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Executive summary 
ProSCAd Project goal

The goal of the Promoting Safer Choices for Adolescents (ProSCAd) project was to reduce inequalities in sexual and reproductive health among adolescents (10-24 years).  The project strategy was to bring various stakeholders together to jointly assess the reasons for differences between those who have reasonable SRH and those who do not, and to plan together to improve the support systems, legislation, and services for those who had been slipping through safety and support nets.

Primary interventions

· Situation and social analysis conducted as foundation for interventions

· Workshops with local partner organisations to develop dialogue content and methods on adolescent SRH issues 

· Training of community health volunteers (adolescent peers, young adult mobilisers, and some parent peers)
· Review of laws and policies that impact adolescent SRH

· Participatory assessment of SRH services for their ‘youth-friendliness’
· Community, sub-county and district dialogue meetings 

· National symposium on adolescent SRH

Project strengths

· Developed participatory methods to identify and target categories of adolescents most at risk for poor SRH 
· Defined and developed support networks for the difficult to reach adolescents

· Stimulated and supported behaviour changes among disaffected and excluded adolescents that have resulted in mutual support, positive socialization, and improved SRH indicators  

· Profiled key policies and laws affecting SRH issues for adolescents and successfully applied dialogue approaches to raise awareness and promote community action about these policies, laws and issues 
Challenges faced by the project

· Long inception period, leading to short implementation time

· Difficulty in articulating the project to others

· Institutional partners (e.g., district agencies) are just now beginning to understand the added value of working in partnership for adolescent issues 
· There were strong expectations of various forms of resource inputs by different stakeholders which sometimes delayed implementation or caused some stakeholders to opt out.  
Key outcomes

· Qualitative reports of increased use of contraceptives and abstinence among adolescents, as well as decreased adolescent pregnancy.  This could not be verified in the quantitative follow up, probably due to differences in scale between the size of the target groups and the catchment areas of their local health facilities.  
· Family planning methods are known to and being used by adolescents including abstinence, withdrawal, counting days, condoms, IUD, pills and injectables  

· Queens (former commercial sex workers) have promoted HIV testing, use of condoms, and use of reproductive health services among peers and with men and women in their communities  

· Groups of boda-boda riders (bicycle or motorcycle taxis) report improvements in self-care including use of condoms, going for treatment for STIs and decreased high risk sex (e.g., with commercial sex workers) as well as mutual support, income management, and community care

· Children of adolescent mothers are now better cared for (e.g., the young mothers are immunizing their children, providing them with better nutrition and they are more comfortable accessing health services for them)  

· Sub-county leaders, health care providers, parents and community members reported positive changes in the behaviour of the targeted adolescents, leading the community to gain respect for these formerly marginalised and ‘unreachable’ young people.  
Conclusions 

This ProSCAd project has developed and demonstrated many exciting ASRH innovations, and achieved considerable changes in highly affected adolescents and institutions, but at a small scale and in an incomplete way by the end of the admittedly short project lifespan.

Recommendations 

a) For ProSCAd districts, networks, support groups and adolescents – it is desirable and feasible that this project be extended or continued for 1-3 more years of intervention.  The emphasis of continued work would be: 

· Further consolidation and strengthening of the district networks so that they independently and with district funds have taken up the on-going challenge of focused support to address the categories of adolescents most in need

· Further support to local partner organizations to extend their voluntary support networks to additional communities and to develop effective strategies for both prevention and mobilizing the continuous numbers of adolescents newly incoming to the high-risk categories. 

· To promote further advocacy collaboration between the field and the centre, i.e., translating and transferring the lessons arising at adolescent, support group, and community level to the district and national policy level.  
A possible source of funding that could support this direction was mentioned by USAID Uganda during one of the debriefing meetings after the evaluation.  

b) For CARE, USAID and the Reproductive Health Trust Fund – It is desirable for these agencies to continue to promote innovations in reproductive health, but it will be wise to reflect in the consolidated review of the four Innovations Projects (Uganda, Georgia, Sierra Leone, and Malawi) as to the best way forward for doing so – keeping in mind relevance, effectiveness, and efficiency.  Two strong points do emerge for reinforcement, a) innovations projects need considerable room for flexibility; and b) innovations projects need longer than three years to fully realize their learning potential.  

