   Kutaisi; Keti (staff of JSI) 

Technical assistance/support – challenges 

Despite all of these positive, good feelings about the consulting and technical support, there were also some misgivings, related largely to the difficulty of successfully learning from and incorporating multiple points of view.  
There has been discussion on the great added value to GAHP of having so much technical assistance available, including Doris, Jaime, Jennifer, and Judy.  (Also Ellen who was involved at the start-up).  Buba is in as Program Director and the direct supervisor of the PM.  In addition, we are bringing in someone to work on Theatre, and there are recommendations to use others.  That is a minimum of six international consultants thus far (in the first year).  Mona is also providing advice and input at key points and plans a visit for this summer.  This does not yet include the (new) CARE Georgia CD or the new Operations Manager for Programs.  Each individual brings valuable experience and skills; all are qualified and provide extremely useful inputs.  However, the negative aspect is that this has a potential to slow down activities when the team is waiting for feedback or making revisions as a result of technical advice.  Each new person has a steep learning curve to adjust to the project.  There is concern that even if useful this may not be an efficient use of limited resources.  DB, trip report 2005
One challenging issue related to the ‘external’ support, such as consultancies, was an accompanying expectation from the funding and administrative channels that this support was an investment and there should be a visible, measurable return on it.  

The greatest pressure to implement came from outside, i.e., Atlanta & Tbilisi.  CARE HQ 

While this was a reasonable and logical expectation, there were many challenges to overcome before successfully focusing the project and the staff and partners.  
Challenges 
Obstacles (mostly external issues)

The project is located in an isolated, rural target area far from the nation’s capital; it is being implemented in rural villages, many of which are mountainous.  At the inception of the project, there was limited transportation to go outside the region, and a lack of access to news or updates on health issues.  Due to long-standing isolation, reproductive health issues and definitions were often misunderstood in Western Georgia.  CARE had no other projects in the district to enhance its reputation and relatively few NGO projects had ever been done in this district, making any NGO activity somewhat new (and prone to rumors and misunderstandings).  Due to the conservative nature of this isolated rural area, project staff and partners faced significant pressure to ignore issues of adolescent reproductive health from suspicious community members, religious and educational leaders, and the press.  
By mid 2005, there were several examples of resistance and attempts to discredit the project.  One was a newspaper article published in December 2004 citing CARE’s attempt to teach “sexual depravity” to adolescents in Guria.  Another was the refusal of the principal of the school in one of the original 8 villages to allow the project to enter the school and speak to adolescents about intergenerational relationships.  

Although there was opposition to the project from some quarters, and a lot of apprehension about the potential for opposition, not everyone felt this opposition personally.  

Opposition – I can’t remember any particular case that was directed at me.  I know the priests in the villages – and have had no personal opposition from them.  I have had no opposition from my family or friends.  Keti, GYRC facilitator and mobilizer 

While there were some people who refused to come to theatre performances, there was no history of any personalized attacks on the actors for their activities.  The doctors who were trained in the project and are now providing FP services have also not had any backlash.  

Religion 

The predominant religion in the project area is the Orthodox Church, and its leaders were dubious about CARE’s effort to improve young people’s RH knowledge and life skills and to establish a local model of youth-friendly reproductive health services.  The church opposed all health education for adolescents; Church leaders were also quite suspicious of any NGO activities.  There had been some history of religious objection to previous a reproductive health project (by a different agency) in the region, and there was considerable concern from the early days of the GAHP about the potential for an exacerbation of religious opposition.  

There were some critical moments in the life of the project, e.g., relations with church representatives.  Because all partners were in close relations with religion – was a worry that if anything went wrong, they would be very uncomfortable and might even have to leave town.  Doctor Vaso, CIF facilitator. 

In fact, the topic of family planning did cause opposition by the church.  

With the distribution of calendars, there was opposition by the church in Natanebi since these include some FP messages.  The church is strongly unhappy with the messages and was labeling the calendars sinful and telling people not to read them, saying that it was not good information.  The CAs said that, in reality, the negative messages from the church were actually causing more people to read the calendars.  GAHP project manager 

At community level, there seemed to be a correlation between the local presence of a priest with greater difficulty in community mobilization on ASRH issues.  The adolescent Change Agents who lived in the communities also had to cope with this issue.  

My priest prohibited me from coming to the training.  I did not take his advice because I believe this information is appropriate for me.  I heard that the church would have a problem so I shared the materials with a priest in Batumi and he said it was okay.  Girl adolescent Change Agent, Ureki village

The project did manage to work within the constraints of religion, but it took a special effort.  

Priests have been most difficult obstacle of all for the project.  We could not organize training for them or get them to come to other trainings.  The key to working with them was individual, informal contacts by respected people to help in linking the roles of the project with the priests.  Dr. Vaso, CIF facilitator  
Culture 

There is strong cultural pressure not to talk openly about sex.  
Sex is there, and some acknowledge it.  Parents and adolescents are aware of it, but they deny/don’t want to talk about it/avoid discussing it for their own children.  Gia, CARE HQ

There had been a previous RH project (by a different agency) that had provoked a strong negative reaction in some communities and caused anxiety among the project partners.  

I was skeptical about the RH topics at the beginning, especially on specific issues.  The social environment at the time was not supportive.  I did recognize the need to work on RH; it is big problem for this country.  But the expectations after the other RH project – bad reaction of public/society – meant we had to think of new way to do the project.  Sviad, GYRC facilitator 

It was also very sensitive to discuss the project’s third objective, which was to reduce the community’s tolerance of kidnapping/abductions and rape of girls or young women who are then forced to marry the perpetrators.  There was even concern among the doctors about discussing the ASRH and GBV issues.  

We may be progressive, but we are still part of our society and want to live here.  Dr., CIF 

On several occasions over the life of the project, the project attempted to cross the barrier to open discussion and it caused some objections and opposition.   

At the beginning of the project (3 years ago), in one training session talking about HIV and STI, and discussing condoms for protection.  There were some adults who joined and they were offended and opposed the training.  Female adolescent CA, Dvabzu village
It seemed that the opposition was promoted by rumor mongers in the community.  

Most of the opposition is from low educated persons who have some leadership skills but give false information, even to the priests.  From experience, it is easier to work with persons of higher education.  Dr. Vaso, CIF facilitator 

As with the note above on religion, the adolescents also had to cope with these issues, and generally did a very good job of it.  

At first other students were teasing us for going to the trainings.  We tried to ignore it.  Later, those who were teasing us have now realized the information is useful and are sorry they were teasing before.  Adolescent Change Agents, girls and boy, Ureki village 

Conflict prevention 

In order to mitigate conflict, reduce opposition and maximize community support, GAHP staff have proactively used community mobilization techniques to engage support.  The project spent a long time with the social analysis, and did a lot of careful planning and pretesting to try to overcome these issues.  
One technique was careful phrasing for presentations.  A key risk from the beginning of the project was the potential reaction of villagers to the term “reproductive health”, which in Georgia means “family planning.”  The GAHP team “soft-pedaled” RH issues by using easier terms: “early marriage” or “maternal mortality and morbidity” or ‘STIs’, or problems associated with having children “too close together.”  When talking about sex, the programme referred largely to married couples and prevention of unwanted births.  

A second major strategy was the use of theatre and making the topics livelier.  

Four years ago, there was no one talking or touching topics of this project.  Three years ago, the NGOs (of GAHP) came and started to work on these issues, but interest declined after a time.  But then, little by little, people got interested again and the picture started to go up.  The NGOs changed their style – to motivate more, more theatre, more real examples and talking about consequences.  Topics became actual – AIDS and kidnapping, hearing about tragic cases of kidnapping from other locations.  People needed time to adjust to topics.  Myself, I was skeptical at first and saw a gradual change of interest in HIV.  Earlier, no one was talking about FP, and now they are.  Was good to use theatre to prepare people first and to have Change Agents.  Adolescent CAs, Bakhvi   

Another strategy was to make a concerted effort to build relationships with potential allies, including Orthodox priests sympathetic to the project’s goals; adolescents from families who are highly ranked politically or socially; and sympathetic teachers, doctors, and nurses.  

Society, especially parents, have fixed attitudes (about sex and RH).  The key to changing them was intergenerational training and informal meetings – so that we could get permission and approval to work with the adolescents.  Dr. Vaso, CIF 

Another effective conflict prevention element was having an “entry point” and a progression of activities for target villages.  In each village, GAHP was introduced to gatekeepers and then the team assessed needs and interests of both youth and adults.  The results guided the phased introduction of activities, moving from less controversial to more contentious issues.  Interventions most likely to encounter resistance were pre-tested to identify potential problems, and highly sensitive issues were addressed through community “forum” theatre.  At these events, actors performed open-ended plays about a social practice that affects the health of adolescents, then asked audience members to role-play options for resolving the challenges portrayed in the plays.  

As expressed in an international conference (Bartel and Tavadze, 2006), the key elements in the GAHP conflict prevention strategy were: 

· Proactive preventive programming vs. reactive responses to potentially tense situations

· Assess, analyze & highlight the effects, risks and assumptions of project interventions.  

· Reflect on intervention strategy in light of progress to date and be responsive to the local political and social environment.

· Extensive use of lessons learned and good practice.

CARE staff members and partners held monthly meetings with volunteers, community stakeholders, and youth participants to keep them informed about the project’s progress and address any concerns that might arise.  

By 2006, the project was able to see the following results of this approach: 

· Opposition was not entirely mitigated but wide opposition did not emerge as feared.  

· A wide variety of community members were able to interact with staff and voice their opinions about “the right thing to do” for improving adolescent health.

· Staff were able to promote shared values, e.g., promoting health of the community’s children, and respect for dialogue and differences of opinion.  

· Representatives of the Orthodox Church routinely participated in public dissemination meetings about project progress.

· Project staff felt more confident that achievements are possible for adolescent RH.
· The project enjoyed a wide level of support among adolescents, professionals and community members, and continued to address its stated objectives.  

While the conflict prevention strategy was quite effective overall in the project, there were still some instances where it did not completely succeed.  

We had some few parents who opposed; they believed these issues were presented too early to the adolescents.  One parent even forbade their child to be in the initiative group.  We tried to convince the parents to be more open on these issues.  We managed to get some changes in the parents, but not for all of them, and we could not get that child back to the initiative group.  Women teachers, members of initiative group, Ureki village 

Limitations (mostly internal issues)

Management / Decision-Making 

It was identified fairly early in this project that the first project manager required mentoring.  During her first three months as a project manager, she was put on probation for an extra three months to see whether she had the necessary skills to manage this challenging project.  Support was arranged with the International TA for RH based in Georgia, but she was not always able to be sufficiently available due to other tasks.  Eventually, the original PM left in 2006, and the deputy PM (MT) moved up and capably stepped up the partnership and activities of the project, despite the limited time remaining for implementation.  
Information management – challenges 

There is no formal network of NGOs in the area; some have requested copies of baseline, but there has not been a formal sharing of documents, only presentations in public meetings.  

M&E Reports – went upward to country office of CARE, to Atlanta, and to other innovations projects.  Should have gone to the villages.  GYRC; Tamuna 
There were also challenges and missed opportunities for internal project information sharing.  

Most sharing about the project happened at the senior management level.  There were no cross-visits for sharing at project officer level.  CIP went to Guria – facilitated a partners' workshop and expressed experiences.  Operations Manager, CARE HQ 

Departing one of the original communities 

During 2004, the project team was asked to leave the community of Nagomari (where the school principal had decided to block project activities), and they did not return.  There had been resistance in this village, but the GAHP team realized later that their delay in responding to this resistance was a missed opportunity.  They learned it is difficult to respond to resistance without a clear approach to responding and used this realization to work on developing their conflict prevention strategies. (Rosenzweig et al, 2005)
Unintended consequences of importing idea without preparation
One attempt to bring about direct communication was a particularly disastrous try at a condom demonstration.  The episode greatly distressed the partners and participants in the exercise, and caused a local reaction in the community where it was done. 
There was a case when CARE forced us to do a demonstration exercise on condoms using bananas, and it caused a lot of embarrassment.  We were kicked out of that village.  It is better now, and there is more trust of partners with implementation.  Sviad, GYRC  

The after-effects made the whole team very sensitive and had a profound influence on presentation strategies.  Eventually the project overcame this hypersensitivity, but the memories were still fresh for those who were there that day.

It was the banana exercise that caused problems.  By the orders of the previous PM, all the partners and some of the adolescents had to do an exercise to use bananas to demonstrate about condoms – it was very embarrassing.  It was done with no preparation or background work ahead.  And it spoiled the possibility for including any demonstration of FP methods after that.  GAHP project manager  
In fact, the reactions to the episode even contributed to the project withdrawing from the core topic of family planning for some time.  

FP had opposition, especially the backlash after the banana episode, and it got lost for awhile.  We consider the banana exercise as an example of unintended/undesirable outcomes, i.e., using a global tradition without preparation caused a backlash.  Tbilisi, CARE HQ 
Project outcome issues 

Overview - what are GAHP participants most proud of
  

A.  Addressing gender norms 

The project has extensively explored and addressed relations between gender and power on men’s and women’s welfare, reproductive health and personal development.  The focus has been made specifically on Georgian norms of masculinity and expectations and experiences of violence, and how these expectations impact adolescent sexual and reproductive decisions, emotional and physical safety and ability to access and utilize health services.  

B.  Facilitating intergenerational partnership as a key to improving adolescent RH 

GAHP has created partnerships between youth and adults to build improve reproductive health outcomes; this model succeeded in reducing community fears and resistance to a sensitive topic.  It has created intergenerational teams of youth and adolescents as rural community “Change Agents”; youth-adult partnerships enabled community outreach, e.g., in using forum theatre to address sensitive topics on gender violence and create commitment to youth-friendly services.  Youth-adult partnerships have helped to effectively integrate the realistic perspectives and skills of youth with the experience and wisdom of adults.

C.  Interactive Forum theatre 

GAHP has used interactive “forum” theatre performances to improve community attitudes towards gender equity and healthy behaviors.  With powerful visual and verbal theatre effects, the performances have introduced a wide variety of stakeholders to dialogue and debate about controversial topics related to gender and reproductive health.  

D.  Establish mixed programming of Youth Friendly services

A two phase strategy of supporting YFS has been planned and implemented: a fixed site service model and a peer outreach model.  In the first, village ambulatory and selected Ozurgeti level service providers have been trained and supported to ensure that a minimum package of RH services is available to adolescents in a non-judgmental and confidential way.  In the second, adolescent change agents have been trained as outreach workers to provide sex education, family planning information and contraceptive referrals to young people.  Social marketing materials were developed and are in use to support this activity.  

Project outcomes – by goals and objectives 
Hypothesis level - Intergenerational relations 

Intergenerational relations - Key results from quantitative survey (see also ANNEX 11) 

	Theme 
	Intergenerational relations 
	Baseline survey
	Endline survey 
	Comments 

	Family support 
	Older family members have talked about harms of smoking, drinking, drugs 
	51-47% 
	85-63% 
	Improved 

	
	Older family members have talked about RH topics - 
	STIs – 13.7%

HIV/AIDS – 14.2% 

How pregnancy occurs – 10.7% 

Puberty – 23.6% 
	STIs – 28.1% 

HIV/AIDS 21.6% 

How pregnancy occurs  - 35.2% 

Puberty – 12.7% 
	Improved  


Parents and other older family members now pay more attention on healthy life style issues, such as tobacco, alcohol, and drug consumption, but also on reproductive health issues that were taboo in the past.  

Intergenerational relations - Key results from qualitative evaluation 

Knowledge

Knowledge about IG issues among the project CAs has been high since their recruitment and recurrent trainings beginning in 2005.  

All households in our community received information on these issues.  We can talk about issues that used to be taboo – we have opened the topic for adolescents and some adults.  Tkhinvali, Initiative group, mixed adolescents and adults 

Community knowledge has also picked up, particularly since the onset of the micro-project/initiatives activities in early 2006.

Most significant change due to the project – Talking about use of condoms and purchase of contraceptives in the family has changed.  I talked with my children and with neighbor women about use of contraceptives and condoms and found out we did not know many things.  Women Parents, Makvaneti 

Attitude

There have been indications of positive attitudinal shifts in the community to the very sensitive ASRH topics over the life of the project.  For example, 

My father-in-law is a teacher and very conservative.  But today, when he knew I was coming to this meeting, he said it is a great and useful organization.  Woman, Makvaneti 

There are changes in the relations between adolescents and adults.  

Most significant change in the project - Improved intergenerational relations.  The barrier between parents and children is partially decreased.  Earlier, there were very critical problems of communications between them; now adults let adolescents express themselves.  Sincerely, relations between adolescents and parents are better.  Parents are more open.  Mixed adolescents of initiative group and some parents, Shemokmedi

Behaviour 

Communications between adolescents and adults are now flowing much more freely. 

My parents have changed too, and are now free to talk.  Earlier we were not talking; now we can talk freely about these topics.  Not embarrassed to talk.  Adolescent CAs; Bakhvi   

Most micro-projects visited large numbers of homes, and sometimes all of the homes in their communities.  There had no overt rejections, and many who requested more information.  

People are able to discuss sensitive issues more openly; mostly this is mid-adults and adolescents.  The initiatives project gave us the opportunity to talk across all ages; and these are important topics even if sensitive.  We have been able to disseminate and take the information to people’s homes.  Koba, adult farmer in Tkhinvali initiative group  

Several respondents said the most important achievement of the project was greater support from the community.  

Community started to talk openly about these issues.  Relations between adults and adolescents are better and more able to talk about contraception, FP, STDs.  Those issues were taboo before.  Adolescent Change Agents, from Makvaneti village 

Others spoke of changes in family planning behaviors.  

For my son – and wider community of adolescents – their plans for marriage and children are now changed.  Now they would not marry early and are thinking longer view about their future.  Now, they are not having children before being able to support them and they are using FP to help their plans.  Women Parents, Makvaneti 

Gender 

The adolescent Change Agents and partners have learned and thought a lot about gender issues and gender relations through their social analysis, trainings, and planning for community interventions.  
Kidnapping is GBV – real men have to respect the rights of women, have to propose, not kidnap; men and women have equal rights.  Mixed adolescents, Tkhinvali Initiative group 

Project debates and a special workshop on masculinity have helped clarify the linkages between kidnapping and ASRH.  

We have seen that kidnapping is an underlying cause of RH problems – and found that underlying the kidnapping were masculinity/gender issues – as a determinant of decisions, safety, access to services, etc. related to ASRH, RH, and FP decisions.  Indeed, now we would show the masculinity link even more.  GAHP Project manager; 

There are, of course, still gaps and work to be done.  For example, the evaluation team talked with a group of four women from Makvaneti, and found that none of the men in their families had been to any of the community theatre performances, though all the women had done so.  We asked why the men were not here for the discussion.  Here are the responses: 

Reasons men not here for discussion: a) my husband is busy working, and I have more time to be involved. b) my husband is not open for discussion; he is not opposing, but also he is not open.  c) men are less active in raising up children.  d) as mother of a daughter, my husband expects me to be most responsible.  Women, Makvaneti; 

Objective 1:  Increased/improved life skills among adolescents 

According to the quantitative surveys (baseline 2005 and endline 2007), there has been considerable improvement in awareness, beliefs, and knowledge related to family planning and reproductive health.  See ANNEX 11 for full list of indicators and results.  

Family planning – outcomes by quantitative survey 
	Family planning 
	Family planning 
	Baseline survey
	Endline survey 
	Comments 

	Awareness about FP and pregnancy 
	Aware of possibility to postpone pregnancy 
	68.9% 
	68.9% 
	Similar 

	
	Aware girl can get pregnant at first sex 
	Total - 41.4% 
	Total – 77.1%  
	Improved 

	Beliefs about FP and pregnancy 
	Don’t believe a girl can get pregnant at first sex 
	Total – 11.8%  
	Total – 5.3%  
	Improved 

	
	Believe pills can cause infertility or cancer 
	Yes - 84.7% 
	Yes - 37.5% 
	Improved 

	Knowledge about FP and pregnancy 
	If aware of FP, knowledge of at least one way to prevent pregnancy 
	Total – 49.5% 

Boys – 59.1% 

Girls 39.3% 
	Total – 92.9% 

Boys – 92.7% 

Girls – 93.1% 
	Improved 

	
	Of those who know, what are ways to avoid pregnancy 
	Abortion – 42.4% 

Condoms – 37.2% 

Pills – 17% 

IUD – 3% 
	Condoms – 92% 

Pills – 67% 

IUD – 58% 

Abortion – 16% 
	Improved 

	
	Know how often a woman should take contraceptive pills to be effective 
	Daily – 4% 

Before sex – 3% 

After sex – 2% 

Don’t know – 27% 

No response – 64% 
	Daily – 57% 

Before sex – 8.6% 

After sex – 3.3% 

Don’t know – 29.3% 

No response – 0.5% 
	Improved 

	
	Know where to get contraceptive pills 
	
	Yes - 95.1% 
	High 

	
	Aware of emergency contraceptive pills to take after sex 
	Total – 40.1% 

Boys - 43% 

Girls – 37% 
	Total – 36.7% 

Boys – 36.2% 

Girls – 37.2% 
	Similar 

	
	Aware unsafe abortion may cause infertility 
	Yes – 55.6% 
	Yes – 66.2% 
	Improved 

	Sources of support about FP and pregnancy 
	Who can adolescents talk to about preventing pregnancy 
	Doctor – 65% 

Parents – 21% 

Friend – 11% 

No one – 2% 
	Doctor – 53% 

Peers – 41%

Mother – 30% 

Nurse – 17% 

No one – 4% 
	Similar, with perhaps more resources 

	Peer experiences of pregnancy and FP 
	Know a peer age girl who has been pregnant 
	Yes – 26.3% 
	Yes – 35.2% 
	Increased 

	
	Know a peer boy who has made girl pregnant 
	No – 74% 
	No – 72.3% 
	Similar 

	
	Know a woman (girl?) who has had an abortion 
	Yes – 27.1% 

No – 43.9% 
	Yes – 8% 

No – 77.1% 
	(Not sure if asked same)

	
	Know someone who has used  contraceptive 
	Yes – 12.1% 
	Yes – 29% 
	Improved 

	Condom skills 
	Know how to use condoms 
	Boys – 70%        Girls – 11% 
	Boys – 72%        Girls – 33% 
	Improved, esp. for girls  

	
	Know where to buy a condom 
	Boys – 80%        Girls – 26% 
	Boys – 94%        Girls – 79% 
	Improved, for both 


The proportion of adolescents who are aware that it is possible to prevent an unwanted pregnancy (93%) is almost double the level in the baseline (49.5%).  The methods of contraception known by the end of the project are much more reliable and the knowledge is more accurate, e.g., in terms of how to take contraceptive pills.  Although the level of exposure to persons using contraception is not high (29%), it is still more than double the level at baseline. 

Intergenerational relations - Key results from qualitative evaluation 

Outputs accomplished:  

· 77 Change Agents have completed life skills based health education on the following topics: a) RH topics: HIV/AIDS/STI, Puberty, Family Planning; and b) Life skills topics: decision-making, negotiation, assertiveness.  

· Social Marketing: 4500 items were produced (2007) related to life skills and reproductive health and distributed widely in the project communities.  Included 1500 Calendars with the project key messages (HIV/STD, Puberty, Family Planning, Decision Making), and 3000 Brochures with the project key messages on FP issues, and inserts about locations for YFS and costs of services.  

· Micro-projects were carried out by adolescent/adult Initiative Groups in 9 communities.  Each of the projects included at least three of the following activities: 

- “Information meeting” for general public (topic: HIV information)

- 3 to 6-hour trainings for parents and community members on HIV, STI and FP topics

- Distribute contraceptive brochures (and info about services) to all HHs in the village

- Theatre performances (topic - Kidnapping)

- Short videos scripted, acted and filmed by adolescents

- Survey of village about “adolescent health information needs.”  (for 100-400 HHs)

- Visit drug stores and assess “youth friendliness” of pharmacists – for selling contraceptives/condoms.

Outcomes - Knowledge 

All categories of respondents in the evaluation felt that the level and nature of knowledge about ASRH issues has changed for the better in the communities. 
When we were first talking with village women, the only method of family planning that they knew was abortion – they did not know that there were other methods.  Now there are positive results on discussing family planning.  Koba, adult in Tkhinvali initiative group  

Change agents believe that people in the villages now have solid information on RH issues.  
Among adolescents, the general level of awareness has increased as seen in conversations on the streets, and other adolescent discussions – and they remind each other about what they have seen and heard in the earlier dramas and trainings – they have permanently learned something on these issues.  Tamuna, female adolescent Change Agent, and leader of Dvabzu initiative group 

Many respondents pointed to the knowledge being used in open discussions.  

Information has increased; adolescents are better informed.  They have acquired a lot of new knowledge, and are sharing it with their peers.  Georgian mentality feels that talking about sex is taboo; but now people are more able to talk about these issues.  All this information is connected with real needs; and it is good that it came from professionals.  Mixed adolescents and adults, including some parents, Shemokmedi initiative group
One of the facilitators talked of how the knowledge will help adolescents make better decisions in their lives than he did when he was younger. 

The project is able to provide adolescents with important knowledge and a new way of thinking.  The new way of thinking refers to when I was an adolescent myself – there were some taboo topics that I was interested in, but without information, I made mistakes and so did my friends.  Now, I am able to give information so that adolescents can make better choices and face real life situations.  Dr. Vaso, CIF Facilitator  

He also spoke of how the quality of knowledge is so much higher that discussing ASRH issues is much easier than it was before.  

There is a high awareness of issues in population and high interest in project issues.  We saw from the latest meetings and sessions that there were more questions, and the questions were more qualified, showed more knowledge and awareness.  We can now go into villages much easier with these issues.  Dr. Vaso, CIF facilitator 

An important aspect of the new knowledge has to do with recognizing symptoms and knowing where to go for treatment.  

The most important change is that people themselves are changed.  They have learned the symptoms of STIs and are not self treating or going to the cool guys for advice based on their experiences.  Now they know methods and costs.  Before, people did not know costs of services and thought it was too expensive.  Adolescent CAs, Makvaneti village  

STI – key results from quantitative surveys (see also ANNEX 11)
	Themes 
	STI variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Knowledge of STIs 
	Most common symptoms 
	Abdominal pain – 3.8%

Vaginal discharge – 0.3%

Genital ulcers – 0.2% 
	Genital discharge – 51% 

Foul discharge – 37% 

Abdominal pain – 36% 

Burn on urine – 28% 
	Improved 

	
	Most common symptoms 
	Penile discharge – 5.3%

Burn on urination – 1.2% 
	Burn on urine – 47.5% 

Genital ulcers – 23.5% 

Swelling in groin – 22% 

Genital discharge – 17% 
	Improved 


During the final survey, a much greater proportion of respondents of both genders knew about STIs, and of these, all of them accurately knew some symptoms.  Many girls knew two symptoms, boys knew at least one.  

HIV / AIDS awareness level has been improved since the baseline survey: more than 94% of respondents have heard about such infection (Table 52), while during the baseline survey only 38.7% of girls and 70.6% of boys have heard about AIDS.  Among the respondents who are aware of HIV/AIDS, about 80% have correct information about ways to prevent HIV transmission, including abstinence, faithful relationships, protected sex, and avoiding needle sharing.  In addition, by the end of the project, 76% of respondents knew that a healthy looking person can be HIV infected, but during the baseline survey only 54% of adolescents thought that HIV positive person could look healthy.  

Outcomes - Attitudes 

Adolescents in one community (Shemokmedi) said that one of the most significant changes brought about by the project was greater self-confidence in adolescents.  In Ureki, teachers and service providers have seen the expression of this self-confidence in the greater willingness of adolescents to ask questions.  
Adolescents used to be embarrassed to talk about RH issues/STIs.  Now they are very open to talk about such issues, even HIV.  Now they are asking for advice.  Doctor and nurse, Bakhvi health providers
Some of the partners and facilitators have been surprised by the changes in the community; they had anticipated a much less enthusiastic uptake of the project interventions.  

The topics are being fully talked about out loud – this is one of the greatest accomplishments of the project, especially given the topic.  When we go to the villages they talk about the threats of STIs.  Parents talk about the threats for their children that they did not know before.  Parents want to help the adolescents change their attitudes.  Doctors say there are more adolescents coming in to the clinic for advice.  The adolescents themselves can practice what they have learned.  Keti, GYRC facilitator 

There have been strong changes in the comfort level of Change Agents in talking about ASRH issues, particularly family planning that had been very sensitive.  

In the initial PLA exercises and asking about what types of contraceptives they knew about, the adolescents would not mention them; we asked several different ways but they were not comfortable.  Now when we did the FP training in a participatory way, the Change Agents are more comfortable to talk about contraception – can’t say this about the general population but can say it about the Change Agents.  Dr. Nona, CIF facilitator 

At the beginning of the project, people were not as open about acknowledging non-marital sexual activity in the community.  Now it is more possible to talk about it, and thus to confront the consequences more openly

We teach people to abstain and be healthy.  If they can’t follow that, we can tell them about STIs and where to get condoms.  I have seen “responsible, good” boys from here with sex workers in Ureki (resort community near Black Sea); there is also one sex worker in Meria – the neighboring military village.  Koba, adult, Tkhinvali initiative group

While there have been many positive changes, there is still room for more work.  

Although FP knowledge is up, attitudes are still mixed - with project and church messages are sometimes competing.  GAHP Project manager

Outcomes - Behaviour 

According to the Change Agents, people are adopting more preventive behaviors.  

Changes in community due to GAHP – there is more abstaining and being mutually faithful.  Adolescents and young adults, Laithuri village initiative group 

Although the information is mostly qualitative and not able to be strictly age disaggregated, there are some indications that family planning behavior is also changing, i.e., decreasing use of abortion and increasing uptake of contraceptive methods.   People are asking for FP counseling at the YFS service points, there is some evidence of purchases of FP materials in pharmacies and some people are obtaining of condoms for free at the YFS providers.  

Boys are using condoms for sure when having sex with sex workers.  Girls are also using emergency contraception; girls have asked about EC after the trainings and they can get it confidentially at the pharmacy.  Adults are more free to ask about contraception and they are using them.  Adult women are happy to learn about the pill.  One woman had her last child 12 years ago and then didn’t want any more – she had 9 or 10 abortions since then; but now she is using the pill.  Dr. Nona, CIF  

There is also a suggestion that adolescent pregnancies may be down in the project area.  

Adolescent pregnancy – the last one we can remember was three years ago.  Women Teachers, members of initiative group, Ureki village 

Objective 2:  Youth friendly services 

RH information and services – key results from quantitative surveys (see ANNEX 11)
	Themes 
	RH information and service variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Sources of RH info 
	Main sources of RH information (multiple response allowed)
	Television – 34.6%

Doctors – 20.7% 

Press – 19.1% 

Parents – 18.2% 
	Television – 48.8% 

Doctors – 36.4% 

Mother – 35.4% 

Best friend – 23.9% 

Nurse – 14.6% 

Father – 12.2% 

Press, books – 12.3% 
	Improved – more use of multiple resources 

	Knowledge of health services in Guria 
	Heard about health services in Guria ready to give adolescents info
	Yes - 11.6% 

No – 83.8% 
	Yes – 48.3% 

No – 33.5% 
	Improved 

	
	Heard of health services diagnosing adolescents and treating STIs, HIV 
	Yes – 

No – 91.1% 
	Yes – 39.7% 

No – 39.9% 
	Improved 

	
	Know of services in Guria that provide info to adolescents on FP, avoiding pregnancy
	Yes – 

No – majority 
	Yes – 40.7% 

No 38.7% 
	Improved 


Youth friendly services – key results from quantitative surveys 

Outputs achieved: 

· Formed Youth Friendly Support Group (adolescents and adults);

· Established three YFS RH service rooms (for boys, for girls and mixed) and rehabilitated one existing RH service cabinet;

· Doctors and nurses from all four YFS RH service rooms have been trained on FP counseling according to the Ministry of Health curriculum.

· Doctors (from six target communities) and nurses (from ten target communities) have been trained on FP counseling according to the Ministry of Health curriculum;

· Social Marketing: Posters prepared and distributed (2007) with messages informing the public and doctors about their patient rights to private and confidential services; inserts prepared and included in RH brochures detailing locations and costs of services for adolescents 

· Micro-projects by Initiative Groups: all included distribution of social marketing materials; several included surveys of drugstores and training of pharmacists; several also include information boards and/or resource rooms in schools and village ambulatories (clinics).  

Outcomes - Knowledge

The community is more knowledgeable about RH services for adolescents (and adults).  

We adults have learned about services, where and at what cost.  Earlier it was shameful to talk about them.  Happy to find out that they are not so expensive as we thought when we were only learning about them by word of mouth.  Women parents, Makvaneti 

After training, health workers have more information and are more confident about giving it.  

Boys at puberty get curious about sex differences, and now information is much more available – e.g., through the GAHP project staff and brochures.  I am now giving counseling to boys myself after the training.  Boys are now aware of where to get contraceptive supplies and services.  Doctor, nurse, Urological cabinet

This is contributing to better informed clients. 

The clients at this STI clinic are well informed about their own symptoms and probable conditions.  Adolescents share information among their peers, so if we can help give them good information, it will be passed on.  Recent case where a patient came in and knew the details of his condition because a friend had shared a brochure with him and he had read it.  Dr. Bela, Venereological clinic

Meanwhile, the on-going assessment work and initiative groups have uncovered another category of provider who needs YFS-type upgrading – the pharmacists.  

In our survey of pharmacies, most drug stores were not friendly though they showed us what we requested.  When girls requested pills people looked at them badly.  We have analyzed our results, but not yet shared back to pharmacists.  We feel pharmacists have no skills to respond to adolescent clients.  Adolescent CAs; Ureki village initiative group

Outcomes - Attitude 

Adolescent attitudes - After the community interventions and the YFS training, the attitudes of both adolescents and doctors are changing – for the better.  

My adolescent clients are very open now, which facilitates my ability to make a diagnosis and give counseling.  Dr. Sviad, Bakhvi health providers

Adolescents are getting more comfortable with taking responsibility for seeking their own health care when needed. 
My son has business in Ozurgeti, but he postponed it to go for treatment/health care that he sought himself.  That would never have happened before.  Woman parent, Makvaneti 

Perhaps one of the clearest expressions of the differences after the YFS training is the following from the STD clinic.  

This is a government venereal clinic; young people have been embarrassed to come here for services.  This is a well known place and they did not want to have people see them walking in here.  We think the increase in patients is entirely due to improved service – more trust, better environment, trying to treat in as friendly a way as possible.  We now have male and female providers to help the patients, so that they will not be embarrassed.  We are now promoting a better service, better room, and the fact of free condoms.  Dr. Bela, Venereological clinic

Provider attitudes - Health care providers felt that they had markedly changed their attitudes as a result of the YFS and RH training.  (see box above and quote below)
I am less judgmental now, e.g., before if an unmarried girl came in. I would turn her away; but now I would do best to help.  Dr. Julnazei, Maternity house, abortion unit

One of the trainers from the YFS course believes that the doctors have made some fundamental shifts in how they view adolescents.  

There have been changes after training in the mentality of doctors - now they see adolescents as independent persons.  Dr. Vaso, CIF facilitator 
Outcomes – Service access, provision and use
According to the GAHP and partners, adolescents now have more sources for information and support.  The links between services and adolescents are better, and Change Agents have been a bridge to help facilitate this process.  Adolescents are more comfortable asking for services and providers are more open to adolescents.  Adolescents are also not using the old, non-professional methods of FP or abortions, and they are asking for help with FP from providers.  
The quality of the services is now good; they provide full information and give good advice; it is a nice environment, friendly; we can trust that it is confidential; and services are not expensive – 5 lari for a consultation.  Mixed gender adolescent CAs, Ureki village

Access to modern contraception has improved and the special YFS ‘cabinet’ rooms have emphasized the provision of FP services, including services for adolescents.  The box above highlights the Women’s consulting room; the quote below is from the abortion unit.  
Knowledge/awareness of contraception has been increased and demand for abortion decreased.  Adolescents can get abortions, but only with parental permission.  Women can get abortions without husband’s permission.  Abortion numbers going down is a good thing; however, it requires constant work due to new adolescents coming all the time.  Now doing increasing amount of family planning – a big increase since December after the training.  The increase is more among adolescents than adults.  I offer FP counseling to all clients – though not all accept.  I don’t turn away unmarried adolescents, but they are rare.  Dr. Julnazei, Maternity house, abortion unit 

Here is a statement from the venereal clinic that is now also paying more attention to the FP needs of adolescents.  

Adolescent examination is free – but treatment costs.  We give condoms for free to all the clients – both for disease prevention and for FP.  We also give FP counseling to all adolescents who come.  We see 14-17 year olds, and increased numbers since opening the youth room.  Adolescents now come alone, not with parents.  In addition, all their adolescents this year have not been married. Dr. Bela, Venereological clinic

The fourth cabinet is the urological clinic at a drug abuse facility in Ozurgeti (the facilities are remnants of the older Soviet health system and are gradually changing under the health sector reforms of the current Ministry of Health).  

About 20-40% of our urological patients are adolescents and proportions are increasing.  We get many patients here for conditions that are not drug abuse.  E.g., some boys come for STIs and some also come for FP.  We have no boys under 14 – they just don’t come; although it is not a rule that they can’t come.  Dr. Gia, Urological room, drug abuse facility 

The graphs below show improved service uptake linked to the GAHP interventions.   

Women’s Consulting Room, Maternity house - FP counseling visits
Adolescent girls are now seeking and getting FP counselling services at this facility since the training and project inputs to the facility.  

Urological Room – Visits by boys for STI counseling and treatment
STI attendance rates are increasing for boys, but not clear of the best explanation at this stage, e.g., better diagnosis, better reporting, more willingness to consult, or more infections.  In part, it is unclear because it is still early days following the GAHP inputs to the facility, though there is a suggestion that the increase is mostly since training.
Objective 3:  Decreased tolerance for kidnapping 

Outputs accomplished 

· Forum Theatre - Two major theatre plays were prepared and performed in multiple performances in all the project communities; they were also videotaped and used for international information sharing: “Who to Blame”, “Closed Space”.  
· Social marketing: Two posters were prepared and distributed (2007) with specific key messages about abduction of girls for marriage: 

- Poster of boy reminding about legal consequences of kidnapping; 

- Poster of girl reminding about moral consequences of kidnapping;

· Micro-projects were carried out by adolescent/adult Initiative Groups.  Most of the groups included at least one of the following activities: 

- Theatre performances (topic - Kidnapping)

- Short videos scripted, acted, filmed by adolescents (e.g., excellent one in Shemokmedi)

- Door-to-door survey, accompanied by discussions and information sharing on project topics, including kidnapping

Outcomes - Knowledge and attitudes
According to a wide range of respondents, the GAHP project has done a lot to raise knowledge and awareness about kidnapping, including its legal, rights and gender aspects.   

People now know of the kidnap law, and they are able to solve it peacefully; I am happy there will be no more kidnapping in the future.  Koba, member of Tkhinvali initiative group  

Adolescents are increasingly able to talk about and challenge the older traditions of acceptance for kidnapping.  

Our initiative group organized a debate among adolescents at our school on kidnapping.  The positive team (to abolish kidnapping), which was comprised of girls, won the debate from the boys who were opposing them.  I confirmed the decision with the audience afterwards.  Tamuna, adolescent CA, leader of Dvabzu village initiative group   

Here are some adolescent Change Agents explaining the understanding they have reached about kidnapping.  

We have learned that kidnapping is violence – it is a rape and kidnapping may have negative consequences, like unwanted pregnancy, psychological problems, and STIs.  As a result, we have re-evaluated our traditions about kidnapping.  Mixed gender adolescent Change Agents, Ureki village

Individual adolescents told us about changes in their perceptions, particularly when they began to think of such violence occurring in their own families or among their close friends.  

I now think about the consequences of kidnapping for my own sister.  Used to know I would not kidnap myself, but I was thinking that I would help others - now I know I couldn’t do that and I would also push others not to do so.  Male adolescent CA, Bakhvi  

Adults were also changing.  
I was a cool guy myself when younger; I think I can help cool guys to be more responsible by involving them and giving them information.  One cool guy here insisted that he would kidnap but after our discussion, he has changed much. Koba, adult CA, Tkhinvali village
Here is a woman relating the changes in her son’s attitudes toward kidnapping

Earlier, he was thinking only from point of view of the boy and not for the girl.  Now he thinks of consequences for girl – and I have seen him arguing with others and trying to change their views about kidnapping.  Woman parent, Makvaneti village 

And another parent proud of how her daughter is confronting the issue.  

My daughter recently persuaded a boy not to kidnap.  I was surprised by how much energy she put into it and how she managed to do it.  Woman parent, Makvaneti 
One initiative group (Shemokmedi) developed an excellent short video film on kidnapping; we heard from the parent of one of the adolescents who acted in the film about how that experience has influenced him.  

As a result of this film, my son is now more responsible in his work.  Before he was thinking of marrying early, and now he has changed his mind.  There is also a real life story going on now in the community – a boy in love with a girl, but the girl does not like him; and everyone knows it.  He is likely to have been considering kidnapping the girl, but we are expecting him to change after this film.  Mixed adolescents & adults, Shemokmedi 
Despite the considerable improvements, not everyone who needs be reached has completely changed their attitudes on this issue.  

There are still some people in the community still don’t think it is a problem – for example, the “cool boys” that are unemployed and playing cards all day.  They still think its masculine.  They need more training.  Mixed gender adolescent CAs, Ureki village 
Outcomes - Behaviour 

Although it is something for which there are no formal statistics, many respondents reported that kidnapping has decreased in their communities.  They say that adolescent boys now have a reduced tolerance for kidnap/abduction and that they see kidnapping as negative and harmful.  
Kidnapping used to happen in this community more than two times per year.  Last summer was the last one; they are decreasing.  They are deceasing because there are more consequences with punishment; and because people are better informed due to theatre performances followed by discussions and seeing the posters.  They are also better informed because we talk about it in trainings and then inform others.  Mixed gender adolescent Change Agents, Ureki village 

Community engagement in the kidnapping issue has been increasing, in response to the various trainings, theatre performances, social marketing materials and door-to-door campaigns by the initiative groups.  Even eloping for early marriage seems to be declining or disappearing.   
One of the most important issues for this village during the project has been kidnapping.  Tolerance was high; there was no awareness, and it meant stigma for the girl.  During the training on kidnapping, there were many people opposed to stopping kidnapping; they had not been considering it negative.  Now we have gathered signatures of people opposed to kidnapping – as part of the house to house dissemination.  We have invited the few who still don’t oppose kidnapping to the trainings being done by the initiative group.  There has been some eloping, but no forced kidnap by any boys or men in this village during the life of the project.  Koba, adult member of Tkhinvali initiative group

Adolescent change agents have been particularly active and creative in addressing the kidnapping issue.  

Kidnap - A year ago, there was a kidnapping in the village – but I invited the boy to the drama on kidnapping and he got very nervous during the show, smoking and finally left before the end.  There have been no other episodes of kidnapping by anyone since then in the village.   Tamuna, adolescent CA, leader of Dvabzu village initiative group
One good result of decreasing kidnapping is less fear among girls. 
Because there is less tolerance for kidnapping, I now have less fear for myself as a girl, and I am able to walk in the evening.  Etuna, adolescent Change Agent, Makvaneti village 

The following anecdote shows several important points – one is that the programme needs to reach beyond the project villages, perhaps through using more posters and the video created by one initiative group.  Another is that the conflict resolution skills taught to the Change Agents are being used beyond just preventing opposition to project messages.  
We had a recent example of kidnapping where a boy from neighboring (non-project) village kidnapped a girl from here.  I was part of the group from our community, which also included cool guys, who went and found the girl.  We asked her and she wanted to come home.  The girl told the boy that if he really wanted her, he would come to her parents’ house and ask them.  She came back to her home and was accepted by her family.  When we got the girl and were going away with her, the neighbors of the boy were mocking him, laughing at him, and putting a lot of social pressure on him about his lack of bravery or manhood.  I later went and talked to the boy and to the neighbors to calm them down and urge a civilized approach.  Eventually the boy did as the girl asked and they did marry.  Koba, adult change agent, Tkhinvali initiative group

Institutional and staff outcomes 

Organizational changes 

Organizational changes - CIF (partner NGO) 

Comments from the CIF team [as summarized from interviews with Dato, Nona, and Vaso]
We had never had a project of such value.  This has been the largest project ever for our organization; we now have more recognition in the whole district instead of just Ozurgeti town.