c) For the larger reproductive health and adolescent care community – this project has demonstrated the particular value of certain innovations that can be recommended for exploration and adaptation elsewhere.  These include: 

· Participatory identification and mobilization of categories of adolescents contributing most to gaps/weaknesses in ASRH indicators; 

· Facilitating development of mutual support groups among disaffected and marginalized young people, with attention to behaviour change, life skills, and social responsibility; 
· Promoting community and leader challenge dialogues, based on local analysis of issues, and combined with information about existing laws and policies affecting adolescents

· Facilitating, nurturing and challenging institutional support networks for adolescents at district, sub-county and community level that engage public and private partners with shared responsibilities.   

Introduction 
Background to the evaluation 
Since April of 2004 USAID and CARE have funded 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.

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 four 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 is contributing to learning within CARE and among partners.  
In Uganda, the Innovations Project is known as Promoting Safer Choices for Adolescents (ProSCAd).  This has been a pilot project running for three years, conceptualised after a National Reproductive Health Symposium in 2003, and concluding in March 2007.  

Purpose of final review (all 4 projects)
1. Assess the accomplishments, achievements and impact of the Innovations projects, taking into account both social and health status changes.

2. 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

3. 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 Uganda evaluation 

Evaluation Team - At the country level, the core evaluation team for the qualitative evaluation in Uganda consisted of an external facilitator (TB), a representative from Headquarters SRH team (JS), the technical advisor to the Uganda project (TK), a representative from the project implementation team (WT), and a representative from a local NGO partner (GT).  Additional persons served as resource persons to the team and are listed in the annex section to the report.  

Qualitative field work 

The qualitative portion of the evaluation consulted broadly in Kampala and in all three of the project implementation districts – Kasese, Kabarole and Kabale.  Data gathering was done via semi-structured key informant interviews, focus groups, 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 districts to facilitate triangulation of findings.  In addition, to ensure a broad perspective among the team, all of the team members rotated and made an effort to interact in interviews and group sessions with all of the main categories of respondents, i.e., target adolescents (both male and female), local leaders, project and partner staff.  

The topic guides for interviews and focus groups were developed in a participatory fashion with input from CARE, partner and district 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.  In summary, the key topic themes of the qualitative field work were: 

· ProSCAd – its nature, and how has it changed over time

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

· Selection - locations, categories of affected adolescents, agencies 

· Groups and group formation process 

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

· Outcomes - For adolescents, organisations/agencies, policies/laws/practices 

· Successes – what kinds, shown how; why happened 

· Expectations – met and unmet; 

· Unmet needs – who, what issues, options  

· Exit/transition – planning, budgets, resources 

· Most significant change – what, implications

The self-completed written staff survey, which focussed mostly on ‘most significant change’ issues, was comprised of open-ended questions, and 21 completed forms were returned (of 25 distributed).  The responses were analysed qualitatively, clustering similar thematic content, and preserving useful quotations. 

A group synthesis exercise was conducted after the fieldwork with the team, plus some representatives from the field and the CARE office.  This synthesis provided content that was used in several project debriefings – at CARE Uganda, the Social Services Committee of the Uganda Parliament, USAID Uganda and USAID in the States.  It also led to developing a follow-on exercise to extract quantitative data for trend analysis and exploration as to the measurable extent of the self-reported SRH changes among adolescents.  

Quantitative follow up study 

The Uganda programme had no baseline, but did have a quantitative “mid-point” assessment done in 2006.  This assessment was too close to the end of the project to justify a full repeat survey.  However, during the fieldwork, most respondents at all levels and categories reported that there had been observable changes in the target adolescent populations, including changes in adolescent pregnancies (decreased), utilisation of family planning methods (increased), and STIs (decreased).  Information in the mid-point assessment also suggested this direction of change, but it was only available for one year and for only one health unit.  

As such, arrangements were made for a follow up data collection on four indicators from the seven principal health units serving the targeted adolescents, plus one near-by non-project area health unit in each of the three project districts (a total of 10 units).  Data was gathered for the past 4 years to see trends from the immediate pre-project period up to the present.  Preliminary analyses of the data were presented to the health workers in the field to elicit explanations for any observable trends, including general directions as well as significant peaks and valleys in the trend lines.  The follow on indicators are: 

· Number of adolescents and adults attending for antenatal care/receiving ANC services by age, per month and adolescents as percentage of total antenatal visits 2003-2007

· Number of adolescent pregnancies and/or deliveries as percentage of total number of deliveries and/or pregnancies by age, by month for 2003-2007

· Number of adolescents receiving FP/contraception services by age, types of FP methods/commodities received,  by sex, per month and as percentage of total FP services offered 2003-2007  (note – condom records for boys/men may be in a separate register)

· Number of Adolescents treated for STIs by age, sex, per month and as percentage of total STIs, 2003-2007

Limitations to methodology

· The time for the qualitative team fieldwork was quite short (1 week for covering headquarters and 3 districts) – due to budgetary considerations and available time of the international team members.  

· Some of the staff survey questionnaires were distributed late to the participating staff members (in Kabale), and the responses are not yet available.  

· Recognition of the value of the quantitative secondary data came during the fieldwork, so this information was ready yet for assembly into the full report, or for validation during the fieldwork period.  During the quantitative data collection, it was also very apparent that the quality of record keeping by health units was extremely variable, and sometimes wholly inadequate, even for MoH standards.  There were frequent gaps in the data when whole registers were missing, and also other, external variables confounded the interpretation of trends, e.g., when there was no lab technician or no reagents, and therefore no diagnosis of STIs.   

Project description – overview of interventions & activities 
The Uganda Innovations Project has been known as Promoting Safer Choices for Adolescents (ProSCAd).  This has been a pilot project running for three years, conceptualised after a National Reproductive Health Symposium in 2003, and concluding in March 2007.  In this symposium, it was observed that the excluded, marginalised and self-excluded have the worst SRH patterns.  Moreover, young people (10-24 years) who comprise 33 per cent of the population, have been marginalized in SRH programmes.  Over the past fifteen years, many SRH programmes have been initiated but the commonly used indicators (such as unwanted pregnancy, poor child spacing, neo-natal mortality, maternal mortality, abortion, STIs, sexual exploitation, rape) have shown little change – leaving many people, especially adolescents, facing SRH problems.  The project focused on the major challenges to achieving RH ‘successes in Uganda; socio-cultural norms and practices that affect ASRH rights and thus, undermine positive and forward thinking policy initiatives.  
The thinking and discussions in the National Symposium led to a hypothesis in the concept paper for funding through the CARE/RHTF Innovations Project that: 

· A focus on the excluded can address rights and SRH, 

· A focus on the excluded adolescents is possible, and 

· It can be an effective approach to increase inclusion and access to services.  
The central goal of the Uganda ProSCAd project, therefore, has been “to reduce inequalities in sexual and reproductive health among adolescents (10-24 years)”.  The objectives were: 

1) To improve implementation of ASRH laws and policies 

2) To increase relevance of and access to a range of supportive services (including health services) for adolescents who face problems in relation to sexual and reproductive health; 

3) To strengthen community dialogue on sexual exploitation and the use of sex as a strategy for improving social or economic status; and 

4) To document and disseminate lessons learned from the project in Kabale, Kasese and Kabarole districts by the end of the project.  
ProSCAd has been working and challenging services, policy-makers, and a variety of stakeholders to: 

· Establish reasons for the differences between the very large number of young people who are in reasonable sexual and reproductive health and the others who have many ASRH problems (e.g., early pregnancy, abortions, STIs, HIV, etc.)