Our organization got a lot of organizational development, especially on human resources.  GAHP has enabled us to do more different kinds of health work than before.  CIF did not have facilitation skills before.  We learned new methods, and we are now good trainers.  Though the organization was doing activities before, it was not facilitating; and it is a valuable skill.  We have learned how to organize trainings, and deliver good education activities.  This is one of the most important assets acquired in the project.  

We gained knowledge from consultants – about RH topics, Gender, Theatre – saw theatre from within and how it could be used with medical topics.  Cooperative working style was new – working with GYRC and attending their trainings.  

There has been relatively little experience in Georgia with RH projects.  Although this project only covered a small part of reproductive health, we are sure now that our organization will be able to implement RH projects with other components.  
Comments from the GAHP Project Manager 
CIF – this was their largest project.  In three years, they have been forming their organization – leadership, teamwork, financial accountability.  They are empowered – seeking links with other donors, having new project ideas.  More confident as an organization.  

Organizational changes – GYRC (partner NGO) 

Comments from the GYRC team [as summarized from interviews with Sviad and Tamuna]

We have been happy and fortunate to participate in this project.  Was a big step forward for organizational development of our organization.  We gained image in the community and with internationals; learned how to work closely with the community in the long term.  
Knowledge and skills acquired – we knew some about healthy life skills for youth, but with this project our organization has new information on adolescent RH, which is a big asset.  We got curriculum development skills and mobilization – good in everyday activities of our organization.  

Theatre – before GAHP we had a small theatre, doing some performances on child rights.  Consultants gave training on theatre to develop group with enhanced theatre skills.  We have now added forum theatre – is big addition; best tool for communication.  

Learned management of projects and how to articulate project design skills – due to involvement in decision making.  Have learned partnership principles; relation with beneficiaries, especially CAs.  Learned much about professional style, etiquette, work ethics.  Learned from the micro-project board, e.g., procedures of project evaluation and what project proposals should look like.  We have done two proposals by GYRC since then, and I could think better about what kinds of questions would be asked of/about the proposals – it was like role playing and understanding donor perspective.  Our proposals were therefore cleaner and better.  

The project M&E plan helped me look for M&E plans, and made me wonder if we could improve the ones in our other projects.  GAHP project helped me to learn to think deeply on M&E as a concept.  Learned how to do M&E planning and can share with/help other projects.  This is an outcome of GAHP.  

Comments from the GAHP Project Manager 

GYRC was already a well structured organization when we started.  Their capacity has increased, especially in financial accountability.  They have gone a long way to improving their accountability 

Organizational changes – both partner NGOs (CIF and GYRC)

Both organizations feel that they are now more popular in the community.  Because of this recognition and respect, they feel that they can have more influence on social processes.  
Comments from the GAHP Project Manager 

There have been significant positive changes for the partners.  They have become empowered to talk with donors, and to argue for their issues.  It was intended in this project that CARE would be on top, with two implementing partners below.  But now, they can speak with their own voice, and we are designing and deciding as a team.  They are learning, but they feel that they are extracting the issues rather than being ‘taught’ the issues.  

Organizational sustainability

One of the strengths of this project has been the development of the cadre of Change Agents, which include both adolescents and adults.  Already, there are some adolescents who have matured over the life of the project, and are still Change Agents, but now prefer to be identified as ‘adults’ rather than adolescents.  
During the evaluation, the team explored options and plans for continuity beyond the end of the GAHP project.  Some of the initiative groups had bonded well and worked very effectively together – and had a strong desire to continue their collaboration.  

We want to keep this group.  We want to stay together and help each other in everything.  If one now is in charge of the board, others do other tasks.  Mixed gender adolescents and adult change agents, Laithuri village initiative group 

The project consortium has been thinking about this issue, and looking into the possibilities for networks and community based organizations as logical outgrowths of the project.  

Networks/alliances can be done by different organizations, either officially or unofficially.  The micro-projects are relating to each other; this is a first step to organizing them as a group.  Initiative groups are a recognized form of organization in Georgia – they can apply for bank account, receive funds, etc.  The next step is formation of a CBO, but only if they want to – it is up to them.  As a consortium, we are presently an umbrella organization to the micro-project initiative groups.  We think they have a big potential, but they need more organizational strengthening.  GAHP and Partners
Personal changes 

Personal changes for project and partner staff (examples)
Increased comfort in discussing ASRH topics in public 

I was shy to talk about RH topics and words; now I am able to talk freely about it in public and even non-project settings. Now intergenerational relations are better with my relatives; and for life skills – I think more deeply in terms of decision making and I am more assertive. Tamuna, adult, GYRC facilitator  

Tamuna used to be uncomfortable talking about RH; but she is now okay.  Recently, in the training session on masculinity, there was some discussion on sexual pleasure, including pleasure for woman – and I saw her publicly arguing with a male colleague about it.  She was arguing for pleasure for women – something she never would have done before.  GAHP project manager 

Increased comfort in dealing with ASRH issues with own child 

Gender training has changed me.  I am more self-confident in personal life.  I learned what was gender and what was sex.  My self-esteem has been raised in society and with my family.  I am trying to deliver this knowledge to my daughters – about how culture differentiates the way boys and girls are raised.  My daughter wanted a bike but her father was saying she should have a doll; in the end she got a bike.  Now I can be more assertive.  I do not like conflict but I realize it’s okay to have my own opinion.  I now have better negotiation skills.  I am more open with my children.  I have a 9 y/o daughter and I have started preparing her step by step to get ready puberty.  Dr. Nona, CIF facilitator 

Increased professional skills – management 

I have had serious changes in myself as head of an NGO, e.g., with more skills in managing the organization.  I can see that I will be promoting counseling skills for doctors.  Now on board of trustees for secondary school, planning to bring RH issues into the school with training on RH for students and teachers.  Dr. Dato, CIF facilitator

Increased professional skills – facilitation 

I have learned and developed a lot of facilitation skills.  I am more comfortable facilitating, more capable of managing a group.  I used to give knowledge through lectures – and now I know that lectures are not enough.  I facilitate discussions rather than giving the answer myself.  I can judge better what the group knows and what they need to know.  I know the changes are there because adolescents are very positive to me now.  Dr. Nona, CIF  

Nona has developed into a strong trainer; created very good training materials, invested time and energy with the project; now gets more respect from family and colleagues as well, and is more confident.  GAHP project manager
Personal changes for Change Agents and families (examples)
Positive reaction from parents 

My mother is happy.  Before, I was only able to talk with an aunt; now I am able to talk with my mother about these issues.  Nino, adolescent change agent, Makvaneti
My son has participated in the theatre group; he attends project events, and brings handouts home.  He is reading them and trying to share. I have also learned from the booklets. My son now has less inferiority complex, he expresses his ideas more easily than his peers; and he has excellent knowledge of adolescent issues.   Parent, Makvaneti 

Positive personal changes – adolescent 
I have better information on rights.  I have learned a lot about my rights and it has made me self-confident.  Adolescent, Tkhinvali Initiative group

I had an inferiority complex.  It was difficult to express my ideas.  Now, I am able to express ideas before adults.  Adolescent, Tkhinvali Initiative group

Decreased stigma and apprehension toward persons affected by HIV and STIs 

My knowledge has changed – I learned about HIV; I am no longer afraid of persons with HIV.  I learned how to protect myself.  Dato, adolescent change agent, Makvaneti village

In my own personality, I have re-evaluated myself and feel that I am a different person now.  E.g., before the training on HIV, I was afraid of people with HIV, but I now realize that people with diseases and disabilities need support.  I am now visiting disabled people and do my best to give support.  This is a new behavior and before I was not comfortable doing so.  Etuna, adolescent change agent, Makvaneti

Personal benefits – adolescent  

Because of my involvement in the project, I made a lot of friends.  I have learnt good communication skills, gained self-confidence and got more self-esteem.  I have developed leadership skills.  I can now express and realize my own ideas through the project.  Tamuna, adolescent change agent, leader of Dvabzu initiative group 

Parents and neighbors have started to respect me and trust me more – they treat me more seriously.  Our self confidence has become a model for other adolescents with the same problems.  Friends can come to us.  Mixed gender adolescents, Tkhinvali 

Professional benefit – teacher 

I am now teaching new subject at secondary school – civil society education, which includes FP.  Due to the GAHP project, I find it easier to teach this content.  Without the training, I would be very uncomfortable teaching the topic of civil society education; it would be uncomfortable to teach by myself.  Woman teacher, Makvaneti 
Professional benefit – health workers 
I acquired skills in regards to providing contraceptives, now I am able to counsel people.  Aza, nurse, Bakhvi ambulatory 
As the following table of selected indicators shows, changes seen in the general population of adolescents surveyed at the end of the project have been even more profound among Change Agents.  This is expected, since they received more focused training and dialogue, but it also reveals a set of champions for the desired attitudes, knowledge and behaviours in the community.  Numbers based on 87 participants active in the project.

	
	Respondents involved in project
	All respondents

	
	Point est.
	Interval
	Point est.
	Interval

	Have you ever heard of infections or diseases that can be transmitted through sexual intercourse?
	97.7
	91.9
	99.7
	84.0
	81.6
	86.2

	Do you think a person can get HIV from another person through sexual intercourse without using a condom?
	95.3
	88.4
	98.7
	84.6
	82.1
	86.8

	Do you think that a healthy-looking person can have HIV?
	96.5
	90.0
	99.3
	76.4
	73.6
	79.1

	In your opinion, is it possible for people who want to delay having children to prevent pregnancy?
	89.7
	81.3
	95.2
	68.9
	65.9
	71.8

	Do you know any ways to avoid getting pregnant?
	97.4
	91.0
	99.7
	92.9
	90.7
	94.7

	What methods of preventing pregnancy have you heard of? 
	
	
	
	
	
	

	
PILLS 
	94.7
	87.1
	98.5
	66.8
	63.0
	70.4

	
IUDS
	86.8
	77.1
	93.5
	58.2
	54.3
	62.0

	
CONDOMS
	97.4
	90.8
	99.7
	91.9
	89.4
	93.8

	
ABORTION   
	7.9
	13.0
	16.4
	15.8
	13.1
	18.9

	In the last 6 months, have you used any health services?
	48.3
	37.4
	59.2
	22.9
	20.3
	25.6

	It is easy for me to stick to my aims and accomplish my goals (3 + 4).
	89.7
	81.3
	95.2
	82.8
	80.3
	85.1


Learning outcomes 
Learning and documentation plan
The GAHP project was designed to test a rights based approach to improving realization of adolescent SRH rights and responsibilities.  The methodology and accompanying training package developed through this innovation were expected to provide a model for working in cultures with an entrenched power structure, where youth are denied access to information and services because of their position in society and structural and policy induced barriers.

The method of project implementation was designed to be based on reflective practice.  At start-up, the team was to develop a learning plan that would provide for identification and analysis of what is successful and what is not working.  Everyone on the team would have some responsibilities related to learning.  It was expected that the senior program staff of CARE Georgia and the project manager would continually support staff to explore new ideas and learn from what works or not.  (From CARE Georgia, Concept paper, 2004)
Achievements 

The table below shows the learning activity plan for the GAHP project, with details and an added column for actual achievements.  Overall, it appears that this project has been quite successful in meeting its learning aims as an innovations project. 

	Activity planned 

(in 2004)
	Description
	Achieved 

(by 2007)

	Collect holistic baseline information
	· Holistic analysis 

· Results disseminated to  stakeholders including the PHC reform
	· Qualitative inquiry done – in 2004 and as needed before new interventions; quantitative baseline in 2005 

· Other: follow up end-of-project survey done (2007), with plans for dissemination 

· Dissemination at several events where local PHC authorities participated 

	Wrap up weekly
	· Team meetings to discuss events, challenges and strategies to overcome barriers.
	· Team meetings generally held regularly, but mostly on a monthly basis 

	Facilitate learning round-tables (twice per year)
	· Opportunity to disseminate information on project progress and engage stakeholders on how to overcome encountered barriers.  

· Forum for discussion of advocacy initiative with strategic allies.  
	· Participated in a learning meeting on adolescent RH, organized by SCF
· Organized own sharing meetings with stakeholders in Ozurgeti/Guria and Tbilisi

· Liaised and collaborated with projects having shared interests, e.g., SCF women health project in Kutaisi

· Other: Participation of PM and 1 partner in international meeting about the 4 SRH Innovations Projects

	Prepare case studies
	· Highlight and analyze a specific component of CARE’s work

· Disseminated to partners, participants and stakeholders.
	· Case study done on social analysis (2006)

· Documentation done for other key project interventions – theatre (written and video/DVD), micro-projects (written & video/DVD – in process at evaluation)

	Conduct mid-term evaluation
	· Key learning opportunity for basis of strategic planning of second half
· Dissemination to stakeholders will further advocacy efforts 
	· Done, 2005

	Organize youth exchange visits
	· Youth exchange visits between districts and communities
	· Many exchange visits between project communities, few visits beyond 

· Other: Exchange visit for 2 project persons to USA on adult/adolescent partnerships

	Publish youth friendly newsletter
	· Publish quarterly with contributions from youth about their experiences
	· Done for a short time but then dropped; small staff and more time needed on interventions 

	Other 
	
	· Contracted short term consultancies to provide specific content/skills, done for forum theatre, conflict resolution, gender and masculinity

· Developed & documented adolescent/adult micro-projects that disseminated lessons in the community 

· Results of project to be shared at international meeting for review of all 4 SRH Innovations Projects, Oct. 2007

· Representatives of the 4 SRH Innovations projects formed a Learning Group to share lessons on process and content.  Communicated and shared lessons via e-mail, teleconferences and conferences.  Is a plan to produce “Social Determinants” manual to document the major lessons learned from all the projects.  


Lessons – important “exportable” ideas from the GAHP project 

This section is based on interviews where the evaluation team probed with various participants about ‘exportable’ ideas and useful strategies from the GAHP project, i.e., big useful pieces of the project that could be shared with or adapted by other communities or projects without necessarily having to do the whole project.  

Social analysis 

The standard approach to SRH programming generally does not do much to identify key social and structural causes of poor SRH, concentrating instead on delivering an “improved” package of services.  The GAHP project has seen and demonstrated the value doing a social analysis to understand the underlying social, cultural, political and economic issues that contribute to individual, social and service level causes of poor SRH.  This knowledge can then help in promoting healthy behaviors at the individual level, in addressing social change and for supporting better quality of SRH services.  (For practical tips about applying this approach, see ANNEX 10)
Theatre 

Many respondents suggested Forum Theatre/Theatre for Development as an ‘exportable’ piece that is already being shared and could go even further.  Here is a respondent talking about the power of the theatre approach for bringing about behavior change.

With the project, I saw the power of theatre, how much potential, how strongly it can influence people and the thinking of society.  Little by little steps in the theatre can change thinking of people toward a goal.  This is excellent and most powerful tool to deliver messages to society so that they feel the ideas are their own and they are not ‘being taught’.  Saw how attitudes change before and after the theatre – right away.  Vaso, CIF  

Here is the project manager speaking about some specific ways that theatre supported the project interventions.  

It enabled us to work on underlying causes and individual changes plus support.  It is very good for promoting behavior change, encouraging, and even practicing changes for the first time.  This was possible by inviting alternative endings in the post view, key moments and discussion.  Theatre also good for ongoing social analysis, by recording the forum discussions and the questions/answers in the post-view discussions.  GAHP PM 
An extensive set of practical tips for applying this kind of theatre is included in ANNEX 10.

Adolescent-adult partnerships to address intergenerational relations  
By the end of the project, there was widespread and keen enthusiasm for the micro-project approach being expressed by many kinds of participants – adolescents, Change Agents, parents, teachers, partners, and project staff.   

Micro-projects are new to this project, and just in process, but they are looking very good and strongly linked to the project objectives.  They are promoting intergenerational relations and doing something together.  GAHP and Partners

Project staff had learned about the micro-project approach during the life of the GAHP project, and their only regret by the end was that there was not going to be sufficient time within the project to do a second round and thereby apply the full GAHP learning cycle.  Already, the participants could see that the micro-projects were the logical step in transferring project responsibilities to the communities and Change Agents.  

We learned about the Initiatives projects from a visit to States; they are an excellent means of empowerment.  At the start, we were equipping CAs and then realizing that they were ready – the projects have now enabled us to pass over the project into their hands.  Now their efforts are the biggest outreach of the project.  Empowerment started with empowering the partners in the design and implementation, and it took this step before we were ready to pass over to the community.  GAHP project manager 

Training strategies for Change Agents and communities
By the end of the project, GAHP had garnered considerable experience, sometimes easily and sometimes the hard way, about how to do useful and effective training sessions with adolescents, adults, and mixed audiences.  Many respondents felt these experiences were worth sharing or exporting to others.  A list of practical tips that emerged from discussions about this topic is included in ANNEX 10).  
Coping with sensitive topics and opposition 

During the past year, the project has been experimenting with and learning from a ‘new’ strategy to cope with sensitive topics.  The strategy has been to collect anonymous questions (with papers and envelopes) at the end of community and Change Agent presentations and trainings.  These questions are then able to be answered by a doctor or priest (or both) – either within the session, or at a later session.  The kinds of questions that have come in have helped reveal some very powerful issues of personal victimization and gender based violence that are far too sensitive for personal admission, but are very disturbing ones for which the participants want and need advice.  The strategy of responding to them through cooperating professionals has helped sensitize both the professionals and communities to the full nature of existing GBV and SRH problems, as well as leading to useful discussions about how to address these issues.  (For additional practical tips about conflict prevention and resolution learned in the GAHP, see ANNEX 10)
Linkages and ripples 
Lessons for CARE - Contributions to the CARE Georgia strategy 

At the time of the concept paper, CARE Georgia saw the GAHP project as an opportunity to begin working in the SRH sector and build the foundation for future programming aimed at youth.  As such, the proposed concept was well aligned with CARE Georgia’s strategic directions and plans, i.e., adopting a rights based approach and improving programme quality.  By the end of the project, CARE Georgia was gladly using many lessons and methods that had been developed and tested through the GAHP.    
	GAHP plans relative to CARE Georgia key strategy areas (from AOP, 2004)
	GAHP-related achievements 

	Learning program built on reflective practice and clear and consistent documentation of lessons learned to “strengthen the organization’s ability to promote achievement of rights by local populations in key areas”
	Info from GAHP has been widely shared in Georgia and beyond – via local/international meetings, newsletters, reports, case study, and DVDs

Strategies for recognizing and working with youth as active participants (as well as targets) in development programming have been taken up elsewhere in CARE Georgia 

	CARE Georgia is committed to incorporating a rights focus in all new projects so that challenges to protecting, supporting, & enhancing rights are confronted.  The proposed concept will achieve this through addressing adolescent SHR rights.
	There has been a considerable improvement in adolescent rights in the target communities – changes in knowledge, attitudes and behaviors for SRH, against GBV (and kidnapping), for access to information and services, for adolescent participation in civil society, for youth friendly services 

	Each partner’s skills and relationships will be strengthened to enable them to influence government to support adolescents’ rights in SRH.  


	CARE in Guria, and its local NGO partners, GYRC and CIF, have all reported much strengthening over the life of the project – e.g., in knowledge of ASRH, in how to work as partners, facilitation and community mobilization skills, theatre for development/forum theatre for behavior change, and understanding adolescent rights 
Because of their active involvement in community training, change agents, theatre, social marketing, and micro-projects, all three partners report that they are very well known in the community – and respected.  

There have been some local and national meetings where government health authorities have been present, but little in the way of active and focused advocacy within this project, probably because it has been an innovations project and most of the interventions and results have only occurred in the last year – not enough time to use these results for advocacy, though the potential is certainly there based on the successes emerging from this project


Working with youth 

Content from a discussion with CARE Georgia HQ

This was a first project with youth for CARE Georgia.  It has opened the doors for CARE Georgia for other youth projects – that are addressing different issues – life skills, conflict management, environment, leadership.  So, we have learnt more about the aspirations of youth, what works or not with youth, we are no longer completely blind about youth.  (CARE HQ)

The focus on youth is now showing up in some other CARE projects, e.g., CIP2 – BP pipeline project.  CARE learned from GAHP and has been applying the experience of GAHP in that project.  Many other projects are also now using core ideas of GAHP – e.g., youth leaders in dialogue has built from the GAHP.  

Theatre 

Theatre is now being used in other projects; it is seen as an important strategy when developing project designs that include behavior change, communication, or social change.  

The use of theatre in CARE Georgia projects started from GAHP.  It goes to the hearts of many people very easily.  Includes life examples, vivid examples of conflict and how to deal with it.  Wakes up cells in the brain, see problems and now can think about them. (CARE HQ) 

Change Agents 

CARE has been impressed by the achievements of Change Agents in the GAHP project.   

Change Agents and partner staff have changed attitudes and behaviors.  Hard to imagine just 2-3 years ago that adolescents could stand up and talk about condoms, STIs, abortion, etc. – and now they are doing it openly, even when adults are present at the meetings.  (CARE HQ)

Subsequently, CARE is building on GAHP’s Change Agent experiences with other projects.  

Change Agents are quite an interesting idea; we have adapted the idea for use in the environmental project (using different names – champions, local leaders, etc.).  It is somehow more tangible than demonstration farms.  More software – not just based on jealousy about better potatoes from neighbor’s garden/field.  (CARE HQ)

Coping with opposition 

CARE has been very aware of the potential for conflict with this project, and been very pleased with how well it has managed to work.  

It is a mystery - how did the project deal with opposition.  Some people supported it from the beginning, but some were hesitant and some were opponents from the very beginning.  The conflict and opposition did not disappear from the project environment, but they have maneuvered and been able to manipulate it in order to proceed.  GAHP used softness and indirection to get to sensitive subjects, e.g., by starting with kidnapping.  (CARE HQ)

With the church, GAHP has managed to find common ground much of the time, and thereby has largely neutralized the risk of opposition.  The church did not change on FP issues but it did cooperate on violence and rights of women.  Things got a little bit tense again when working on FP, especially in response to the wide distribution of social marketing materials about FP.  However, the project seems to still be moving ahead rapidly and successfully.  

With the Church, it would have helped to do it differently.  Invest more time, more individual meetings.  Talk and find common ground, common messages.  Start with key messages of the project that we know have overlap [start from anticipated point of sharing]; share plans ahead of time.  Invite feedback on plans and use what is possible.  GAHP project manager 

Qualitative inquiry 

The qualitative inquiry and social analysis strategy of the GAHP is also being shared.  