· Plan together to improve the support systems, legislation and services for those who currently slip through the net of the various means of support provided by the stakeholders.  
This is to ensure that all young people can be and are included in the complex network of supportive services and practices so that they remain in good health.  
ProSCAd has been implemented as a partnership, comprised of eight organisations: 

· National level – CARE International, Family Life Network (FLN), Uganda National Health Consumers’ Organisation

· District level – Association for Human Rights Organisations (AHURIO), Tooro Kingdom, South Rwenzori Diocese Young and Powerful Initiative (YAPI), National Youth Organisation for Development (NAYODE), Rubanda Primary Health Care Project

· Ministry of Health – District Directorates of Health in the three project districts of Kasese, Kabarole and Kabale 

[image: image3.emf]St Paul FP for Adolescents

0

50

100

150

200

250

2003 2004 2005 2006 2007

Time in years

No of Fp clients

Adols

Total

The target population of the ProSCAd project has been the vulnerable and unreached adolescents (excluded, self-excluded, abused, exploited and neglected), including pregnant adolescents, adolescent mothers, boda-boda riders, adolescent commercial sex workers, and in-school adolescents in health life clubs.  
Key activities of ProSCAd, the Uganda Innovations Project 

The mid-term review (Igras et al, 2006) describes how ProSCAd was designed to be an innovative adolescent sexual and reproductive health (ASRH) project that would consciously link policy implementation with social and structural realities in the community.  The ProSCAd planners sought to bring a social orientation to SRH issues confronting young people, attempting to address some of the hard questions rarely asked openly by adolescents, parents, and local leaders:  Why are some adolescents taking risks and not others?  Why are some adolescents not being supported by their families and the larger community and others are?  The project has been using participatory dialogue sessions to challenge stereotypes and social norms, and working in partnership with other organizations to develop mutual support and networking approaches to address the gaps.  The following expression first appeared in a project review in May, 2006, and later became a motto or slogan that project partners used to remind each other about their shared roles, 
“Existing support mechanisms work to keep most young people in good health…but many are not supported by this net and fall through.  We reach them by working together to close the gaps.”  (Klouda, Kasese & Kabarole, 2006)
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Entry point - ProSCAd’s entry point with communities is a process of community discussions with adults and adolescents about adolescent vulnerability – what conditions are adolescents vulnerable to, why are some adolescents more vulnerable than others, and who is most affected in this location.  The discussion participants identify the most vulnerable adolescents (the ‘un-reached’) in their community using participatory assessment tools like social mapping.  
Social analyses were carried out at district and community level - focusing on identifying the truly vulnerable (those being sexually exploited like unwed adolescent mothers, adolescent sex workers, or those who contribute to the exploitation, such as boda boda men).  External facilitators guided the district level social analyses in all three districts (June 04, March 05), while partner organizations facilitated the community social analyses in target communities (April-May 05).

Mutual support groups and social outreach - Once the vulnerable individuals and/or types of vulnerable adolescents are identified in a given community, efforts are then made through ProSCAd’s local partner NGOs to reach out to the identified adolescents and engage with them.  
As vulnerable groups were mapped out, a support structure (using existing community volunteers) was established in relation to access of services through the partners.  Although the various kinds of volunteers are doing similar work, the partners preferred to keep their own familiar names for the volunteers.  
-          YAPI (Kasese) uses existing Quality of Care Monitors (QoCMs) to reach adolescents, mobilize and assist the mutual support groups, and to facilitate service outreaches to the adolescents, e.g., VCT service outreach efforts.  
-          NAYODE (Kasese) uses existing Community Owned Resource Persons (CORPs) volunteers to reach vulnerable adolescents and provide social support and referral to health services.  
-          Rubanda PHC and Rugarama Health Centres use existing peer educators for similar outreach and support activities.  
-          Tooro Kingdom also uses existing volunteer peer educators to engage communities on discussions of vulnerable adolescents and referrals to health facilities.  
The community volunteers and their NGO partners work with unmarried adolescent mothers and former child sex workers that have been estranged from their families to try to reunite them.  They have also facilitated improvements in interactions between communities and other marginalised groups like boda boda riders.  
Community dialogue meetings and social action - community dialogues continue with key stakeholders/ leaders and the general community, with discussions focusing on how to ensure the truly vulnerable and other young are better protected and supported.  The ultimate reason for identifying the reality of specific vulnerable young people is to enable community dialogues to continue on the reasons why some young people have been excluded from care and support within their families and/or the larger community.  By a process of challenges and dialogue with communities and their leaders on the unreached and invisible adolescents, ProSCAd helps create a potential space for social change and increasing community responsibility to support these young people.  Such discussions and actions can help improve the enabling environment within which adolescents live, allowing them more or better possibilities of making safer choices.  
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ProSCAd also hopes to demonstrate that community dialogue about vulnerable adolescents can lead to community-driven actions to address the issues in more locally relevant ways.  For example, efforts by local government council people and church leaders to talk about and support vulnerable adolescents will ultimately lead to greater numbers of vulnerable adolescents being included in social safety nets and having improved access to essential SRH services.  
In some, though not all locations, the meetings have enabled a feedback loop to begin between adolescents and health unit providers and managers about the quality of services.  Support structures like the community volunteers also help to provide feedback from adolescents to the health units and to facilitate the dialogues.  Some of the issues that came up in these feedback discussions and were subsequently addressed by the units included referral of clients, cleanliness and time for consultations at the units.  Evident now is knowledge of existing services at the health units and in the community; trust in the health services provided and request for specific services by adolescents themselves like VCT, STI check-up and change in the health seeking behaviour of the vulnerable adolescents.
(See diagram on the following page.)