I have seen it (qualitative inquiry) being used in other projects and drawing on the strategy of how to do it from the GAHP project.  E.g., in a discussion for the LRSP about “what does dignity” mean; we applied the strategy from GAHP to help prepare this material for the LRSP.  Ellen, Co-Reform Project, CARE HQ

Working intensively with partners 

For all the difficulties, still the strengths of partnering in this GAHP project were substantially greater and an important source of lessons for CARE.  

This is the first project for CARE Georgia that has had such a high level of participation, up to and including the partners in decisions and reviews.  One of the partners (Tamuna, GYRC) was invited to help in the LRSP process.  All parties are more or less equal in the decision-making of this project – though CARE still holds the purse strings.  But it is the first project with this degree of involvement in all planning processes.  CARE HQ

Gender 

GAHP’s gender analysis and work on masculinity are influencing other projects.  

GAHP’s work has influenced our gender awareness and masculinity issues.  It has affected CIP2, women’s entrepreneur scheme.  CARE HQ 

Project value 

In summary, CARE HQ believes that the GAHP project has a mixed picture when one asks about its ‘value’, but overall, they rate it highly and are proud of it.  

There is a low direct value for money if we discuss the project with district government in Ozurgeti – but for the country office, it is good.  CI UK likes to check on value for money, e.g., with form after visit by regional advisor and comparing to consultant – but it does not consider value of consistency, insider knowledge, etc.  Important to look in value at different levels.  We are now realizing some value from the GAHP for CARE generally, for CARE Georgia, and for Ozurgeti.  GAHP was about knowledge.  The issue is how to capitalize on this asset after the evaluation – how to learn and share.  CD, CARE HQ

“Ripple effects” – extension beyond project 

In reviewing the project-related ripples actually or potentially occurring beyond the GAHP, it is possible to describe four main levels.  These are: a) influences seen in other projects/agencies as a direct result of interactions with the project; b) the extension of GAHP related ideas into and beyond the work of the NGO partners of this project; c) proposals for new projects that include many GAHP elements; and d) existing linkages of partners and CARE that are opportunities for experience and information sharing arising from the GAHP

a) Outward reach/influence by interaction with the GAHP 

From the following table, GAHP’s lessons and experiences with theatre for development and forum theatre, as well as with adolescent health are becoming quite useful to other agencies that have interacted with the project.  This has included informing Ministry of Health policy level on ASRH issues, influencing the training of the large Women Health project in western Georgia on YFS issues, and sharing the use of theatre with another much larger adolescent health program in western Georgia (SCF)
	Main focus 
	Interaction with/contribution from GAHP
	Receiving agency

	Adolescent health, health policy input 
	Have held stakeholder meetings to consult on RH policy development – first one was held in Ozurgeti – providers and clients discussing barriers to quality RH and policy options at local and national levels.  GAHP was instrumental in facilitating and more outgoing about youth issues.  Findings have been incorporated into a reform document of the Ministry of Health of Georgia: “Review and Analysis of RH legislation and policy in Georgia”. The document was produced for review by USAID under the auspices of Co-Reform.  The section on Adolescents Sexual and Reproductive Health contains much information shared from GAHP 
	USAID RH policy level project – Co-Reform project

	YFS 

Theatre for communications 
	Modified training manual to include YFS - JSI mostly focused on adults, and had not been working on adolescent issues before GAHP linkage.  Was influenced by GAHP to change and include more about adolescents.  Now a new chapter in the training manual with help from GAHP, and incorporated for all locations. It includes more on adolescent health and service provision.  Youth friendly services are not common; is a new issue for providers.  
Theatre for communications - JSI used the theatre group from GAHP to help in their training activities and development of some curriculum components
	John Snow (JSI) women health programme

	Theatre for communications 
	Since 2005, we have been using GAHP’s trained actors.  Involve them in performances, doing training and facilitation of discussions.  Their performances are specially designed to teach healthy lifestyles and convey reproductive health messages.  They are very popular; in 2005 & 2006, they went to 15 schools each year.  Afterwards, many schools have started drama groups on their own.  The link with GAHP is helpful, mutually fruitful collaboration.  GAHP is a useful project.  Want to continue links with GYRC and CIF.
	SCF - Healthy lifestyle programme in schools

	Info sharing 
	Information sharing at national meeting; presentation about work with adolescents in GAHP project 
	SCF Georgia 

	Theatre 
	CARE International is using theatre lessons from GAHP in some other countries 
	CARE Ecuador 


b) Outward reach by extension of/through GAHP partners  

The following table highlights some of the ways that partners (local NGOs – CIF, GYRC) and community have extended and applied the ideas and interventions they have worked with during the GAHP project.  Some of the most common and recurrent themes/methods are theatre, intergenerational relations, and training methods/materials.  
	Main focus 
	Details 
	Agency 
	Where used 

	Theatre 
	Our performances create interest; Are volunteer drama groups coming up in communities. This drama team is consulting with them and helping them.
	GYRC theatre group 
	Community 

	Theatre 

Gender 

IG relations
	Used theatre for EU project – the current theatre group, plus additional.

New EU project used data/ideas of GAHP about young girls & masculinity

Using materials on intergenerational training from GAHP for EU project 
	GYRC 
	EU project 

	IG training
	Have done intergenerational training on a project with USAID support in 2003; but did not have so much experience with resource centers, HIV/AIDS, reproductive health. Now we use materials on intergenerational training from GAHP for the youth leader training.  Our learning centre makes available health information, intergenerational info.  There are no partners; it is an activity of GYRC even without external funding.  Leaders are sharing ideas with some schools beyond the GAHP service area.  
	GYRC 
	Youth leader learning centre  

	Adolescent SRHR 

Training methods 
	Biology teacher has used learning materials from the trainings in her classroom, especially material on HIV and on kidnapping.  Also applying new teaching methods – now using role plays (did not do that before).  Also the strategy of students asking questions and getting answers among themselves.  Also using key moments and discussion to highlight issues.  
	Education system 
	Community school 


c) Proposals that include many GAHP elements 

The following is a list of proposals at the time of the evaluation (2007) that include many GAHP elements, showing how GAHP ideas have been extended into CARE and partner program plans.  The issues that have been taken up include adolescent health, partnering with youth, and youth oriented services. 

	Main focus 
	Details 
	Responsible 
	Possible funder

	Social change, Youth, social services  
	Follow on proposal to Dutch – MATRA; is a partnership with CARE Netherlands, GYRC.  Have specific indicators on social transformation, coming through civic engagement of young people.  Would go to two new districts not served by GAHP.  Inspired by GAHP, but dealing with concept of changing world - rapid social change, service sectors, local government logistics.  Has theatre, peer educators, mass media, social marketing, awareness raising about social services problem.  No formal mention of GAHP as it is not a follow on project.  Continue Change Agents for life skills and RH issues.  Has considered working in remote Muslim communities, or in districts next to Muslim areas.  
	CARE Georgia, CARE Nl, GYRC 
	Dutch Government 

	Youth 
	Negotiating project involving youth; incorporating many GAHP issues.  
	GYRC 
	Eurasia Found. 

	Disabled children 
	Planning that relations with CIF will remain.  Recently discussing with Dato about a disabled children project.  Have started negotiations with GYRC for a project for disabled children – GYRC would provide life skills and we would provide medical knowledge.
	GYRC, CIF 
	? 

	HIV/STI
	Planning for brochures on HIV and STIs.  Wants to disseminate in the local branch of state university –students are a risk group. Doing the brochures will use steps from this project.  Now drafting a project proposal – including/using design knowledge and skills from this project.  Will be first attempt, but anticipates that there will be more.
	CIF 


	?  

	Education 
	We have some half-ideas about education – especially early child development (preschool) and parenting. Thinking of an ECD project for parenting skills to do with UNICEF.  Planning a resource centre with a telephone hotline for parents.  Information meetings on certain issues.  All of this to be done at the children’s hospital.
	CIF
	UNICEF 

	Youth 
	ISP proposal – is there because of GAHP; has youth as target group.
	CARE Georgia
	? 

	Youth, resource centers 
	UNDP is starting youth resource centers; will establish on basis of existing resources; planning to do carry GYRC and GAHP ideas to other regions.  Jonathan has been helping make the link to UNDP.  
	CARE Georgia
	UNDP 


d) Linkages - Opportunities for outgoing information and experience sharing 

The following table shows an extensive list of external organizational and information sharing links of the GAHP partners where GAHP-related issues are already being shared, or where they could be shared with wider audiences.  From this list, it is clear that the local NGOs are potentially very important voices for the project and its ideas.  
	Agency 
	Details 
	Theme/s 
	( where 
	Level of link

	GYRC 
	GYRC is member of umbrella organization (SOCO Foundation) – Georgia president’s wife is interested in RH and is patron of the organization. Works on social and RH issues; we are members 
	RH 
	SOCO Foundation 
	National

	
	UNICEF is supporting GYRC, but it is a rather inactive partnership for the past two years; hoping to re-stimulate it.  Have shared GAHP information with them  
	Youth 
	UNICEF 
	National

	
	GYRC brochure includes GAHP and is shared with thousands.  
	ASRH 
	GYRC 
	National

	
	NGO exhibition – to be a big exhibition in Tbilisi in early May; GYRC has ‘bought’ space, and will display GAHP materials
	ASRH 
	NGO exhibition 
	National

	
	Part of a network of NGOs working on identifying country development priorities.  Will be pushing for RH.  
	ASRH 
	Network 
	National

	
	Peace corps – have asked for help in writing health curriculum
	Health 
	Peace Corps 
	National

	
	Child rights information network portal; we have some info there.  
	Child rights 
	CRIN 
	International  

	
	Regional network for children in East Europe, Baltic and CIS – opportunity to share with them, and have done some already
	Children 
	Network 
	International  

	
	Web page – creating one now, with movies – gyrc.org.ge - will have content in English, Georgian, and Russian.  
	Theatre 

ASRH 
	Web page for GYRC 
	International  

	
	Imaginative education network member 
	Education 
	Network 
	?

	CIF 
	Public school in Ozurgeti recently requested CIF Director, Dato, to come and present/do trainings on STI, HIV.  Dato will be on the board of a school and will be bringing RH into the curriculum.  
	ASRH 
	Community school 
	Community 

	
	Member of local government advisory body.  Sharing to colleagues, to self-government body of Ozurgeti town, to officials on different levels in Tbilisi; and intends to share with other projects in other regions – with experience and knowledge.  
	ASRH 
	Community 
	Regional 

	Initiative group 
	Plan on wide sharing of video clip on kidnapping (from Shemokmedi) Show at award ceremony for all initiative groups.  Keep showing at same school; use video machine and share at nearby schools. Give to district education centre for sharing with schools in district.  Offer to local TV company, and possibly to other TV companies.  Enter competition for teen films.
	Kidnapping, GBV 
	Community, district ministry of education, TV companies 
	District, Regional 

	
	Thinking about ways to link them together.  Would like to see them get more organized and structured.  Different members of the consortium are supervising different community projects.  
	Youth, development
	GAHP consortium 
	Community, district 

	GAHP 
	Presentation for national level stakeholders in Tbilisi.  Will invite MoH, international organizations working on RH, wife of president (she is interested in RH), UNDP, USAID, Dutch Embassy, Parliamentary committee on health, some Guria stakeholders, SCF, JSI; will also bring some adolescents.
	ASRH 


	Multiple project stakeholders 
	National 


Conclusions – innovations, lessons

The Guria Adolescent Health Project (GAHP) has, overall, become a very successful project, whether viewed as an Innovation Project, as an adolescent health project, or as an NGO partnership project.  As an innovation project, it has developed and tested many strategies and interventions that are new to the Guria region and to CARE Georgia (see below in this conclusion section).  This has not always been a straightforward path, but the commitment to learning and promoting change has carried the project forward.  As an adolescent health project it has demonstrated the potential for mobilising considerable community and individual interest and action on critical adolescent sexual and reproductive health issues, including GBV, in a very conservative social climate.  Among the most successful ways of doing this have been the use of adolescent/adult partnerships as intergenerational Change Agent teams and in the adolescent led micro-projects.  As an NGO partnership project, the GAHP has advanced the levels of empowerment for local NGO partners, resulting in collaborative work at a higher level of joint decision-making than had been experienced by either of the local partners or CARE previously in Georgia.  
The quantitative baseline and endline studies show that there have been many areas of improvement.  Much of the improvement has been in knowledge, some in skills, but it is less clear about behaviours.  In particular, one of the slower areas for change seems to be use of health services, but this is linked to the fact that the YFS intervention started relatively late in the project (latter half of 2006/early 2007), so there had not been a long period for uptake by the end stage.  In addition, the really widespread dissemination work of the initiative groups also took place only a very few months before the endline study at the end of the project.  From that point of view, the changes demonstrated by the project in the quantitative studies are all the more remarkable for their positive extent.  

Innovations and lessons 
Innovations 

The GAHP project has been importantly innovative in many ways: 

· Effectively using social analysis to address underlying social, cultural, political and economic issues beyond the standard approach to SRH programming 

· Enhancing the potential for impact by identifying key social and structural causes of poor SRH and targeting interventions at both individual and social levels;  

· Developing and implementing a learning plan, and continuing to pay attention to effective learning processes for target groups, change agents and partners; 

· Using a recurrent cycle of analysis followed by action followed by reflection to plan/prepare innovations;  

· Creatively applying theatre for development  in many aspects of the project, including trainings for change agents and health providers, for community meetings;

· Succeeding in bringing about change in ASRH knowledge, attitudes (and probably behavior) – in a very rigid social context where other projects have failed;

· Developing highly effective adolescent-led youth/adult partnerships in Initiative Groups and micro-projects.  

Lessons – project strategy

Flexibility - in design and implementation has been both a big strength and a big challenge in the project.  As a strength, the implementing partners have learned flexibility and creativity in the process of project planning & implementation; on-going reflection in the process of implementation of activities.  The flexibility helped the project respond to a number of obstacles by modifying their approach.  It also pushed all of the partners to really think about what they were doing and why, rather than just doing because some earlier plan that they were not involved in told them to do it that way.  Viewed as a challenge, the flexibility contributed to long delays in resolving the project focus and getting started at implementing interventions.  

Managing conflict - Youth RH/HIV projects need to forge relationships with influential leaders and engaging communities from the outset to gain their trust and buy-in to ASRH interventions.  Some of the key steps in this process, as developed and implemented in the GAHP project are to: a) identify common ground for discussion and objectives; b) ensure a broad spectrum of stakeholders, and continually update and maintain links to the stakeholders throughout a project, especially when anticipating new or sensitive interventions; c) involve youth in meaningful ways, including designing, decision making, reviews, and implementation; d) build necessary skills to overcome resistance, including learning and practice with conflict resolution skills; and e) build good, culturally sensitive communication skills.  

Addressing gender and intergenerational relations – many people were doubtful about the capacity of an NGO project to actually discuss and bring about change in gender and intergenerational relations in this conservative environment.  By the time of the final evaluation, however, there was widespread acclaim and praise for the project achievements on these difficult and sensitive topics.  By qualitative reports, there had been significant reductions in the incidence of kidnapping and the prevalence of fear of GBV for girls.  Boys and men were discussing these issues and seemed to be changing their frame of reference from cultural acceptance to sensitive awareness of kidnapping as abuse.  The highly successful intergenerational Change Agent program and the wide success of the adolescent led, but intergenerational partnerships of the micro-projects have demonstrated the effectiveness of the GAHP project strategies in addressing the wide disparity between generations that was causing many problems for adolescents in Guria.    
Lessons – important “exportable” ideas from this project 

This section highlights some of the important ‘exportable’ ideas and useful strategies from the GAHP project, i.e., big useful pieces of the project that could be shared with or adapted by other communities or projects without having to do the whole project.  [More detailed suggestions about such pieces and their application are included in the full report]

Theatre - Many respondents suggested Forum Theatre/Theatre for Development as an ‘exportable’ piece that is already being shared and could go even further.  It is a very powerful tool to deliver messages, but also to open up opportunities to try, see, and practice alternative behaviors.  

Intergenerational relations – The micro-projects/initiatives groups are an excellent example of a practical piece of the GAHP that addresses intergenerational relations in an effective and experiential way.  

Change Agent and community training – This project has effectively used a mixed generation strategy with Change Agents, i.e., adults and adolescent Change Agents, both learning together, but each of them more oriented to working with their own peers in the community.  Some key training lessons emerged in this project: a) curriculum planning – use a collaborative curriculum design process linked to social analysis and involving representatives of all stakeholders; b) plan for training outcome – do trainings with specific training objectives that include reflection on the personal and community significance of the training; c) content – start with less sensitive topics, and use topics that are widely relevant, e.g., puberty happens to everyone but also raises many questions and can be a good lead into other more sensitive topics; d) method – be creative, use theatre and other participatory approaches rather than sterile classroom learning; e) trainers – include respected individuals with technical knowledge, such as doctors and health workers, so that the information is technically correct; and f) social marketing – use social marketing materials to open up alternative community methods for Change Agents and to reinforce their messages in the community.  

Looking ahead – recommendations 

Emerging recommendations (from field, project, CO and evaluators)

	Major topic area 
	Broad recommendations
	Specific recommendations 
	Explanations, based on lessons learnt in the GAHP

	Project design for a ‘learning project’
	Design for intra-project learning 
	Develop a “learning plan” for a learning project 
	Who to learn what by when, and shown how

	
	
	Monitor learning
	Check periodically to see what has been learned, what are the learning needs, and what opportunities exist for learning

	
	
	Use an iterative (and reiterative) learning cycle 
	Do at least 2 cycles of an intervention for best learning.  E.g., have preparation phase (3 mon.), intervention (1 mon.), then learn, review, report, and design next intervention (1 mon).

	
	
	Design operational research as an action research intervention
	Do prompt analysis of operational research and collaborate with target group to develop quick response on the research results.  

	
	
	Design for flexibility
	Have multiple strategies and way forward; have a process for regular review of progress and making adjustments; have criteria for decision making; have risk management strategy 

	
	Design for output 
	Be simultaneously experimental and practical 
	Find a balance between experimentation and delivering intervention activities - so that there is more time for practical realization; Balance may occur by steps, not just by halves

	
	
	Use temporal log frame and clear logic model
	Sort out quickly what are going to be the outputs (and desired outcomes) at all levels – individual, household, community, district, and above.  Have learning time, but less confusion. 

	
	
	Start some interventions early 
	Need time for reiterative cycles & learning; also time for community to see results.  E.g., start social marketing & micro-projects early in project, learn during implementation, do repeat cycles

	
	Design for information sharing 
	Develop documentation (and data management) plan from the beginning
	Consider how to usefully document all key process and content issues, including decision–making, participation, false starts and mistakes, successes, etc. that could help others 

	
	
	Document lessons learned for sharing 
	Create a book of lessons learnt for broader sharing 

	
	
	
	

	Project design for impact
	Design for  behavior change 
	Use Change Agents from diverse backgrounds 
	Work with adolescent and adult change agents (peer educators), preferably ones with interest, commitment, local residence; include informal leaders (e.g., ‘cool guys’), and marginalized 

	
	
	Select the best change agents 
	Train more than needed; select the best to become the Change Agent team of the project; have clear criteria for selection and transparent selection process;  

	
	
	Empower Change Agents 
	Help Change Agents with information, life skills, conflict resolution skills, opportunities to role play new behaviors, supportive supervision, regular meetings for info sharing 

	
	
	Empower adolescent/adult partnerships 
	Develop and use initiatives groups and micro-projects; share skills and responsibilities in operational research, project design, implementation and monitoring/reporting; 

	
	
	Develop and use locally relevant social marketing materials 
	Prepare social marketing tools/materials that support Change Agents & project objectives; pretest carefully and modify as needed before distribution, then distribute very widely 

	
	
	Use theatre for development/forum theatre to show problems, opportunities 
	Use careful participatory development of scripts, pretesting, role-modeling and interactive role-playing, interactive dialogue about performances; use with trainings, with community

	
	Design for social change 
	Do qualitative inquiry and social analysis 
	Develop a deep understanding of context and underlying causal factors; develop causality map/logic model to guide interventions; reassess situation before each new intervention 

	
	
	Apply conflict sensitive planning 
	Analyze potential opposition, positive influences (persons, institutions), common ground & shared objectives, use respected figures, be sure info is accurate, use conflict prevention 

	
	
	Select relevant issues to address 
	Be sure that the issues for behavior and social change are felt needs by a significant proportion of the target population 

	
	
	Adapt messages to local culture 
	Learn traditions and culture of village, emphasize wanting to learn together, don’t be judgmental; start with least sensitive topics, continuously pay attention to reactions  

	
	
	Work with local institutions 
	Engage with schools & health units working with adolescents; identify their perspectives on issues and what could help them to respond more effectively to the needs they feel for YFS  

	
	
	Ensure good surroundings for youth friendly services (YFS) 
	Support physical characteristics of health facilities & resource rooms for YFS; be sure they are comfortable, sanitary, appropriately decorated and have relevant equipment.  

	
	
	Address intergenerational relations 
	If want success, have to change intergenerational relations, attitude of parents, providers 

	
	
	
	

	Project management
	Adapt human resource system for learning project
	Select PM oriented to learning project
	Include facilitator skill set – creative, coping ability, open-minded, good people relations, speaking ability, non-judgmental, able to delegate; able to do horizontal management

	
	
	Include Change Agents in performance appraisal system 
	Develop and use a strategy for performance appraisal system for volunteers such as Change Agents (not just for staff)

	
	
	Utilize technical assistance wisely 
	Listen to every consultant’s advice and consider/use the most acceptable advice

	
	Use participatory M&E approach
	Develop and use regular participatory review process 
	Need to recognize that capacities and needs change over time, so include a review process to reassess project management and partnering

	
	
	Develop a simple, but participatory M&E system
	Involve target groups in developing the plan, be realistic, do monthly reporting, constantly look for new ideas, do team analysis, report back to community

	
	Be flexible and active in partnering 
	Conduct partnership analysis 
	Do a partnership analysis early in the project process, and follow up with a regular participatory review of the partnering process and results 

	
	
	Negotiate learning-implementation balance with stakeholders
	Articulate the learning/implementation balance, negotiate carefully, e.g., regard the donor as a partner and apply partnership principles and strategies

	
	
	Collaborate with government 
	Involve and/or consult with district health officers in project design; involve government health officials in training; encourage linking Change Agents with government

	
	
	Advocate with government 
	Bring social analysis issues to attention of government, e.g., lack of attention to or even understanding of YFS; share results of YFS survey widely with providers, institutions 

	
	
	
	


Annexes 

ANNEX 1: Terms of reference for evaluation 

Tasks and Responsibilities of Final Evaluation of Guria Adolescents Health Project in Georgia in 2007

1. GAHP Background: 

Location
- Ozurgeti District, Guria Region of Georgia

SRH Technical Focus - Adolescent Reproductive Health

Hypothesis, Goal and Objectives - Adolescents in the Republic of Georgia face significant reproductive health risks, including those associated with abortions, sexually transmitted infections, early pregnancy, and HIV. Their decision-making is influenced both by the information they obtain and by their relationships with peers, parents, and other adults, as well as contributing factors such as drugs and alcohol consumption. Yet clear and accurate information to support youth to make positive lifestyle decisions is often lacking, and young people’s relationships with their parents and other adults often prohibit open dialogue about issues of sexuality and sexual health.  Boys are expected to be sexually active and experienced, but there were no health or information services to help boys make safer choices. Girls are publicly expected to remain virgins until marriage, but are often pressured or forced into sex or marriage, yet no information or health programs were available to help girls make their own decisions or to protect them from unwanted sex.