District dialogue meetings and networking – Through sharing real examples of real adolescent and community experiences tackling ASRH issues, ProSCAd also attempts to create new linkages between actors operating at different levels, moving from discussions within communities to discussions between administrative bodies at district level who oversee health and child welfare/protection services.  ProSCAd hopes to demonstrate that community experiences can be used to influence ASRH-related policy implementation at district and, hopefully, national levels.  
Partners and partnering 
National level - The main sustained partners over the life of the project have been Family Life Network (FLN), a values-based NGO centred on family well-being and the reinforcement of the family as a core institution of values and morals in Ugandan society, and CARE-Uganda.  CARE Uganda plays an organizing, coordinating, and technical assistance role.  Family Life Network plays a technical assistance role and has been training ProSCAd district partners in parenting approaches, counselling, parent-child dialogue, and supporting life skills education efforts geared towards adolescents.  There has also been involvement, though more intermittent and limited, with Uganda National Health Consumers Organisation (UNHCO) around policy advocacy and networking.  
At district level, in the ProSCAd programme districts, many actors are engaged, of which the main ones have been: 

· District administration, including representatives from health and social welfare;  

· NGOs, including Advocacy and human rights-oriented NGOs (especially the Association of Human Rights Organizations in Kabarole District or AHURIO); Youth-serving community NGOs (National Youth Organization for Development or NAYODE, Young and Powerful Initiative or YAPI); and the Social Services Department of one of the kingdoms of Uganda, Tooro Kingdom 

· Health facilities and outreach staff (Health Units that are fully public or mixed facilities)

· Political bodies – local government at decentralised levels 

Communities, in turn, are reached through many of the ‘implementing’ district organizations and entities, whose staff and volunteers interact with vulnerable adolescents, influential adults, peers, and formal and informal institutions (e.g., schools, health units, local leaders, religious groups, etc.) that can and do support adolescents, representing the enabling environment that can support young people in making safer SRH related choices.  
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Capacity building of partner organizations
ProSCAd’s partnership arrangements were based on a principle that the partners themselves must be transformed (through challenging), to move away from traditional and preconceived views of and attitudes towards adolescents and adolescent-adult relationships, and move towards more comprehensive understanding of the social context in which young people exist within families, among peers, and in the larger community.  The working premise was that only with a transformed view could the partners accomplish significant, ‘challenging’ work with and on behalf of adolescents at community level.  To this end, ProSCAd provided technical assistance to increase the capacity of existing staff and volunteers to engage in sensitive SRH discussions with/about young people and their vulnerabilities vis-à-vis the larger society.  
ProSCAd provided technical assistance and assisted with capacity building of district and community partners in the following areas: participatory approaches to communication, analysis, and planning with communities, vulnerability mapping, engaging communities in discussions on sensitive ASRH issues, and project monitoring and evaluation.  Trainers and facilitators in partner organizations working at community level have developed skills in parent-child communication, family counselling, and family life education (the latter targeting adolescents).
Observations by the halfway point of the project indicated that a culture of challenging and questioning was evolving among the partner organizations including community workers and community leaders as a way of addressing the underlying causes of SRH issues.  This pattern showed up in work plans, reflective meetings and dialogue with community members, parents and adolescents.  (ProSCAd semi-annual report, Apr-Sep 2005)