GAHP’s hypothesis is that “by using an inter-generational approach to influence gender norms and inequalities we will improve the sexual reproductive health of adolescents. This will be achieved by promoting youth friendly services and by protecting and promoting the SRH rights and responsibilities of adolescents and adults.” 

The goal of the project is to equip adolescents to make informed healthy choices to improve sexual and reproductive health.  Specific project objectives include:

· To improve life skills and knowledge among adolescents in Ozurgeti to make informed decisions regarding the protection and promotion of their health,

· To create a model of youth friendly services in which both adults and adolescents recognize their rights and responsibilities, and 

· To decrease tolerance among adults and adolescents towards forced abduction and rape for marriage.

Key Strategies - The project aims to achieve improvements in sexual and reproductive health by improving adolescent life skills such as communication, negotiation, and informed decision-making; by increasing access to youth-friendly information and services; and by raising community awareness of gender power differences, specifically with regard to the norm of abduction and rape of young girls for the purposes of forced marriage.  The project is premised on the belief that stronger adult-adolescent relationships will improve SRH outcomes for both adults and adolescents and will help to address social norms, and in particular gender roles, critically linked to health issues.  Therefore GAHP’s methodology incorporates adult/adolescent partnerships at all levels, enabling youth and their parents, teachers and other adult guardians to identify priority issues and work together to address them.  
Purpose of the Evaluation

To assess project impact as defined by its objectives, to assess the qualitative change that has occurred through the GAP approach, and to review the project’s overall contribution to the Innovations project globally.  

Scope of Work:
1. Working with the overall evaluation team leader, develop and adapt an evaluation methodology to address both project evaluation questions and overall Innovations project evaluation questions. 

2. Lead the Final Evaluation in Georgia, using a participatory process with a locally developed evaluation team that includes project staff, partners and representatives of local NGOs.   

3. Ensure the key evaluation questions are addressed through the use of quantitative and qualitative tools. Work with the quantitative team and project staff to make sure the quantitative survey is consistent with evaluation objectives.  

4. Establish a team to conduct qualitative evaluation. This should include project partners and representatives from local NGOs;

5. Work with data collectors, CARE staff and partners immediately to synthesize the qualitative data collected in the field, integrate qualitative with quantitative data, and identify accomplishments, conclusions, and lessons learned from the project.;

6. Work with the quantitative evaluation consultant company to maximize the accuracy and effectiveness of the quantitative data;

7. Write a final report for CARE Georgia and the SRH cluster in CARE USA.

Time frame of Final Evaluation (qualitative research):

Preparation for work and review of project documents: April, 2007 [1 day]

Travel to and from Georgia: April, 2007 [4 days]

Develop evaluation methodology (ensure consistency of research questions) (2 days)

Train the evaluation team on research tools (1 day)

Field collection of qualitative evaluation data - In country research: April – May, 2007 [4 days]
Work with quantitative team on survey results – 3 days

Participatory synthesis of qualitative results, and evaluation conclusions 3 days

Quantitative Research Data analysis: April – May 2007(2 days)

Preparation of first draft: by May 31, 2007 [3 - 4 days]

Review comments on the first draft and incorporate into the Final Draft (1 day)

Final drafts to be completed by June 15, 2007

Total consultancy: 25 days

Evaluation Questions

The evaluation in general will follow the guidelines (to be elaborated in Atlanta) for all of the Innovations final evaluations. The general structure will include:

1. a review of core impact and design issues, 

2. Assessment of the appropriateness and impact of the technical reproductive health interventions

3. A review of relevant cross-cutting issues

4. A review of project management and implementation including use of human resources, budget, and monitoring and evaluation.

5. Global considerations for the Innovations project including:
·  Relevance and/or adoption of the model by other CARE projects and/or partners in Georgia

· Contributions of the Georgia project to other Innovations project

· Level of support from Atlanta

In addition to the above general framework, there are specific questions to be addressed with respect to the Georgia GAP Project. These generally correspond to the project objectives and the underlying rationale for the development of the model. 

Objective 1. How have adolescents’ life skills and knowledge to make informed decisions regarding the protection and promotion of their health improved? Components include increased knowledge about reproductive health, adolescent decision making, development of relationships with supportive adults, 

Corresponding Effect Indicators of the Objective 1:

1.1. 58 % of adolescents who feel confident that they can make good decisions for themselves regarding reproductive health; (currently 38%) delaying sexual intercourse; have protected sex;

1.2. 80% of adolescents feel they have a supportive adult they trust to seek advice on basic RH issues (currently 60.8%)

1.3.  35 % of adolescents who know at least two STIs symptoms; (currently 84.7% of the adolescents knew nothing about STI symptoms)

1.4.  40 % of adolescents  who named three methods of preventing pregnancy; (currently of those knowing ways to avoid pregnancy, 42.4% named abortion, 37.2% condoms, 17 percent pills/medicines, and 3% - IUD)

1.5.  40 % of adolescents who know of at least one source of information or services for reproductive health; (currently only 11.6% knew about existence of such services)

Objective 2: What are the strengths and gaps in the model developed by the project to assure youth friendly services in which both adults and adolescents recognize the rights and responsibilities related to provision of access to youth friendly services;

2.2. 40 % of adolescents who use health services to promote or protect their own reproductive health; (currently  26.6%  during the last 6 months from the Baseline survey date, have received such medical care

Objective 3: 

By 2007 the will be decrease in tolerance among adults and adolescents towards forced abduction and rape for marriage;

3.1. 5 % of boys who feel reduced pressure to abduct or help with abduction for marriage; (currently 12 % of boys)

3.2. For 10 % of girls fear of forced abduction and rape for marriage is reduced; (currently 14 % of girls had a fear to be abducted and 9.5 % abstained from answering the question)

Questions contributing to the underlying concerns:

· Intergenerational partnership in improving youth reproductive health: If and how interpersonal relationships of adolescents with adults were improved and how did they influence  adolescents’ decision-making, knowledge, and access to services

· Gender power relations effect: If and how male attitudes towards women’s changed and how did this  impact sexual and RH decisions, emotional and physical safety and ability to access and utilize health services

Key Stakeholder List: the consultant will conduct interviews with key informants, who will include but not be limited to:

· CARE project staff (Project Manager and Project Support Officer)

· Partner project staff (Child is the Future and Youth Resource Center)

· Change Agents  (adolescents and adults form 10 target communities)

· Villagers from the target communities

· RH service providers of Ozurgeti District ( 4 RH facilities)

· Primary health care doctors and nurses in the target villages 

· Doris Bartel and Jaime Stewart from CARE USA headquarters

CARE Responsibilities

· Airfare, lodging, and per diem costs while in-country, including in-country travel

Consultant Responsibilities

· Computer and related hardware/software 

ANNEX 2: Evaluation programme and persons met 

	Date 
	Location 
	Person/s

	10 April
	CARE HQ office, Tbilisi
	Jonathan Puddifoot, CD; Buba Jafarli, ACD; George Glonti, Ops mgr; Ellen Pierce, Co-Reform Project

	11 April
	GAHP office, Ozurgeti
	CIF - Dato, Nona; GYRC - Tamuna, Sviad, Keti; CARE GAHP – Maia

	12 April
	Ozurgeti, YFS cabinets 
	Dr. Nona; Women’s consulting room, Maternity House

	
	
	Dr. Gia Tarberidze, nurse Marina; Urological room, drug abuse facility

	
	
	Dr. Julnazei Chanchibadze; Maternity house, abortion block  

	
	
	Dr. Bela Pakaidze and Director; Venereological clinic

	
	GAHP office, Ozurgeti
	Dr. Nona Garganjia, Facilitator, CIF 

	
	
	Dr. David (Dato) Mdinaradze, Director of CIF  

	13 April
	GAHP office, Ozurgeti
	Tamuna Zakariadze; adolescent Change agent, from Dvabzu

	
	GAHP office, Ozurgeti
	Dr. Vaso Khomeriki; Doctor, facilitator, partner – CIF  

	
	Bakhvi village, school  
	Members of CA initiative group – 9 adolescents, one adult teacher 

	
	Bakhvi Village ambulatory
	Dr. Sviad, Nurse Aza; Healthcare Providers;

	14 April
	Ozurgeti, GYRC office 
	Actress, drama group with GYRC 

	
	
	Atto and Vaho, Director and actor; drama group with GYRC

	
	
	Sviad Eradze, GYRC

	
	
	Keti Tsetskhladze, facilitator and mobilizer, GYRC

	
	Tkhinvali village 
	Koba Tsertsvadze; farmer and leader of a local NGO; member of initiative group  

	
	
	11 persons – 8 adolescents, 2 young women, 1 adult doctor; members of Tkhinvali Initiative group

	15 April
	GAHP office, Ozurgeti
	Etuna Gordeladze; Dato Babilodze; Nino Saluqvadze; adolescent Change Agents, from Makvaneti village  

	
	
	Dr. Vaso Khomeriki; Doctor, facilitator, partner – CIF  

	16 April
	GAHP office, Ozurgeti
	Maia Tavadze; Project manager 

	
	
	Four women, parents of adolescents, including adolescent change agents; from Makvaneti

	
	Ureki village 
	Tsisana Chepkhodze and Ktevan Kvachadze; teachers, members of initiative group in Ureki village; also mothers of adolescents

	
	
	9 girls, 1 boy - Adolescent Change Agents and members of Initiative group

	17 April
	Natanebi village 
	Rogneta, nurse, and Mikhail, teacher; Adult change agents, Natanebi village   

	
	Shemokmedi village 
	9 persons – 3 adolescents, rest are adults; Mixed group linked to initiative group, includes adolescent members of micro-project board, parents of initiative group members, members of initiative group, adolescent CA & leader of initiative group

	18 April
	GAHP office, Ozurgeti
	Tamuna Ghlonti, GYRC

	
	
	Five adolescents and young adults; Laithuri village initiative group

	
	
	Final synthesis/analysis meeting (part 1) – 17 persons (see below)

	19 April
	GAHP office, Ozurgeti
	Final synthesis/analysis meeting (part 2) 

	
	Kutaisi
	Keti (JSI), Nana (SCF), and a man from SCF

	20 April
	CARE HQ office, Tbilisi
	Jonathan Puddifoot, CD; Buba Jafarli, ACD; George Glionti, Ops mgr; Ellen Pierce, Co-Reform Project


Participants of Final Synthesis/Analysis meeting on 18-19 April at GAHP offices, Ozurgeti

Change Agents

· Nino Sadradze/adult 

· Aleko Melikadze/adolescent 

· Magda Andghuladze/adolescent 

· Lela Poghosiani/adolescent 

· Niko Nanitashvili/adolescent

· Temuri Chkhaidze/adolescent

· Tamar Zaqariadze/adolescent

· Nino Saluqvadze/adolescent

· Etuna Gordeladze/adolescent

GYRC

· Zviad Eradze

· Tamar Ghlonti

· Keti Tsetskhladze

CIF

· David (Dato) Mdinaradze

· Vaso Khomeriki

· Nona Garganjia

CARE Georgia 

· George (Gia) Glonti

GAHP

· Maia Tavadze 
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ANNEX 4: Methodology of the evaluation 

Evaluation Team - At the country level, the core evaluation team for the qualitative evaluation in Georgia consisted of an external facilitator (TB) and a representative from Headquarters SRH team (JS).  The project manager (MT) and staff from the partner NGOs (TG, SE, DM, N.) served as a resource persons to the team.  The technical advisor to the project (DB) supported the team via phone and e-mail links, along with planning discussions in Atlanta earlier this year.  Additional persons also served as resource persons to the team and are listed in the annex section to the report (see ANNEX __).  

Qualitative field work 

The qualitative portion of the evaluation consulted first in Tbilisi, moved to Guria for collective meetings and interviews in Ozurgeti, conducted focus groups and interviews in project communities out from Ozurgeti, and concluded with group analytical work in Ozurgeti.  Data gathering was done via semi-structured key informant interviews, focus groups with topic guides, observations, document review and a semi-structured self-administered ‘staff survey’ with CARE and partner staff.  Multiple interview and focus group sessions were conducted in each of the communities and with multiple stakeholders to facilitate triangulation of findings.  

Sites visited – Tbilisi, Ozurgeti, Kutaisi; and 5 villages 

Interviews – 12 individual interviews, 6 interviews with 2 persons (12 persons), 2 interviews with 3 persons

Group discussions – 10 group discussions (80 persons, but there were some overlaps)

The topic guides for interviews and focus groups were developed in a participatory fashion with input from CARE and partner staff, using a preliminary set of topics that had been prepared in Atlanta by the evaluation leaders in conjunction with the Headquarters SRH team.  Further refinements were made in the field – copies of the main tools used are attached in the annex section of this report (see ANNEX 2).  In summary, the key topic themes of the qualitative field work were: 

· GAHP – its nature, how has it changed over time

· Adolescent support network - stakeholders/partners, roles, activities, processes 

· Selection - locations, categories of affected adolescents, agencies 

· Interventions – adolescent and adult Change Agents, health education, theatre, micro-grants, YFS – what done, what applications 

· Family planning - Role of FP, behaviors, services, supplies   

· Outcomes - for adolescents, organizations/agencies, policies/laws/practices 

· Successes – what kinds, shown how; why happened 

· Expectations – met and unmet; 

· Unmet needs – who, what issues, options  

· Exit/transition – planning, resources 

· Most significant change – what was it, what implications

The self-completed written staff survey, which focused mostly on ‘most significant change’ issues, was comprised of open-ended questions; and 16 completed forms were returned.  The responses were analyzed qualitatively, clustering similar thematic content, and preserving useful quotations.  

A group synthesis exercise was conducted after the fieldwork with the full field team, plus adolescent representatives, other members of the consortium partners, and a representative from the CARE Georgia office.  This synthesis provided content that was used in several project debriefings – at CARE Georgia in Tbilisi, USAID in the States, and a post-project “Celebratory Review” with stakeholder and other interested agencies in Tbilisi.  It has also contributed to the prioritization of issues for covering in the final quantitative survey that took place in collaboration with CDC during early July (results pending).  

Limitations to the methodology

· The time for the qualitative team fieldwork was quite short (1 week for covering CARE Georgia headquarters, Ozurgeti consortium members, participating villages, and health providers) – which was due to budgetary considerations and available time of the international team members.  

· The language of the community members (adults and adolescents) and most of the partner members is Georgian, necessitating translation for the international team members and truncating some interview and group sessions (it generally takes longer going through translation and all parties – interviewee, translator and evaluator can get fatigued or run out of time due to other commitments). 

ANNEX 5: Tools used 

Focus group discussions with project participants - GAHP

1. Concepts 

What is your understanding of the GAHP project?  

2. Project timeline 

What has been the evolution/development of the project in your community? 

What have been key events influencing the timeline: 

· what, how, when

· why, what consequences 

3. Changes/outcomes 

What specific changes have occurred among adolescents and adults as a result of the project? 

· Who was affected?  And how?  

· Any change in the relationships of adolescents and adults?  What shows it? 

· Any health related changes?  What shows it?  

· Any negative changes?  What shows it?  

4. Group/sharing of efforts 

What is different, if anything, about the way “change agents” (project support persons) behave in this area as a result of the project trainings?  

In what ways are the change agents developing into a partner team or organization?  With whom?  For what purposes/activities?  

Are any of the change agents (or active beneficiary adolescents) doing anything outside of the project that shows how they are applying their new skills and learning in other non-project relationships or for other non-project persons in the community 

What or who has helped and supported the change agents?  In what ways?  What shows it?  

What or who has opposed the work of the change agents?  What issues?  What shows it?  And how have the change agents coped with it?  

5.  “Success” 

Has the project been a success?  

· In what ways?  For whom?  What shows it – how do you know?  

What ambitions or expectations for this project have been realized?  What helped?  

What ambitions/expectations have not been realized?  And why?  

6. Most significant change 

Out of all the changes over the life of this project, what was the most significant change you have seen?  

· Who, what, where, when?  

· Why significant?  

Key informant interviews - total

Think ahead about the respondent, and use a selection of questions from the following list that would be relevant for that particular respondent.  Alternatively, for very well informed respondents, show them the list and walk them through it to see what areas they feel capable of responding to.  

All = A 

Adolescents = AD

Consortium = C 

Country office = CO 

Health workers (service providers) = H 

Project manager = PM 

Change agents/Project support persons = PS
Results - Impact and outcome 


‘Success’ 


	1. Has the project been ‘successful’ – if so - in what ways, for whom?  What shows it; how do you know? 
	C, PS

	2. Has the project caused or contributed to any unintended results – if so, what, how, why, for whom? 
	C

	3. What ambitions of the project and its partners have been realized?  What helped that process 
	C, PS, AD

	4. What ambitions/expectations have not been realized?  And why?  
	C, PS, AD


Health status and social change 


	1. What were the accomplishments relative to the project hypotheses and proposed results?  
	C

	2. specific changes among adolescents – what, who affected
	A

	3. What, if any, other health impact has the project had?  (including FP)  (by what means) 
	A

	4. What, if any, other social impact has the project had?  (Underlying causes of poverty, gender, violence, changing attitudes, etc.?)
	C

	· if/how segmenting of the population has contributed (positive or negative consequences of segmenting, e.g., labeling or exclusion)
	C

	· If/how have social and service networks been strengthened?  
	C, H

	· Links with health services? 
	C, H

	· Change in community attitude toward responsibilities & roles in the project (CARE as a partner > donor)
	A

	5. What, if any, unexpected results or impact have been identified (how to capture the ripples that have gone out from the project) if/what are any negative consequences? 
	C, PS

	6. If/how has the project influenced health programs at other levels in the country? 
	CO


Organizational and institutional change 


	1. How have staff changed in the way they view their work (attitudes toward SRH, development, themselves as partners, etc.); 
	C, H

	2. Changes of practices within groups/organizations – if so, what, how and why? 
	C. H

	3. Role/effectiveness of project documentation – what done & how contributed to organizational change? 
	C, PS

	4. Role of project in influencing CO approach to programming?  Contribution to country strategy 
	CO

	5. leveraging of additional funding as a result of the project
	C

	6. changes in groups to become agencies in their own right (and changes in individuals) 
	A

	7. developments linked to/with advocacy, e.g., changes in laws, policies, practices; actions by leaders 
	C

	8. perceptions of outsiders about the groups 
	A

	9. perceptions of group members about authorities, leaders, agencies, services 
	PS, AD


Monitoring and evaluation 


	1. methods of assessing/measuring progress & ‘success’ (jointly with GAHP, individually, organizationally)
	C, PS, PM

	2. measurement/assessment of impact of advocacy and policy change efforts 
	C, DM, SE


Implementation process – what contributed to these results 


Project design 


Comment on strengths and challenges of the project design and design process 


	1. Was the resulting project design logical and appropriate?  Were the goals, objectives and activities logically connected and realistic?  
	C

	2. Role of social analysis and research in contributing to project design and implementation (when did design stop and implementation start?  Was there a DIP and when? 
	C

	3. Role of high level of community participation and input in determining project focus
	C

	4. Project flexibility and ability to be responsive – pluses and minuses (too much?  Project didn’t need to have answers up front)
	C

	5. Use of M&E to inform decisions and adjustments?  Was evidence used, what evidence? 
	C


Project understanding/conceptualization 


	1. changes in understanding of/about the project over time 
	A

	2. changes in networking and understanding of supportive framework over time 
	A


Project implementation 


	1. How was the project implemented?  Were the activities of high quality and appropriate?  Would others have been more appropriate? 
	C, PS

	2. What was the balance of focus and was it appropriate between: 
	

	· Project process – social analysis, community discussion approaches, partnerships, etc. 
	C, PS

	· Implementation of technical activities (activities specific to SRH technical areas0 
	C, PS

	· Broader activities (advocacy, partnerships, quality of care, institutional capacity building
	C

	· Addressing cross-cutting areas (gender, policy, violence, marginalized populations, rights) 
	C

	· Comment on pluses/minuses of the balance between process and solid inputs 
	C

	3. Role of implementation partners – strengths and challenges 
	

	· Who were they?  How were they developed, and how did they contribute/benefit from the project?  Partnership agreements?  Changes in partnering? 
	C

	· If/how has the project influenced/changed the way its partners work?  Links with local gov’t
	C

	4. Coping with challenges – what challenges, how coped 
	C, PS

	5. Exit strategy
	

	· Is there one?  Is it realistic? 
	C, PS

	· How have stakeholders and partners been involved in preparing for the end of the project?  
	C, PS

	· Recommendations for making the transition smoother? 
	C, PS


Project management 


	1. Relationship with health sector and/or CO – level of CO management support 
	C

	2. Management of human resources, materials, and finances (organogram, reporting systems, etc. 
	C

	3. Capacity of IP staff relative to what was expected of them in managing such a different project approach 
	C

	4. Level of TA appropriate?  How much was needed? 
	C

	· What was the contribution, level of effort, benefit, challenges of the learning group?  
	C


Assessment of the ‘model’


Country specific innovations model 


	1. How does GAHP contribute to CARE’s goal of developing innovations to development and health?  
	CO, PM

	2. Where does the project model fall in terms of 
	

	· Cost effectiveness/efficiency, level of impact, technical soundness
	CO, PM

	· Potential for replication in different contexts and/or at a larger scale?  Required staff capacity and level of effort implementation 
	CO, PM

	· Potential for sustainability, local ownership (how to define?)
	CO, PM

	· Contribution to empowerment, rights, underlying causes, etc.? 
	CO, PM

	3. If this model is ‘promising’, what, if any, further refinement or testing might be needed before moving on to the next phase of dissemination and replication?  
	CO, PM


Innovations project – final evaluation 




Staff survey

Name __________________



Organization ________________________

Location of Job _________________
Job title __________________

Date of completing form ______________

1. Tell me how you first became involved with the Innovations project in your country (ProSCAd, GAP/GAHP, etc.) and what your current involvement is:

2. From your point of view, describe a story that particularly shows the most significant change that has resulted from the Innovations project in this country/in this part of the country 

There may have been many changes, great and small, positive and negative. Choose the 2-3 changes change that you feel are most significant.  Put a * by the change you feel is really the most important out of those you selected.

Describe who was involved, what happened, where and when it happened.  Include enough detail to make it understandable by someone not familiar with the project.

The significant change you choose can be in: 

• The lives of the intended project beneficiaries, 

• The lives of other persons in the community where the project is located, 

• Colleagues with whom you worked, 

• An aspect of CARE or the partner organizations with which you worked, or 

• The wider policy environment

• In yourself and/or your family

3. Why do you think this issue and its story are significant?

Explain why you chose this particular change. 

• What difference has it made/will it make?  And for whom?  

• Why do you think this difference is important?

4. Who has contributed most to this outcome?   (e.g., the work of Facilitators, Coordinators, and/or Mobilisers of the Innovations project – or any others?)

5. Sentence completion – Please complete the following sentences: 

5a) The thing that I find most useful about the Innovations project approach or process in this country is:

5b) The thing that I am most worried about with this process is….

6. Imagine that it is now 2009 or 2010, how will we know that this approach has been useful?

ANNEX 6: Staff survey results
GAHP – staff survey results 

Questions 2 – most significant change – and 3 – reasons why significant 

Issues 

RH issues [9 responses]

· Awareness better, including for change agents 

· Knowledge better among adolescents, ‘cool guys’ 

· Better information available 

· FP knowledge better 

Kidnapping [8 responses]

· Tolerance/occurrence down  

IG relations [7 responses]

· problem solving better  

Services [4 responses]

· Adolescents know where to find youth friendly services 

· Services more youth friendly 

Self-confidence increased [4 resp.]
HIV [2 responses]

· awareness, knowledge better 

Life skills - improved 

· Rights - awareness better 

· Peer group learning 

Reasons 

Personal change [7 responses]

Kidnapping down [6 responses]

· Safety, security, future of girls 

· fear of law 

· awareness of immorality, 

· was real issue in community 

Adolescents changed [6 resp.]

· making good life choices 

· Change to share with others 

Intergenerational relations [2] – were barriers between adults and adolescents; now able to discuss sensitive issues and RH  

Information sharing [2] – beyond beneficiaries/project participants 

FP - Will help decrease abortion 

Focus on adolescent - has helped change attitudes and behaviors 

Social change 

Questions 2 & 3 - Selected quotes 

	Title 
	Quotes 
	Reasons significant 

	Adolescent 


	
	Boys are aware of immorality of kidnapping for marriage. They have fear for law against kidnapping for marriage.

	Adolescent 


	Most changes have occurred in myself and my family. I’ve learned much to use in future. 
	Facts of kidnapping for marriage have been significantly reduced in my village during the last 2-3 years. 

	Adolescent 


	Tolerance for kidnapping has been reduced. For example, my friend who had intended to kidnap a girl for marriage, changed his mind. 
	Facts of kidnapping considerably reduced. This helps safe and secure future for girls to think and decide for their future themselves.

	Adolescent 


	As a result of the project impact, I have become more self-confident and independent.
	

	GYRC facilitator 
	
	Youth knows that kidnapping for marriage is a type of violence and is punishable by law. 

	Adolescent 


	Among a lot of changes I would highlight the reduced tolerance for kidnapping for marriage and improved inter generational relations that resulted in more youth-friendly services. I selected these changes because the problem of kidnapping for marriage was very actual in my village. 
	

	CIF (facilitator)
	During the training on Puberty age one girl told me her feelings when,  in her age of nine,  she had her first (menstrual flow). She thought that she was dying. After, when she learned that she would have the menstruation regularly, she hated her sex and tried to act as a boy. She then decided to discuss these issues  with her children.  Now the girl is the project change agent. 
	My attitude has been changed as well: If before I didn’t consider to discuss the sensitive reproductive issues with adolescents of her age, now I think in different way and try to talk with adolescents about these issues.

	CIF facilitator
	
	- Family planning very important to maintain healthy matrimonial relations. I’d call it: marriage without abortion

	CARE HQ 
	I met a change agent at a “Birja” in the summer of 2006, who had been through the GAHP process. He was hanging out by the river that runs through the village with people from the village, as well as a number of “summer holiday” adolescents. He told me their conversations centred around GAHP themes (domestic violence, life skills, reproductive health care etc.) and that the “visitors” were picking up this information with avid interest.
	Once empowered, a change agent will use his or her skills in a variety of contexts that were not envisaged by the project. 


Question 4. Who most responsible 

Issues 

Everyone [4 responses]

CARE and Partners [4 responses]

Learning materials & fora [3 resp.]

· Including innovative theatre 

Facilitators [2 responses] 

Adolescents 

Coordinators 

Project staff 

Trainers 

Question 4. – selected quotes 

	Adolescent 


	Adolescents involved in the project have played most significant role in the project, but the knowledge and increased awareness of adolescents were achieved by the hard work and professionalism of the project staff.


Question 5 – most useful 

Issues - useful

Knowledge [4 responses]

· RH issues, including HIV, STI 

· To help with future choices 

· Kidnapping, 

Flexibility [3 responses]

IG relations better [3 responses]

Sensitivity [3 responses]

· Community sensitive 

· Culture sensitive intervention 

· Good communication of project with participants 

Adolescent participation [3 resp]

Information available [2 resp]

Partnership [2 responses]

Skills [2 responses]

· Communication skills 

· Life skills 

Challenging gender issues [2] 

Clear objectives 

Kidnapping – attitude change 

Relevance of topic 

· RH – service use increased 

· Theatre innovation 

· Timely intervention 

· Staff and partner learning 

· Rights issues 

Issues – worries

End of project [6 responses]

Short time [6 responses]

Stopping when project very active [2 responses]

More intervention needed [2 resp]

· scale up

Clarify partner expectations at start up

Expectations still high

Small coverage 

Question 5. – selected quotes 

	Title 
	Quotes – most worrying 

	GYRC facilitator
	Completion of the project is in its very “hot” phase when societal expectations are still high and more interventions are needed to be carried out.

	CIF facilitator 
	In my opinion now the project is at its active phase and unfortunately we are forced to stop the process.


Question 6 – how to know if success in five years 

Issues – vision/measure of success 

Adolescent status [7 responses]

· healthy 

· educated, smart, empowered  

· HIV & STI occurrence down 

· FP use up; Unwanted pregnancies down 

Kidnapping [6 responses]

· ended 

· occurrence down 

· dialogue/debated extended 

Survey [5 responses]

Service demand [3 responses]

· increased 

· regular use of health care services by adolescents 

Scaling up to more youth [2]

Gender [2]

· Equity present 

· Analysis in use  

Families – happy 

Adolescents using life skills 

Question 6. – selected quotes 

	Title 
	Quotes 

	GYRC facilitator
	Gender equity in the Guria region; Kidnapping forgotten; Facts of HIV/STIs reduced among adolescents; Adolescents regularly use health care services

	GYRC facilitator
	- youth are not aware of the meaning even for the word “kidnapping”


ANNEX 7: Health facility data 

Ozurgeti RH service data (Collected for GAHP, early April 2007)
Ozurgeti Maternity House

	#
	Year
	Delivery  
	Abortion 

	
	
	Total 
	Adolescents (14-18)
	Total 
	Adolescents (14-18)

	1
	2003
	548
	51
	172
	10

	2
	2004
	496
	43
	144
	5

	3
	2005
	532
	38
	149
	7

	4
	2006
	539
	40
	106
	3

	5
	2007 (for 01.04.07)
	133
	16
	26
	0

	
	Total
	2248
	198
	587
	25


Comments:  Deliveries are relatively constant, perhaps down from 2003 but possibly 2003 was high.  Adolescent abortions show a downward trend, but so do abortions overall (Unclear if the adolescent picture is just attributable to project). 
Women’s Consultation 

	#
	Year
	Pregnant clients
	Counseling on contraception 

	
	
	Total
	Adolescents (14-18)
	Total
	Adolescents (14-18)

	1
	2003
	410
	7
	364
	7

	2
	2004
	483
	5
	376
	5

	3
	2005
	475
	6
	382
	6

	4
	2006
	478
	9
	369
	9

	5
	2007 (for 01.04.07)
	120
	3
	104
	24

	
	Total
	1966
	30
	1595
	51


Comments:  Adolescent pregnancies seem relatively stable; and numbers are low.  Counseling on contraception shows numbers that are sharply up in 2007 (unclear if this is project outcome, but qualitatively said to be so)

Urological Clinic 

	#
	Year
	STI  Consultation and Treatment 
	

	
	
	Total
	Adolescents (14-18)
	
	

	1
	2003
	374
	23
	
	

	2
	2004
	360
	37
	
	

	3
	2005
	254
	38
	
	

	4
	2006
	430
	60
	
	

	5
	2007 (for 01.04.07)
	84
	18
	
	

	
	Total
	1502
	176
	
	


Comments: STI attendance rates are increasing for boys, but not clear of the best explanation at this stage, e.g., better diagnosis, better reporting, more willingness to consult, more infections?  In part, it is unclear because it is still early days following the GAHP inputs to the facility, though there is a suggestion that the increase is mostly since training.  

Venerological Clinic 

	#
	Year
	STI Consultation and Treatment 
	Condom distribution

	
	
	Total
	Adolescents (14-18)
	Total
	Adolescents (14-18)

	1
	2003
	25
	4
	0
	0

	2
	2004
	17
	1
	0
	0

	3
	2005
	12
	2
	0
	0

	4
	2006
	14
	3
	0
	0

	5
	2007 (for 01.04.07)
	9
	7
	9
	7

	
	Total
	77
	17
	9
	7


Note: Director of the Venerological Clinic has stated that due to very poor condition in the clinic, the total number of clients had been always low and the clinic doctors were consulting the patients out of the clinic building in an informal setting.  With establishment of the youth cabinet, the number of youth clients has increased dramatically for the short period of time between the opening day of the clinic March 1, 2007 and April 5, 2007.
Comments: not clear about gender of clients, though most are males at this site; will want gender disaggregated data.  
ANNEX 8: Micro-project profiles 1-6

Micro-project profile 1 – Dvabzu village 

Objectives - With the initiative group, we had three goals – a) RH issue; b) youth friendly services; c) kidnapping issue.  Through this project, we wanted to help adolescents become aware on these issues, and prevent obstacles for these behavior changes.  Wanted to permanently deepen knowledge; to realize goals.  
Membership - Her group has 13 members – adolescents and adults, males and females.  There are five adults (3 women, 2 men) and 8 adolescents (5 girls, 3 boys).  

Components/activities - Information corner - Have set up an information corner/room at the school, where there is literature available about RH issues, including HIV, STI, puberty, FP.  No supplies, just literature.  At the information room, we have collected information from multiple different sources – from the project, but also from newspapers, magazines, pharmacies, doctors, etc.  The room is in the school – students are using it (about 30 in the first month).  Some teachers are coming and looking, but none have taken materials yet.  Hard for adults to come to it though, since it is in the school

Trainings - When the initiative group opportunity came along, we organized a special training for adults including the ones who had opposed just to show them that it would not be embarrassing or inappropriate.  And then after this separate training for the adults, we were able to convince them that it was okay.  The adolescents thought of the idea to do this special training themselves.  At the training, adolescents facilitated, and CIF did the technical training.  
Also doing trainings where we help the trainers by facilitating sessions.  Did three trainings – sessions on puberty, HIV and FP – did them for the general community.  Village population attended.  Aimed at inviting people who had not been aware before.  Is trying to include more and more younger adolescents to catch the 12-13 year olds and getting them information about their age.  The trainings have been done over a 2 week period, since the micro-projects only have a short time to run.  They have had a positive reaction from adults, teachers.  

There were about 20 persons per training – and they invited different people for each one with the idea that this would maximize sharing afterwards.  Gave written materials to those attending so that they could use them in sharing and dissemination.  

Most popular training was puberty age training.  Was special only for adolescents, and others were mixed.  It was also the last one in the series.  

There have been requests for other trainings – no special requests for specific new training, but lot of questions from non-participants, especially after the HIV training.  Would like to do training on kidnapping – in addition to what has been done already about kidnapping 

Management - Initiative project has a budget – they are using it for buying literature, training (lunch costs – the trainers are free).  To support these groups, there have been some financial supports.  And there is a finance group to supervise the initiative groups.  Used all the technical material possible from the project – brochures, posters, etc.  

M&E of initiative project - Info room has a register at the room; it records: name, age, gender, kind of literature, date.  At trainings, we count attendees against the anticipated beneficiaries.  Will look at how population awareness has been raised 

Sustainability - Despite the project getting to the end, we hope that we are strong to continue after the project is over.  Will keep work/skills to help others in the future.  

Tamuna Zakariadze; 16 y/o, girl, Change Agent, leader of Dvabzu initiative group  

Micro-project profile 2 - Bakhvi village
Objectives - The group’s main goal is to spread information from the project beyond to the rest of the community.  
Membership - The group is 12: there are 3 adults, rest are adolescents age 15-16.  One male adult, one male adolescent; rest are female.  Adults are teachers and a nurse.  

Components - This group has three main activities: a) questionnaire with the community; b) training; and c) film 

Questionnaire/survey - Made it with the help of nurse and Sviad from CIF.  Went to 100 (of the 400) households in the community.  Have done the data gathering – and responding to questions/teaching at the HHs, but no analysis yet.  The 100 HHs were selected as ones with adolescents.  Plan to do the analysis as a group activity of the initiative group.  Plan to do survey again to same households after the training to assess change.  

Training - Have created a list of people to invite to the trainings based on the questionnaire, particularly thinking of those who had questions that they could not answer  have also done a map of the village and targeting HHs where they expect the information to spread from those HHs.  Will do the training with adults and adolescents; Have plan for 3 trainings, total participants 45.  Training style – have not decided yet – want it to be visual, interactive, questions from audience, exchange of ideas.  Liked theatre and role play.  Topics – HIV and STD; gender; youth friendly services.  Selection of topics – was own.  Tried to meet objectives of the project.  

Film - Will do themselves; have in mind only one other person not in their group to participate.  Will be feature film, not just documentary; Will be filmed mostly in their village.  Have hired cameraman and film editor.  Topics of film will be drug abuse, AIDS, kidnapping.  Have prepared a script already 

Management - Training and film are most of the budget 

CA initiative group; Bakhvi village   

Micro-project profile 3 – Tkhinvali village 
Objectives - To implement a micro-grant project, to include as many people as possible.  To make sure that every individual, every household has information on HIV/STIs/FP.  The equal rights of men and women in families.  

Membership - There are 14 official members, though there are also some other strongly interested persons who participate a lot.  Includes 4 adults – ages 22-40, 3 with adolescent children, 1 man and 3 women.  There are 10 adolescents – 3 boys and 7 girls.  

Components - Activities include – resource room, training, dissemination of materials, training, discussions

Household visits - They completed a household survey, visited each household, gave them information, asked for their opinion about kidnapping and got them to sign.  This was two weeks ago.  They have done some analysis of the information they collected and will do another survey at the end of the project.  They have been going directly to homes to educate.  Some girls were nervous at first to talk about these issues, but are now doing well.  There are 334 households, and the have been to all of them.  During this effort they collected signatures and took pictures of people.  Gave out brochures in homes; so many people were asking for them that they ran out of copies.  Now people have advice.  During the door-to-door survey two weeks ago, they identified the people that opposed them.   

Trainings – have been done with CIF, CARE materials.  Trying to mobilise people in advance; Planning for 6 trainings/discussion sessions.  Have had 4 already – STI & HIV, GBV & kidnapping, FP, puberty.  Coming – RH, FP – these are discussions, so they are partly depending on interest.  Adolescents are in charge and supervising 

They invited about 15 adults and 15 adolescents per training.  Invited the adults that had opposed them based on the survey results.  They were mostly older men and women over 60, but mostly men.  Some older people did not oppose them.  They did the special training for these people.  They invited the lawyer and doctor.  The doctor and teacher were supportive.  

A CARE representative helped them, advised them on the training.  They developed objectives for the training.  The training covered HIV/AIDS, STIs, FP, and GBV.  It lasted more than 2 hours.  They did a pre-test and post test looking at attitudes about kidnapping and knowledge about STIs.  They disseminated brochures.  They held discussions after the training and came to the conclusion that kidnapping is not good – it’s violence.  They did not change everyone’s mind but older people are beginning to questions their former views.

Community sharing - Will have a special exhibition at the end of the project with all the pictures that were taken.  Will be putting up posters in the room next door – where young men exercise.  

Tkhinvali Initiative group, mixed adolescents and adults 

Tkhinvali; Koba Tsertsvadze – farmer, leader of a local NGO; member of initiative group  

Micro-project profile 4 – Ureki village 
Objectives - to raise awareness on RH issues with adolescents and adults.  

Membership - 14 persons – there are 9 adolescents: 2 boys and 7 girls; and 6 adults: 1 man and 5 women.  Of the adults: director of the school, deputy director, biology teacher; 1 nurse, 1 doctor, and 1 parent.  Special aspects of students in the group - Some are smart, some not so smart but very interested, and some neither but got interested

Components/activities - We formed a group, discussed the trainings we had earlier, discussed if we were sharing information with our parents.  Decided to do the following activities: 

a) Training for parents on HIV/STIs/FP – more to be done.  They have already conducted training on HIV – 20 participants.  Want to also address: intergenerational relations, puberty age, kidnapping, family planning.   

b) Survey of youth-friendliness of drug stores – has now been done 

c) Theatre performances – have done one on kidnapping; plan to do more.  

d) House-to-house dissemination of materials – to be done.  

Teachers, members of initiative group, Ureki village; Two women  

Ureki, Adolescent Change Agents, girls and boy

Micro-project profile 5 – Shemokmedi village 
Membership - Has 7 members.  3 adult (all women, all teachers); and 4 adolescents (1 boy, rest girls; all are ages 15-16).  Activities of the group – Film, trainings, posters

Components/activities - Video - Film on kidnapping created by adolescents.  Has shown one time in school to general community audience, will be showing repeatedly to different groups.  Elementary school pupils were watching.  They saw the announcement and got interested to come.  Was fine; is good for them to see and remember.  Other potential film topics the group has thought about: Violence of boys, and Teacher/adolescent communication [also teacher/parent/adolescent issues]

Trainings – three topics: intergenerational communication; pubery; HIV and STDs.  The presentation and discussion for each was planned for 20 persons, but all had many more – so many they could not fit in the training hall.  Intergenerational issues was presented to an age mixed audience; the others were done separately for adolescents and for adults (i.e., they had 5 trainings)

Posters and brochures.  Put up posters in public places in town, including in the drug stores.  Brochures were taken to the ambulatory, and handed over with a presentation to 30 persons, followed by a discussion.  

Management - Financial accountability to CARE 

The work included every day some preparation activities, making handouts, mobilizing, etc.  also preparing lunch for the trainings.  Was a lot of work and some big lessons.  

Monitoring and evaluation - Pre/post test internally at trainings – by the trainers.  

Mixed adult & adolescents, linked to initiative group, including some parents, Shemokmedi

Micro-project profile 6 – Laithuri village 
Objectives - a) to provide information on how to prevent diseases, and 
b) to get people to understand kidnapping is violence and illegal.  
Membership - Initiative group – 3 adolescents, 3 young adults; 4 female, 2 male.  

Components/Activities - Training, survey, sports event, information board, video 

Trainings – 3, adults and adolescents present at each, about 20 persons each, different persons each time.  Participants were specifically invited, on the basis of interest, and identified during a household survey.  

Survey – self completed by the households, based on sample of 100 HHs, purposively selected in their own neighborhoods as HHs where both adolescents and adults lived in that HH.  The questions were open ended, exploring what people wanted to know.  Analysis – the group checked if the responses were in line with the project.  There was no formal analysis or report.  Are planning to do a follow up survey, with the same households, using mostly the same questions, and a few additional questions.  

Sports event – prepared messages on wall of the sports hall.  Organized the sport event at the school.  There two sport groups – one for boys and one for girls.  Boys had 4 teams and girls had four teams.  Was a basketball competition.  At the end of the matches, asked people to sign a petition/pledge form – saying that they are against kidnapping and will try to abstain and be mutually faithful and use means of protection and will follow a healthy lifestyle.  Most people signed the form – but some were shy, and some had individual attitudes.  It was mostly girls who did not sign.  Adults and adolescents both got the form and signed it.  There were about 100 persons attending each match; it took place over a period of 3 days.  There were two finals – one for girls and one for boys.  There was also an opening and closing ceremony that were used to help deliver messages.  

Information board – has information about STIs, services (women consult, central hospital for boys, maternity house).  Actually, there are three boards – one at the school, one in the centre of the village, and one next to the shop, i.e., the place where the cool guys hang out, and they are reading the notices.  Teachers and parents like the board idea.  For content, they have used the GAHP posters and made additional ones of their own.  

Video – they are preparing a documentary film of their own initiative group activities to show at the initiative group award ceremony.  Have hired a cameraman who will also edit the results.  

Laithuri village initiative group, at CARE office; Five adolescents and young adults 

ANNEX 9: Supporting info from project documents

CARE Georgia’s Programming Principles (2004)

The proposed concept and implementation strategy of the GAHP project was based CARE Georgia’s core programming principles, as outlined below.    

Promote empowerment: CARE Georgia’s approach will be grounded in a diversity framework which will help to empower adolescents by exploring and equalizing the relationship between youth and adults in sharing information, planning and implementing health initiatives.  Together youth and adults will determine the most effective approach to improve access to SRH information, knowledge and services essential for healthy behavior and informed choices.  

Work with partners: Guria based local NGOs, health and education district and regional authorities, health facilities, schools and youth themselves have already played a critical role in identifying gaps and developing the strategies in this concept paper.  They will continue to play an important role throughout the project cycle.  CARE Georgia will provide capacity building for local organizations, especially in the areas of rights based programming, holistic analysis, monitoring and evaluation, and will co-partner with a local NGO in implementation.  