Advocacy – National Adolescent Sexual and Reproductive Health Symposium event 
A National Adolescent Sexual Reproductive Health Symposium was held for two days in Kampala in September 2006.  It was organised by ProSCAd partners in collaboration with the Ministry of Health, Uganda, and coincided with the second Uganda Social Forum.  The objectives of the 2006 ASRH Symposium were: a) to share ProSCAd experiences and follow up on the 2003 RH symposium (which had led to the ProSCAd concept paper); b) learn from other ASRH stakeholders about their experiences with the implementation of laws and policies, health service access and relevance for ASRH, and community dialogue processes; and c) seek a way forward on ‘doing’ or approaching ASRH differently or more effectively.  
A total of 209 participants attended the symposium, mainly from organizations working with adolescents or having ASRH programs.  The participation was included many adolescents, and also district leaders from the 3 ProSCAd districts.  Government was represented by a multi-sectoral group including Ministry of Health, Ministry of Education and Sports, Ministry of Gender Labour and Social Development as well as Members of Parliament from the Social Services Committee and the districts, making for a truly representative and highly participatory event.  The symposium offered a lot space to the young people who shared their experiences through skits, drama case studies, story telling and testimonies as well as panel discussions.  
Observations of the symposium showed that despite the numbers of stakeholders interested in ASRH, information sharing and accessibility to services is still limited and this presents a challenge.  There are also still gaps programmatically in addressing the SRH problems faced by the adolescents.

Project process issues 
Design - Evolution, development of concepts, target groups 
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Strengths 

CARE was courageous in the beginning to take up the idea of working with young people – where they knew there were difficulties with early sex, abortion, drinking, drug abuse, etc.  Initially, they wanted to work with all young people about taking care of their bodies, and their rights, including rights to information, and to decide for themselves.  

Over time, ProSCAd realised that trying to work with all young people was too big, the needs are too many, and government is only paying lip service to needs of young people, despite the fact that adolescent pregnancy is a big contributing factor to maternal and infant mortality.  

ProSCAd helped us to focus more, rather than treating all adolescents the same; helped us look at adolescents that are not reached by others.  ProSCAd showed us that we can prioritise resources if necessary, so that they do more good.  This was a struggle at first with CARE, because we wanted to go for all adolescents.  FLN, national NGO

This eventually led to the stronger use of segmented targeting to focus on excluded and marginalised adolescents, i.e., a concern about who are the affected adolescents, why, where are they, and why are they vulnerable.  

In our preliminary work, we found adolescent girls doing commercial sex work and being sexually exploited; they were receiving about 1000/= for sex (less than a US dollar), were under age 18 (ages 12-17), and some had been pressured into early marriages by their parents.  NAYODE NGO, Kasese

In our background work, we found many cases of defilement and early marriage in Kichwamba.  After defilement, the only alternatives are marriage or bribery to settle out of court.  There is a lack of support for the girl.  The father of the girl would settle for a small amount of alcohol or as little as 5,000/= for compensation (about US$3).  People were also unwilling to report to police due to the death sentence for the boy if convicted.  AHURIO NGO, Kabarole  

Girls who get pregnant are getting harassed by their parents and their own brothers.  They can chase her out of the home and she ends up on the streets.  This is especially true for orphans and children from single parent homes.  There are many single adolescent mothers, many of whom are doing sex for survival at the border and in towns.  SPO, Kabale 
Identification of the most vulnerable adolescents in the communities was carried out according to the results of dialogue and challenge meetings with community members.  These were not the same in all districts, nor were they pre-set from project headquarters.  While this may have contributed to the slow starting pace of the project, it was eventually a feature that was highly praised by the district and partner staff.  
The freedom to work with groups of choice as identified by community was an enabling factor for learning and innovation – Taasi G., FLN 

The emerging concerns about the excluded and affected adolescents became guiding questions in planning meeting dialogues that challenged prior assumptions and practices of stakeholders at district and local levels.  
ProSCAd involved district leaders in the planning meetings for the project; not just joining in the middle of a project that is already fixed.  They got committed, understood the problems, and addressed the whole issue.  This was the “challenge” part of the dialogue process – “what can we do together?”  Andrew, Kabarole focal person

Once the target groups were identified, the stakeholders, who came from a wide range of departments, services and agencies working with adolescents, were gradually drawn into a linked web of support (which is of variable strength, but more about this later in the report).  