Ensure accountability and responsibility: The project works towards ensuring accountability and responsibility at both the community and national level.  At the community level stakeholders will build their skills to become duty and rights bearers.  At the national level the alliance between Gurian youth, health and education authorities, with influential persons in the primary health care reform process will reinforce the accountability of the MoH to support adolescents’ SRH rights.  
Address discrimination: Access to information and services are restricted by adults who believe adolescents are not prepared to receive information.  By building the foundation upon which youth and adults can effectively work together and make joint decisions, the project will work to break down a critical barrier limiting youth from effectively realizing their rights to SRH.

Seek sustainable results: The participatory approach to working with partners and project participants will ensure that a solid skill base is left behind, such that local government and non-governmental organizations have the capacity and interest to continue this initiative.  Alliances referred to in the previous paragraph will contribute to sustainability of results by supporting health sector reform.  Finally, all activities, methodologies and training packages will be well documented and housed within youth health resource centers and with district and regional authorities.

Strategic framework 
Based on data acquired through various forms of social analysis, GAHP constructed a Problem Tree about adolescent poor RH in Guria.  The analysis links to CARE’s Rights-Based approach, Underlying Causes of Poverty, and Unifying Framework.  

GAHP Problem Tree: Poor reproductive health in Guria

Applying a hierarchy of causes of poverty, the Participatory Inquiry Team prioritized problems identified during the inductive research and clustered them into Underlying, Intermediate and Immediate causes of poor RH of adolescents in Guria: 

GAHP Hierarchy of Causes of Poor Reproductive Health  
	Immediate Causes
	· Gender violence

· Barriers to existing information and service  

· Poor negotiation, decision making and communication skills 
	RBA to HLS broadens our focus to underlying causes of poverty, improving human conditions & social positions

	Intermediate Causes (Human conditions)
	· Lack of promotion & protection of rights & responsibilities of adolescents by both adults & adolescents

· Inequitable power relationships between/within peer groups
	

	Underlying Causes

(Social positions)
	Inequitable social relations:

· Local societal gender & sexuality norms, values & ideologies;

· Historical/cultural heritage of leadership and authority
	


Project staff and advisors then identified many SRH and gender issues that might be problematic for this project – or important to consider.  These were:

· Women have no right to decide about sex (whether to have it or not), choice of contraception/whether to use, and number and sex of children

· Women can’t talk back to men

· Men are expected to have sex before marriage (adolescent boys risk infertility if no sex!), but unmarried girls are expected to be virgins

· Boys expect sex of girls who accept gifts or money in exchange, but girls are expecting love or a relationship from the sex

· Vulnerable populations: girls who are not virgins, Russian women, prostitutes, IDPs, homosexual men/women

· Marital sex is not for pleasure – only for procreation

· Silence around masturbation – can be considered harmful

· Raped adolescents can’t get married – social stigma

· Women’s access to economic resources

As seen in this list, women lack choices in relation to sex and sexuality; and society seems to allocate most of the decision making in this domain to males.  


Change Agent monitoring  

Potential indicators that could be used to assess outcomes related to the Change Agent intervention (from early 2006):  

· % of adolescents who feel confident that they can make good decisions for themselves regarding RH
· % of adolescents who feel they have a supportive adult they trust to seek advice on basic RH issues

· % of adolescents who know at least 2 STI symptoms

· % of adolescents who name 3 methods of preventing pregnancy

· % of adolescents who know of at least one source of information or services for reproductive health

· % of adolescents who use health services

· % of boys who feel reduced pressure to abduct or help with abductions

· % of girls who fear forced abduction and rape for marriage

ANNEX 10: Practical tips for “exportable pieces” 

This annex is comprised of practical tips for how to use/implement some of the big, useful and “exportable” pieces of the GAHP project in other projects and locations.  

Social analysis 

Social analysis tips: 
· It would be a good idea to conduct social analyses in other regions (Lanchkuti, Chokhaturi) to compare to the findings in Guria.

· In future applications of social analysis, it would be good to do more in-depth research of macro, middle and micro level factors.  
· One should be sure that sufficient time is allocated to the assessment.  
· It is very important to enhance qualitative research skills.   

Managing conflict 

Based on lessons from the GAHP and other projects, the following strategies were identified as critical to overcoming resistance to YRH programs
. 

Theatre – for development, communication
Here are tips about using Theatre from the director of the theatre troupe and two members, based on what they have learned over the years of using theatre in the GAHP project. 
Community training strategies 

Many useful suggestions emerged from a discussion with GAHP staff and partners about lessons related to the community training and how it could be exported.  
ANNEX 11: Quantitative results table - baseline and endline surveys
The data in this annex is drawn from the baseline (carried out in 2005) and endline studies (carried out in 2007).  Values are only presented in percentages; see survey reports for methodologies and numerical details.  Shaded boxes were not asked (some questions dropped, others added between the two studies).  Comments are interpretation of the evaluator.  
Interpretation – the studies show that there have been many areas of improvement (selected pieces of these tables are reproduced in the body of the report at relevant locations).  Much of the improvement has been in knowledge, some in skills, but it is less clear about behaviours.  In particular, one of the slower areas for change seems to be use of health services, but this is linked to the fact that the YFS intervention started relatively late in the project (latter half of 2006/early 2007), so there had not been a long period for uptake by the end stage.  In addition, the really widespread dissemination work of the initiative groups also took place only a very few months before the endline study at the end of the project.  From that point of view, the changes shown below are all the more remarkable for their positive extent.  
Peer relationships

	Themes 
	Peer relationship variables/indicators 
	Baseline survey
	Endline survey 
	Comments 

	Relationships with peers 
	Time with peers to share ideas, thoughts, problems, information
	Daily – 71%
	Daily – 46% 
	Less; unclear significance

	Peer group participation
	Adolescents in this village spend most of time in peer groups of friends 
	Yes - 94.1%
	Yes - 85.7% 
	Less; unclear significance

	
	Level of time with friends compared to 2 years ago is more  
	
	Yes – 65.7% 
	Increase, by recall  

	
	Own participation in peer groups – active in past 6 months 
	Active - 56.2%

Somewhat – 28.8% 
	Active – 32% 

Somewhat – 53% 
	Less, reversed from earlier

	
	Getting into new social groups or networks in past 6 months 
	
	Yes – 32.5% 

No – 66.7% 
	Some, no comparison

	Peer group; support, benefits to individual
	Able to share personal problems in peer group 
	Total – 78.3%

Boys – 86%       Girls – 70% 
	Yes – 94.3%

Boys – 95%        Girls – 94%
	Up 

	
	Trust in peer group leader to help with personal crisis or problem 
	Yes - 59.9% 
	
	

	
	Actual sharing of own problem with peer group within past 6 months 
	Yes - 67% 
	
	

	
	Influence of peer group on important personal decisions 
	Total – 60.2% 

Boys – 70%        Girls – 50% 
	Total – 69.1% 

Boys – 67%        Girls – 67% 
	Slight up, more up for girls  

	
	Have gained positive skills, learned something of value as member of group 
	Yes - 79.9%
	Yes – 57% 
	Decreased; 

	Peer group; group vs individual
	In case of problem in group, own opinion is valued by peer group 
	Yes - 65.8% 
	
	

	
	Cases of own disagreement with majority of peer group 
	Yes - 56.1% 
	Yes – 57% 
	Similar 

	
	If recalled disagreement, believe self able to act independent of peer group
	Yes - 61% 
	Yes – 92% 
	Improved 

	Peer group, roles
	Role as leader in peer group 
	Yes - 53.7% 
	Yes – 27.7% 
	Less; unclear significance 


Family relationships

	Themes 
	Family relationship variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Relationship with parents 
	Spend a lot of time with parents 
	85.2% 
	56% 
	Less; unclear why  

	
	Time with parents to share ideas, thoughts, problems, information 
	Daily – 56%
	Daily – 27% 
	Less; unclear why  

	
	Own strengths acknowledged by parents 
	88.7% 
	86.2% 
	Similar 

	
	Own opinion is well respected by parents in solving problems 
	88.9% 
	82% 
	Slightly less 

	Relations with family 
	Everyone free to express opinions in family 
	94.7%
	83.6% 
	Less 

	Relations with non-parent adults in family 
	Can name an adult in family who can be asked for support, help, advice on personal problem 
	95.6%
	
	

	
	Can name an adult other than parent or guardian who made important positive difference in own life 
	
	43% 
	


Trust relationships 

	Themes 
	Trust relationship variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Trust – sharing problems 
	Have a trustful friend with whom to share problems 
	Yes - 97.8%
	Yes – 97.2% 
	Similar; may include peers 

	Trust – providing support  
	Has anyone come to you for assistance in past 6 months 
	
	Yes – 70% 
	Large amount; 

	Trust - adult support 
	Personally know an adult (non-family) where they can ask personal questions 
	
	66.6% 
	

	
	Can talk freely with an adult about love 
	60.8% 
	61.1% 
	Similar 

	
	Experience in past 6 months talking with adult about personal feelings 
	
	Total – 51% 

Boys – 54%         Girls - 48% 
	

	Relationship with adults (other than parents)
	Time with adults other than parents 
	Some – 28%
	Some – 32% 
	Similar or slight increase

	Influences on love decisions 
	Who influences decisions on love crisis
	No problem – 57%

Friend 37.4%

Parent – 5% 
	No problem – 33% 

Peer group – 45% 

Parents – 5.7% 
	Increasing peer group influence; more willingness to admit/discuss problems? 

	
	Influence of religion on love decisions
	Big – 47.8% 
	Big – 26.1% 
	Decreasing 


Social cohesion on the village level 

	Themes 
	Social cohesion in village variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Family orientation 
	People in the village are predominantly concerned about benefits for own family
	Agree - 33.3%

Part agree – 42.7%

Disagree – 14.2% 
	
	

	Community support 
	Willingness of community to participate in solving village problem 
	73.6% 
	74.5% 
	Similar 

	
	Frequency of village gathering to solve problem in past year 
	Often – 11% 

Some – 62%

Never – 11% 
	
	

	Community participation by adolescent 
	Self participated with others for sake of village in past year 
	18.6% 
	21.8% 
	Similar 

	Community support for adolescents 
	Village organized to address adolescent issues 
	11.1% 
	9.2% 
	Similar 

	
	Who for support if unfortunate event in village, such as kidnapping 
	
	Family – 84% 

Neighbours – 77% 

Friends – 55% 

Police – 13% 
	People close by 

	
	Gender of members of community helping adolescents solve their problems 
	
	Men & women equal – 50% 

Men – 23% 

Women – 15% 
	Both 

	
	Age of members of community helping adolescents solve problems 
	
	Youth & adol – 30% 

Youth/adults/elders – 29% 

Adults – 25% 
	Youth, adults, peers  


General health behaviour 

	Themes 
	General health behaviour variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Smoking 
	Ever smoked 
	Never – 76% 
	
	

	Drinking 
	Consumption of alcohol in past 4 weeks
	Daily - 4.8% 
	
	

	Use of drugs 
	Acquaintance who consumes drugs 
	23.9% 
	
	

	
	Of drug users, main drug – marijuana 
	90% 
	
	

	
	Acquaintance who injects drugs 
	7.8% 
	
	

	Family support 
	Older family members have talked about harms of smoking, drinking, drugs 
	51-47% 
	85-63% 
	Improved 

	
	Older family members have talked about RH topics - 
	STIs – 13.7%

HIV/AIDS – 14.2% 

How pregnancy occurs – 10.7% 

Puberty – 23.6% 
	STIs – 28.1% 

HIV/AIDS 21.6% 

How pregnancy occurs  - 35.2% 

Puberty – 12.7% 
	Improved  


Reproductive health information and services 

	Themes 
	RH information and service variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Sources of RH info 
	Main sources of RH information (multiple response allowed)
	Television – 34.6%

Doctors – 20.7% 

Press – 19.1% 

Parents – 18.2% 
	Television – 48.8% 

Doctors – 36.4% 

Mother – 35.4% 

Best friend – 23.9% 

Nurse – 14.6% 

Father – 12.2% 

Press, books – 12.3% 
	Improved – more use of multiple resources 

	Knowledge of health services in Guria 
	Heard about health services in Guria ready to give adolescents info
	Yes - 11.6% 

No – 83.8% 
	Yes – 48.3% 

No – 33.5% 
	Improved 

	
	Heard of health services diagnosing adolescents and treating STIs, HIV 
	Yes – 

No – 91.1% 
	Yes – 39.7% 

No – 39.9% 
	Improved 

	
	Know of services in Guria that provide info to adolescents on FP, avoiding pregnancy
	Yes – 

No – majority 
	Yes – 40.7% 

No 38.7% 
	Improved 

	Use of health services 
	Received medical care in past 6 months 
	Yes - 26.6%

No – 69.6% 
	Yes – 22.9% 

No - 77% 
	Similar 

	
	Used health service in past 6 months for preventing, testing, treating of STI, HIV, or pregnancy 
	
	Yes – 7.9% 

No – 92% 
	


STI 

	Themes 
	STI variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Awareness of STI 
	Have heard of infection spread by sex 
	
	Yes - 84% 
	

	Beliefs about STIs 
	Believe man or woman can tell if symptoms from an STI 
	
	Yes – 43.6% 
	

	
	Disappearance of STI symptoms without treatment means cure 
	Not cured – 62%

Don’t know – 26.8% 

Yes, cured - 10% 
	No – 54.9% 

Don’t know – 23% 

Yes, cured – 22% 
	(may not have been asked the same way)

	
	Believe STIs can be spread in bathing or swimming pool 
	36% 
	
	

	Knowledge of STIs 
	Can name symptoms of STI for woman
	No – 77.2% 

No response – 17% 
	
	

	
	Most common symptoms 
	Abdominal pain – 3.8%

Vaginal discharge – 0.3%

Genital ulcers – 0.2% 
	Genital discharge – 51% 

Foul discharge – 37% 

Abdominal pain – 36% 

Burn on urine – 28% 
	Improved 

	
	Can name symptoms of STI for man 
	No - 84.7% 

No response – 9.9% 
	
	

	
	Most common symptoms 
	Penile discharge – 5.3%

Burn on urination – 1.2% 
	Burn on urine – 47.5% 

Genital ulcers – 23.5% 

Swelling in groin – 22% 

Genital discharge – 17% 
	Improved 

	
	Beliefs about outcomes of untreated STI 
	Death – 43.4% 

Infertility/impotence – 23.6% 

Further spread – 17.3% 
	Infertility – 41% 

Death – 34% 

Further spread – 1.2% 
	Mostly improved 

	Management of STI by peers 
	Know a peer who has had STI symptoms 
	
	Yes – 6.3% 
	

	
	Know a peer who has self-treated STI 
	Yes – 3.2% 
	Yes – 1.1% 
	Improved 

	
	Know a peer treated for STI by doctor 
	6.5% 
	
	

	Personal experience of STI 
	Have had infection spread by sex 
	1.8% 
	
	


Condoms  
	Themes 
	Condom variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Awareness 
	Heard about condoms 
	Yes - 79.9% 

Never – 15% 
	Yes – 85.6% 

No – 14.1% 
	Some improvement 

	Knowledge 
	Have seen condoms 
	Yes – 79.9% 
	Yes – 68% 
	Decreased

	
	Know someone who has used condoms 
	
	Yes – 46% 

Boys – 67%        Girls – 25% 
	

	Condom skills 
	Know how to use condoms 
	Boys – 70%        Girls – 11% 
	Total – 51.9% 

Boys – 72%        Girls – 33% 
	Improved, especially for girls  

	
	Know where to buy a condom 
	Boys – 80%        Girls – 26% 
	Total – 86.5% 

Boys – 94%        Girls – 79% 
	Improved, for both boys and girls 

	
	Able to purchase condoms from pharmacy or store 
	
	Yes – 47.3% 

Boys – 71%        Girls – 26% 
	

	
	Able to discuss using a condom with a sexual partner 
	
	Total 41.5% 

Boys – 60%         Girls - 24% 
	


HIV/AIDS

	Themes 
	HIV/AIDS variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Awareness 
	Heard about HIV/AIDS 
	Boys – 71%       Girls – 39% 
	Total – 94.5% 

Boys – 94%        Girls – 95% 
	Improved, very high 

	Beliefs about HIV and AIDS 
	Believe HIV can be transmitted by mosquito bites 
	Yes – 80.6% 
	Yes – 80.6% 
	Similar 

	
	Believe HIV can be spread by dishes 
	Yes – 37.1% 
	Yes - 30.1% 
	Improved 

	
	Believe HIV can be spread by syringe 
	Yes – 43.3% 

No – 22.9% 
	Yes – 92% 
	Improved 

	Attitudes, tolerance
	Does child with HIV have right to go to school 
	Yes – 30.7% 

No – 53% 

No response 11.6% 
	Yes – 48.4% 

No – 44.2%  

Don’t know – 7.4% 
	Improved 

	
	Buy food from show if shopkeeper has HIV 
	No – 72% 
	No – 61% 
	Improved 

	Knowledge 
	Know that HIV can be spread by sex without a condom 
	Yes - 78.3% 
	Yes – 84.6% 
	Slightly improved 

	
	Know that healthy looking person can have HIV 
	Yes – 53.5% 

No – 15.4% 

Don’t know – 26.4% 
	Yes – 76% 

No – 11.8% 

Don’t know – 11.8% 
	Improved 

	
	Of those knowing HIV/AIDS, know that people can reduce chances of getting HIV by sex with one partner, not infected and having no other partners 
	
	Yes – 80.7% 
	

	
	Sure that using a condom each time of sex with reduce chances to get HIV 
	
	Yes – 81% 
	

	
	Sure that people can reduce chances of getting HIV by abstaining from sex 
	
	Yes - 82.2% 
	


Family planning

	Themes 
	Family planning variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Awareness about FP and pregnancy 
	Aware of possibility for couple to postpone pregnancy 
	68.9% 
	68.9% 
	Similar 

	
	Aware girl can get pregnant at first sex 
	Total - 41.4% 

Boys – 48%        Girls – 34% 
	Total – 77.1% 

Boys – 75%        Girls – 80% 
	Improved 

	Beliefs about FP and pregnancy 
	Don’t believe a girl can get pregnant at first sex 
	Total – 11.8% 

Boys – 14%        Girls – 10% 
	Total – 5.3% 

Boys – 6%           Girls – 5% 
	Improved 

	
	Believe that contraceptive pills can cause infertility or cancer 
	84.7% 
	37.5% 
	Improved 

	Knowledge about FP and pregnancy 
	If aware of FP, knowledge of at least one way to prevent pregnancy 
	Total – 49.5% 

Boys – 59%           Girls 39% 
	Total – 92.9% 

Boys – 93%        Girls – 93% 
	Improved 

	
	Of those who know, what are ways to avoid pregnancy 
	Abortion – 42.4% 

Condoms – 37.2% 

Pills – 17% 

IUD – 3% 
	Condoms – 92% 

Pills – 67% 

IUD – 58% 

Abortion – 16% 
	Improved 

	
	Know how often a woman should take contraceptive pills to be effective 
	Daily – 4% 

Before sex – 3% 

After sex – 2% 

Don’t know – 27% 

No response – 64% 
	Daily – 57% 

Before sex – 8.6% 

After sex – 3.3% 

Don’t know – 29.3% 

No response – 0.5% 
	Improved 

	
	Know where to get contraceptive pills 
	
	Yes - 95.1% 
	

	
	Aware of emergency contraceptive pills to take after sex 
	Total – 40.1% 

Boys - 43%        Girls – 37% 
	Total – 36.7% 

Boys – 36%        Girls – 37% 
	Similar 

	
	Aware that unsafe abortion may cause infertility 
	Yes – 55.6% 
	Yes – 66.2% 
	Improved 

	Sources of support about FP and pregnancy 
	Who can adolescents talk to about preventing pregnancy 
	Doctor – 65% 

Parents – 21% 

Friend – 11% 

No one – 2% 
	Doctor – 53% 

Peers – 41%

Mother – 30% 

Nurse – 17% 

No one – 4% 
	Similar, with perhaps more resources 

	Peer experiences of pregnancy and FP 
	Know of a peer age girl who has been pregnant 
	Yes – 26.3% 

No – 67% 
	Yes – 35.2% 

No – 63.4% 
	Increased 

	
	Know of a peer age boy who has made a girl pregnant 
	Yes -  

No – 74% 
	Yes – 20.3% 

No – 72.3% 
	Similar 

	
	Know a woman (girl?) who has had an abortion 
	Yes – 27.1% 

No – 43.9% 
	Yes – 8% 

No – 77.1% 
	(Not sure if question was asked the same way)

	
	Have acquaintance who has used a contraceptive method 
	Yes – 12.1% 

No – 49.7% 
	Yes – 29% 
	Improved 

	Peer experience of starting sex
	Age of acquaintance boys starting sex 
	Mean age – 16.2 years 

Range – 12-25 yrs 
	
	

	
	Age of acquaintance girls starting sex 
	Mean age – 16.4 yrs 

Range – 10-25 yrs 
	
	

	Own experiences of starting sex 
	Experience of starting sex for boys 
	
	Yes – 41% 

No – 53.8% 

Range – 11-19 yrs 

No response - 4.8% 
	

	
	Experience of starting sex for girls
	
	Yes – 5% 

No – 94.4% 

Range – 11-16 yrs 

No response - 0
	


Societal attitudes

	Themes 
	Societal attitude variables/indicators 
	Baseline survey
	Endline survey 
	Comments 

	Gender roles in family 
	Housework is task only for women 
	Yes – 69.7% 

No – 24.4% 
	
	

	
	Believe husband and wife should have equal rights in making important family decisions 
	Yes – 80.7% 
	Yes – 81.6% 
	Similar 

	Attitude to gender submissiveness  
	Disagree wife should accept husband having low affair with another woman 
	Boys – 73%       Girls – 92% 
	
	

	Attitude to domestic violence 
	Believe acceptable for husband to beat the wife 
	Yes – 4.8% 

No – 89.3% 
	Yes – 3.6% 

No – 96% 
	Improved 

	Attitude to parental decision making 
	Disagree that parents should choose wife for their son 
	Boys – 78%        Girls – 91% 
	Boys – 91%        Girls - 91% 
	Improved 

	
	Disagree that parents should choose husband for their daughter 
	Boys - 75%         Girls – 83% 
	Boys – 85%        Girls – 88% 
	Improved 

	Parental awareness about own child 
	Parents do not know about own adolescent’s views on sex life 
	Yes – 36% 