An important realisation for stakeholders that emerged in their dialogue workshops was that the involvement of legal structures and the police is the end point of what has often been a very long period of abuse, exploitation or neglect for the most vulnerable adolescents.  Although others in the community might be aware of the signs of abuse or neglect (e.g., among out of school adolescents, adolescents living with disabilities, pregnant, adolescents, undernourished or constantly ill) most people are very reluctant to interfere with the practises of particular households until a particularly severe situation arises, such as death, murder or rape.  The challenge for the stakeholders therefore becomes one of finding ways of working with each other to find acceptable ways of monitoring the situation of young people in households.

Challenges 

There was a tendency on the part of the project designers to assume that assembling known partners and funds would be enough.  This assumption did not factor in the difficulties in overcoming expectations that this pilot project would look and function much like other previous ASRH projects using mass approaches, substantial inputs for service providers without ensuring sustainability of approaches, and avoiding the difficult to reach categories of adolescents.  

ProSCAd was confusing at first – we did not know if the project was under population, health or community development.  SPO, Kabale 

It took long for the ProSCAd concept of mutual support, mutual accountability and behaviour changes among both adolescents and providers to be understood, which delayed implementation.  Expectations of money, handouts, salaries, etc. were widespread; and they affected self-selection and commitment to the project.  

There was also difficulty in articulating the project to others, including locally, nationally, and even internationally for USAID and CARE HQ.  
In the second year of the project, after a first year of meetings, people were still unclear, and we continued reflective meetings trying to see how to share.  People were still suspicious, e.g., that others were getting more of the budget, or more of the credit.  Everyone was holding on to what they had.  When the FLN team came in, the district partners feared that they were coming to sack them and take their budget away.  – Taasi, FLN 

It required an evolutionary approach to move from selfish needs and expectations of organisations to a shared vision of a joint network mechanism to support the excluded.  After seeing a visual image showing a “ProSCAd network” in early 2006, stakeholders were more able to share and recognise both the concept and their roles in a support network.  

Despite the positive developments, there are still difficulties with variations in understanding and expectations of the support network.  At the district and local level, there is always a lot of turnover in the elected council members, requiring repeated and sustained advocacy efforts to engage their participation and support.  

In addition to the time it took to develop community and district understanding about concepts of the project, and the identification and selection of the desired target populations delayed implementation.  Many people expected or wanted the project to work with adolescents who are more easily reached, e.g., those in school, rather than the ‘unreachable’ ones.  This feeling was sometimes based on ease of work, but sometimes reflected deeper levels of discrimination even among those responsible for providing services.  

The project needed to evolve an approach to take data from the documents review about ‘rights and policies’ and move to deeper issues relating to the reality of practise.  This evolutionary approach, which involved challenging local leaders and institutions about practises, sometimes overly focussed on the ‘problem adolescents’ and their difficulties, to the extent that it sometimes overlooked making an assessment of existing supports that could be used and/or strengthened.  
Design - Selection of locations, resource people

Strengths 

The districts that were selected were reportedly ones where there were high rates of adolescent SRH problems.  In Kabale, CARE had already been operational with two previous projects addressing reproductive health (CREHP) and adolescent sexual health (SHADO), which meant that there were pre-existing links to leaders and service providers.  

[image: image8.emf]Kijura HC III FP

0

100

200

300

400

500

600

2003 2004 2005 2006 2007

Time in years

No of FP clients

Adols

Total

Various forms of ‘peer educators’ were pre-existing in the communities and able to be mobilised to support the ProSCAd project, e.g., in Kasese the “Quality of Care Monitors” were former AYA peer educators that had been selected from the community.  The ‘Community Owned Resource Persons’ (CORPS) in Kabarole were mostly primary school teachers, but did include some persons with relevant life experiences (e.g., a former adolescent mother, and the father of an earlier adolescent pregnancy).  Their roles initially included referring adolescents who sought services to the health units and giving feedback to the health unit on the quality of services being offered; later they developed into small group organisers and group advisors.  