No – 44.9% 
	Yes – 63% 

No – 24.9% 
	Seems to have declined

	Own capacity to refuse sex 
	Believe self will be able to refuse sex, even if forced 
	Yes – 83.6% 
	Yes – 81.4% 
	Similar 

	Beliefs about influence of sex education 
	Agree that provision of information about sex life to adolescents (including STI info) may push them to have sex 
	Yes - 29.8% 

No - 47.6% 
	Yes – 34.6% 

No - 37.6% 
	Declined, worse 

	Beliefs on sex behaviour for girls – refusing sex 
	Girls should have right to say no to sex contact 
	Yes – 81.1% 
	Yes – 80.9% 
	Similar 

	
	Girls should have equal right to refuse sex as boys do 
	
	Yes – 79.1% 
	

	Beliefs on sex behaviour for girls – choosing sex 
	Girls should have equal right to choose to have sex as boys do 
	
	Yes – 74.6% 
	

	
	Believe sex is acceptable before marriage for girls  
	Yes – 5.9% 

No - 86.2% 
	Yes – 5.6% 

No – 90% 
	Similar 

	Beliefs on sex behaviour for boys 
	Believe sex is acceptable before marriage for boys 
	Yes – 69.7%

Boys – 84%   Girls – 55%

No – 20.4%   
	Yes 59.3% 

Boys – 74%        Girls – 45% 

No – 31.7% 
	Improved 

	
	Believe boys should have sex before marriage to remain healthy 
	
	Yes – 47.7%

Boys – 62%        Girls – 34%  
	


Health services 

	Themes 
	Health service variables/indicators 
	Baseline survey
	Endline survey 
	Comments 

	Entitlements to youth friendly and relevant services 
	Adolescents should have possibility to discuss questions on pregnancy or STIs with a doctor 
	Yes – 79.8% 
	
	

	
	Adolescents should have right to get confidential medical care 
	Yes – 81.1% 
	Yes – 68.2% 
	May not have been asked in exactly same way

	
	Adolescents should have right to approach medical services for STI and HIV prevention, diagnosis, treatment 
	Yes - 80.7% 
	Yes – 77.8% 
	Similar 

	
	Adolescents should have right to go to medical services for FP, contraception 
	Yes – 78.3% 
	Yes – 69.6% 
	Decline

	Personal capacity to discuss with health worker 
	Believe self able to talk with doctor or nurse if questions about pregnancy, abortion or infections 
	
	Yes – 71.6% 
	


Kidnapping and gender violence  

	Themes 
	Kidnapping  variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Attitudes toward kidnapping 
	Believe it is acceptable for boy to kidnap girl for marriage, even against her will 
	Yes – 21.4% 

 Boys – 27%       Girls – 15% 

No – 72% 
	Yes – 25.1% 

Boys 27%           Girls – 23% 

No – 74% 
	Similar 

	
	Agree parents have right not to let girl back home after kidnapping 
	Yes - 29.8% 

No – 59.9% 
	Yes – 28.8% 

No – 68.1% 
	Similar 

	
	Agree that school has a right not to let back a girl after kidnapping 
	Yes – 21.7% 

No – 67.7% 
	Yes – 19.1% 

No – 75.9% 
	Improved 

	
	Agree that kidnapping a girl against her will is a form of violence 
	Yes – 85.2% 

Boys – 80%        Girls – 91% 

No - 7.3% 
	Yes – 90.1% 

Boys - 87%         Girls – 93% 

No – 8.5% 
	Improved 

	Personal experience related to kidnapping 
	Had thoughts in past 12 months to either kidnap or assist a kidnap 
	Yes – 8.9% 

Boys – 12%          Girls – 6% 
	
	

	
	Had pressure in past 12 months to assist a kidnap 
	
	Boys – 5.8% 
	

	
	Had pressure in past 12 months to kidnap a girl 
	
	Boys - 5% 
	

	Fear of kidnapping 
	Girls reporting a fear of kidnapping in past 12 months 
	Yes – 13.8% 

No response – 9.5% 
	Yes – 18.2%

No – 81.4%  

No response - 0
	Appears to have declined, but may be due to full response

	Knowledge about kidnapping 
	Knowledge of legal consequences of kidnapping 
	
	Yes – 61.4% 

Boys – 55%        Girls – 67% 
	

	Behaviour to stop kidnapping 
	Have tried to convince someone not to kidnap in past 12 months 
	
	Yes – 13.2% 
	

	Kidnapping incidence 
	Number of kidnappings occurring in village in past year 
	
	0 – 43.5% 

1-7+ - 50.6%

Don’t know – 5.6% 

No response – 0.4% 
	

	
	Frequency of kidnappings in villages compared with 2 years before 
	
	Less common – 75.1% 

About the same – 16.1% 

More common – 2.8% 

Don’t know – 5.8% 

No response – 0.2% 
	

	Violence in schools 
	Physical violence is a problem in own school 
	Yes – 14.8% 

No – 72.5% 
	
	

	
	Sexual violence is a problem in own school 
	Yes – 3.0% 

No – 82.8% 
	
	


Self-efficacy, ability to make decision

	Themes 
	Ability to make decision variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	Self-efficacy, capacity 
	Believe self controls all decisions that may have impact on daily life 
	Yes – 57.5% 

Partly – 36.3% 
	Yes - 36.7% 

Partly – 45.1% 
	Decreased (more realistic?)

	
	Believe self will always be able to solve even difficult personal problems 
	Yes - 58.8% 

Partly – 35.2% 
	Yes – 37.7% 

Partly – 46.9% 
	Decreased (more realistic?)

	
	Believe self will make right decisions for health and love life 
	Yes – 63.5% 

Partly – 30.4% 
	Yes – 42.8% 

Partly - 41.9% 
	Decreased (more realistic?)

	
	Believe self will be able to choose spouse 
	Yes – 76.6% 

Partly – 17% 
	Yes – 73.5% 

Partly – 18.3% 
	Similar 

	
	Believe it is easy to make goals for self and reach them 
	Yes – 47.1% 

Partly – 46.5% 
	Yes – 39.1% 

Partly – 43.8% 
	Decreased 

	
	Believe self able to deal with unexpected problems 
	Yes – 44.3% 

Partly – 47.6% 
	Yes – 24.3% 

Partly – 53.8% 
	Decreased 

	
	Agree that “Given my personal abilities, I know how to deal with unexpected situations”
	Yes – 48.7% 

Partly 44.6% 
	
	

	
	Believe self able to protect health and safety when needed 
	Yes – 53.2% 

Partly – 34.1% 
	Yes – 47% 

Partly – 41% 
	Similar 

	
	Believe self able to deal with problems by mobilizing effort   
	Yes – 59.9% 
	Yes – 36% 

Partly - 49% 
	Decreased 

	
	When confronted with a problem, I can usually find several solutions 
	
	Yes - 30.3% 

Partly – 49.3% 
	

	
	Able to find a trustworthy friend to ask for good advice on personal problems that I cannot ask parents 
	Yes – 77.7% 
	Yes – 62.9% 

Partly – 24.6% 
	Decreased 

	
	Believe self able to deal with everything 
	Yes – 38.8% 

Partly – 50% 
	
	

	
	Believe self able to say no to sex if they do not want it 
	Yes – 78.5% 
	Yes – 66.3% 

Partly 22.3% 
	Decreased 

	
	Agree that  “I can remain calm in case of difficulties, because I’m sure in my abilities”
	Yes – 48.2% 

Partly – 44.7% 
	Yes – 44.2% 

Partly - 42% 
	Similar 

	
	Believe self able to change direction of life if needed 
	Yes – 50% 
	Yes – 37.1% 

Partly - 46.5% 
	Decreased 

	Rights to live, work elsewhere 
	Boys and girls should have equal rights to leave village for work or study 
	Yes – 83.8% 
	Yes – 68.6% 
	Decreased 

	Able to ask for help 
	Able to ask peer for advice in case of health problems 
	
	Yes 78% 
	

	
	Able to ask questions about pregnancy, abortion, sex or infections from a trusted adult 
	
	Yes – 50.2% 

Partly – 28% 
	

	Personal happiness 
	How happy a person are you
	
	Very happy – 21.8% 

Moderately happy – 68.2% 
	


Project awareness and participation 

	Themes 
	GAHP relationship variables/indicators
	Baseline survey
	Endline survey 
	Comments 

	General awareness 
	Awareness of CARE GAHP project 
	
	Yes – 57.5% 
	

	Known activities 
	Known project events 
	
	Training – 87.5% 

Theatre – 74.3%

IEC material – 73.1% 

YFS – 42.7% 
	

	Personal participation 
	Level of participation in GAHP 
	
	Yes – 15.1% 
	

	
	For those participating, what roles 

(n = 87)
	
	Change agent – 46% 

Initiative group – 26.4% 

Initiative board – 17.2% 

Don’t know – 4.6% 

No response – 5.8% 
	

	Personal involvement on same issues as project 
	Personal involvement in improving RH in villages (full sample)
	
	Yes - 10.9%   (109 positive answers)
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Rights based behaviour change model





Lessons learnt about using theatre for development and behaviour change 


Be dramatic: don’t be afraid; don’t step back.  The topics are important for audience and community; when doing this, feel pleased and happy.  Try different ways, different tools and don’t be afraid.  


For influence: best is big performance and then discussion.  Smaller sketches are good but not as powerful.  With big performance, can follow with key moments, discussion and acting out of alternative endings by the audience.  


Big lessons: cannot talk in long sentences; need to highlight, short key messages.  Have to be full of emotions.  Desirable for story to end in a realistic way, not fantasy.  When creating performances, consider local statistics, e.g., if doing a play on kidnapping, should know the local statistics on kidnapping for that village beforehand.  Problem to be presented should be real for that location.  


Mechanisms should be well formulated: a) before a play, there will be specialists who go to the community and prepare the audience.  B) then for the drama on ASRH topics, is good to have a doctor/trainer present and able to discuss.  


Audience analysis: audience information is important.  Use different social layers – people have different intellectual backgrounds and capacity to take in.  Amounts of information at one level may be difficult for other levels.  So, if new information to community that has already heard the information, it doesn’t make sense.  If performance has information, need to know amount of information the community already possesses; need to know their information needs.  


Audience composition: Good to mix gender, age of audience.  Youngest – now youth are very well developed; going to earlier ages, like 12-13 is good.  Also depends on dose of information.  Size of audience – up to 70-80 people.  


Theatre is the mirror: if a person looks in the mirror and sees spots/defects, e.g., bad behaviour, poor life skills), the drama can show those aspects to the audience themselves.  Wonders if exaggerating in performances, but feels it is important to show worst case and if he has, then positive result after.  


Forum theatre: important to show and discuss alternatives, not just defects.  Likes getting audience to identify positive or negative behaviours.  From experience, live performances are more engaging and audience can also stimulate the actors.  


Theatre is art: always positive.  You are sharing as art, simple language.  Audio and visual – and people can then apply the ideas in their real life.  Audience can go home and do the actions and new behaviours and feel good about themselves.  When performance is finished, the actors go home, but for the audience their discussions can be very extended afterwards.  People continue to talk for a long time after about the performance.  


Key messages: number depends on the audience.  With one topic, it is possible to have many linked messages that reinforce each other 


Performances: likes going 2-3 x to the same village, helps with reinforcement.  When visiting village for second time, can see if ideas and opinions of the audience on the topics are changed or not.  Example – did a repeat performance in a community about kidnapping; boy argued that kidnapping is violence, but teacher scoffed at him, telling him that before the same boy had said that kidnapping is a sign of love and bravery.  All along, the girls have been saying that kidnapping is violence.  There has been no more kidnapping in that village.  


Recommended timing: big performance - 45 min; key moments and discussion – 1 hr.  Moderation of discussion – very important to have a sensitive person in this role.  


M&E of theatre for development: Exit interviews to get feedback.  Post presentation discussion and activity.   									Director, actor, and actress; drama group with GYRC 





Profile of a YFS example 


Inputs from the project - The training for doctors was in November/December 2006, and the room rehabilitation was done in Feb ’07.  


Services - My work in this unit is mostly for contraception and family planning counselling.  I do some counselling alone, some with partners/couples counselling, and rarely with mothers.  My encounters with patients last for about 10-20 minutes.  We are open from morning until 3 pm, 5 days per week.  School children do find a way to come in, and some are in night school, so the day time is not a problem for them.  


Clients - Up to 18 years is considered an adolescent, beyond is adult.  The youngest I have seen for contraception is 14 years.  I do see some younger girls for menstrual problems, but not for FP.  I get about 10-15 adolescents per month with STIs; we have a laboratory in the facility for making the diagnosis.   


Behaviours of adolescents - Within the time of the project, I have seen increased contraception and decreased abortions.  It is due to more information getting to adolescents so that now they ask for services.  I haven’t been seeing any coerced sex, relationship violence, or sex abuse.  There are some dangerous practices in adolescents to prevent pregnancies – I have heard of some of them getting injections (oxytocin).  


Referrals – I make referrals for abortion, social support, and free deliveries.  


Commodities - I got supplies from USAID and give them to the clients.  Condoms – I only have male condoms, but I do advise on the use of both.  The cost of the female condom is cheap (only equivalent of about US.25) 


Future plans – I am willing to do more if the project wants.  On my own – I would like to do things to decrease STIs and abortions.  I think it is best to provide information and make the services attractive.  I would like to go to schools for health education, but mostly I like to work here doing one to one or couples counselling.  


Dr. Nona, Women’s consulting room, Maternity House.  





Roles of Change Agents (2006)


Provide advice & support to adolescents to help them make good RH decisions including how to communicate, negotiate & understand their own RH rights, information related to pregnancy, contraception, STIs/HIV & the rights to have & refuse sex when they want.


Provide information & advice about quality, cost, availability & rights to health services;


Provide support & advice to boys to help them resist pressure to forcibly kidnap or help with forced abduction/kidnapping


Provide support and advice to girls who fear kidnapping; 


[For adult professionals as Change Agents]: to provide appropriate and youth-friendly RH services.





Common adolescent peer groups in Guria


“Sadzmo” – a group of only boys of a variety of ages; talk about “guy” things – girls, drugs. When a kidnapping is planned, a boy turns to his sadzmo.


“Sadakalo” – a group of only girls.  These girls talk about personal problems.


“Sastavi” – means “union” in Russian; a mixed group of boys & girls; talk is appropriate for both; girls’ opinions are respected (but depends on group).








Qualitative participatory tools used


Daily time use analysis


Focus group discussions


“Ideal” boy and girl versus “real”


In-depth interviews


Life line


Problem tree analysis and prioritization


Rights and responsibilities of youth/adults


Role playing


Social mapping


Story telling





Functions of Change Agents (2005)


Liaison


Establish connection between community & consortium 


Active support & participate in project public relations


Support to establish community trust towards project


Planning, learning 


Representation in the consortium decision-making body


Participate in developing project detailed action plan


Participate in project learning & reflection practice


Implementation


Support & participate in project activities throughout entire life time of project; 


Support the identification of project target groups


Serve as a catalyst in dialogue, disseminate project-relevant acquired knowledge and skills in the community


Support, organize, participate in FG trainings; 


Support group and continuity 


Participate in development of the project Change Agents network organizational structure


Support & maintain communication with Change Agents’ network


Serve a long-term function after the project lifetime as a key sustainability factor








Georgian SRH Indicators (2004)


Maternal mortality: 55 maternal deaths per 100,000 live births.  Considerably higher then Europe, but lower then Central Asia.


Georgian women tend to initiate and complete child bearing at an early age.  Fertility levels between 20 and 25 account for 1/3 of total fertility rate.


Georgia has one of the highest abortion rates at 2 abortions per live birth and an average of 3.7 per a women’s lifetime.  


Modern contraception not promoted, supplies are limited & not affordable.  


[as cited in GAHP Concept Paper, 2004]





Enabling Environment�
�
Community Change


Public debate on promoting RH rights and responsibilities with participation of marginalized groups


Consensus/recognition of RH rights & responsibilities of adults & adolescents�
Individual Change


Adults and Adolescents have life skills


Health care providers willing & able to deliver youth friendly services.


Basic knowledge of RH increased�
�






STRATEGIC FRAMEWORK





Adults and adolescents will be jointly engaged in the promotion and protection of reproductive health rights and responsibilities through the challenging of social cultural and gender norms and influencing health policy.





Foundation


Intergenerational dialogue


Cross sectoral communication


Participation of marginalized


Dialogue between & within groups





Strategies to overcome resistance/opposition to YRH/ASRH programs


Identify common ground: Community members can move beyond fixed and opposing positions on an issue to consider youth and community needs and common interests.  The obvious interest they have in common is meeting the needs of youth.  Meeting those needs can also be considered an investment in a community’s future.  Projects should not, however, agree to compromises that fail to meet youth needs.  


Ensure a broad spectrum of stakeholders:  Stakeholder analysis is critical to help anticipate and prevent community resistance to a program.  But the experiences CARE in Georgia illustrate that stakeholder analysis must be revisited; analysis and outreach to stakeholders are needed at strategic points throughout a program, and particularly when sensitive issues, materials or activities are introduced.  


Involve youth in meaningful ways:  Consultation participants emphasized the need for a meaningful ways to involve youth.  Youth participation is often only a token involvement.  Even when young people are asked to be involved, they may not feel comfortable doing so.  Youth are not supposed to speak up in the presence of adults in many cultures.  They may need opportunities to express themselves when adult community members are not present.  


Build the skills needed to overcome resistance:  Program staff should expect resistance and be prepared to overcome it.  Their organizations should equip them with the skills they need to manage resistance from community members.  Leadership and conflict resolution skills are particularly important.  In the example from Georgia, staff initially panicked and withdrew when opposition to youth RH activities emerged.  Such reactions are understandable, because conflict makes most people uncomfortable.  But fear of conflict can prevent staff from taking timely action to defuse a crisis.  Program staff members need training and practice in dealing with tensions and criticism.  


Build good communication skills in implementing organizations and among community members involved:  In addition to good interpersonal communication, skills are needed to depersonalize issues, define terms clearly, and tailor language and messages to the audience.  Effective communicators are also mindful of culture, engage community members in communication activities, and use different communication methods.  





Objective 3: By 2007 there will be decrease in tolerance among adults and adolescents towards forced abduction and rape for marriage;





Objective 1 - To improve life skills and knowledge among adolescents in Ozurgeti to make informed decisions regarding the protection and promotion of their health.





Objective 2 - Establish a model of youth friendly services in which both adults and adolescents recognize the rights and responsibilities related to provision of access to youth friendly services





GAHP hypothesis - Using an inter-generational approach to influence social, cultural and gender norms and inequalities can improve protection and promotion of reproductive health rights and responsibilities of adults and adolescents.  





Lessons about community and Change Agent training for ASRH 


Curriculum planning – use a collaborative curriculum design process – do planning with stakeholders, technical people involved, social analysis/PLA, pre-test/post-tests at trainings.   


Plan for training outcome – do trainings with specific training objectives, for example:  knowledge – what is this; attitude – what does this mean to me; behaviour – how to help others.  


Content - Use puberty as a theme.  We have used puberty as a bridge on different RH issues – HIV, FP.  Puberty happens to everyone, everyone has something to say about it; and they have many questions that help to open up discussions that can go on to sensitive issues.   


Method – be creative; we have used a lot of theatre very effectively for training and practicing how to support their peers and the community; also other participatory methods and learning games.  


Trainers - Involve doctors/health workers as technical experts in communicating, e.g., on community outreaches/trainings with the CAs.  


Social marketing – consider social marketing materials with Change Agents to support/reinforce their work by using multiple communication channels/methods. 


GAHP and Partners, 11 Apr
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Gender Violence





Inequitable power relationships between and within peer groups 





Lack of promotion and protection of rights and responsibilities of adolescents by both adults and adolescents





Inequitable Social Relations





Poor implementation of  


policies and regulations





Policy and economic 


regulatory environment





Historical, cultural heritage of leadership and authority





Local societal gender and sexuality norms, values and ideologies





Key FP Statistics for Guria Adolescents


99% of adolescents reported not using contraceptives during first intercourse


80% of unmarried young women age 15–24 and 68% of married young women reported not using any form of contraceptive at last sexual intercourse





From: Serbenescu, F. et al (2005) Reproductive Health Survey Georgia 2005; CDC.  Atlanta Georgia.








� For details, see main document


� As cited in GAHP Concept Paper, 2004


� As cited in GAHP Concept Paper, 2004


� As cited in GAHP Concept Paper, 2004


� CARE Georgia GAHP team and local implementing partners “Child is a Future” (CIF) and “Guria Youth Resource Centre” (GYRC)


� A commonly understood story to explain how a person becomes a vashkadzi is the following: When a new boy arrives at a party, the other boys want to know which kind of person he is.  One boy says, “It’s hot in here, please open the window” (to the new boy).  Another boy says, “No, its cold in here, please leave the window closed.”  Now the new boy has to decide what to do.  If he throws a cup or something through the window, breaking the glass, he has shown that he chooses the third way – neither opening the window, nor leaving it closed.  From then on, he is a vashkadzi.


� Positive Adolescent Development Through Intergenerational Approaches Research carried out by ICRW in partnership with and support from UNICEF


� In the first sketch about “kidnapping,” a young girl and boy are in love.  In a classic tale of a love triangle, another boy is also in love with the girl.  He arranges with a friend to have her abducted.  She is abducted and raped, impregnated, and is forced through social pressure to marry the second boy and live in his home with her parents, who treat her badly.  She commits suicide, after which the first boy murders the second boy out of revenge and is jailed.  The narrator for the story asks the audience to consider the various decision-making points in the story from various perspectives, and asks the audience to make suggestions for alternate behavior to prevent the tragic outcomes.  As audience members shout out suggestions, they are invited up to the stage to play out their suggestions as members of the cast improve their reactions and play out a different scenario.  The role of the narrator/joker is critical, as he encourages some critical thinking of the audience through his perceptive questions about audience suggestions for alternatives.


� Extract from: Tavadze, M. (2007) Participant Input for Innovations Project Evaluation – response to questionnaire from SRH team; CARE USA.


� Where the doctor now provides FP and RH counseling services, not just abortions (see below)


� Jonathan – CD, Buba – ACD, Gia – Operations Manager and ‘patron/parent’ for GAHP


� Extract from Shears, et al (2006) The role of community involvement in improving reproductive health and preventing HIV among young people: report of a technical consultation, November 8-9. USAID, FHI, CARE, YouthNet, RTI.
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