The peer educators were an essential element in the support partnership.  The adolescent mothers in Karambi, boda-boda riders in Kasese town council, queens (former commercial sex workers) in Bugoye, and adolescent mothers in Bukuku all said that it was the peer educators who linked them with most of the support networks, e.g., parents accepting them back home after subsequent dialogue encounters, health workers becoming more responsive; and LCs being involved at community level.  

Challenges 

Using the same general theme in the same geographic locations as earlier projects (e.g., ProSCAd in the SHADO and CREHP areas of Kabale) contributed to conceptual confusion and unmet expectations in both the design and implementation phases of the project.  The peer educators sometimes tended to carry on with the same approaches used in earlier projects, and took time to reshape their efforts to address the ProSCAd strategy. 

Implementation - Enabling change 

Strengths 

Adolescent change - The ProSCAd project has recognised and promoted the value of support groups among adolescents.  Partners and district leaders acknowledge the value of shifting from an emphasis on mass training/sensitisation to more use of groups/clubs.  Fostering and nurturing mutual support groups among the excluded adolescents has enabled the adolescents to support each other in their everyday lives, not just at meetings.  This has helped them to break down their social isolation and withdrawal that was excluding them from seeking and receiving support.  

Groups have had an opportunity to interact with others who are similar to them and they feel that this has been an opportunity to share experiences.  Regional coordinator, ProSCAd  

Service providers and community leaders were impressed with how the ProSCAd project strategies were able to promote change in adolescents.  

Adolescents are so slippery in sense that they don’t sit and internalise about themselves.  If they want to do something, they are eager to do it.  ProSCAd is helping adolescents to see what is real, to think about outcomes and to plan their own lives.  DNO, Kabale  

Community change - The selection of queens (when they were still commercial sex workers) was not easy due to various kinds of resistance, from service providers to communities and even among the adolescents themselves.  However, when the community realised the work that was being done with the excluded and marginal adolescents, they began to be supportive, which diminished stigma and discrimination and thereby nurtured greater success of the group activities.  
The queens were seen as ‘spoilt’ and ‘wasted’, but now the community believes that behavioural change is possible because they’ve seen the positive changes in the groups of queens and it is appreciated - Regional Coordinator, ProSCAd 

Partners and local leaders reported that local dialogue meetings were able to challenge the parents, adolescents, men and community (e.g., as noted by NAYODE, Kasese; and AHURIO, Kabarole).  
There is a deliberate effort by stakeholders to dialogue and challenge communities on the SRH issues and the other socio-cultural challenges, like promotion of early marriages, ignoring defilement and fear of implementing the law.  - ProSCAd regional coordinator

The meetings brought stakeholders together and challenged them collectively to give adolescent services.  Stakeholders in these meetings included political leaders, religious leaders, service providers, civil society partners and adolescents, who were often in the majority at the meetings (YAPI).  
The challenge meetings started at district level, then sub-county, but it was cheaper to go to community level – and we found it was also very effective.  No transport costs and anyone can come and participate.  Robert, Tooro Kingdom 

Institutional/organisational changes - There have been a number of cross-visits with other projects to ProSCAd.  Partners in all three districts reported that cross-district and cross-project sharing were useful.  

It was a big challenge to leaders when they went to the field in Bukuku and heard adolescent mothers getting up and giving their testimonies – Andrew, Kabarole focal person  

There are many examples of how cross-visits have inspired organisational changes, e.g., Tooro kingdom (Kabarole) learned about group formation from visiting YAPI (Kasese).  Rugarama health centre (Kabale) was able to start working with boda-boda and adolescent mothers after a cross-visit to Kasese.  

The cross-visit was a great lesson and our focus changed in that we were challenged to think about the excluded categories of adolescents.  Mercy, Rugarama, Kabale  

This project introduced the idea of challenges (e.g., what can we do about…) in dialogue workshops as a reflective strategy that could help in prioritising and thinking about what can be done about the problems. 

Challenging of partners led to their personal challenges to themselves, and a willingness to explore.  Challenging is only a part of the wider process of exploration.  New exploration by partners of groups was a way in which trust was engendered and in which the growth of the group was fostered (this being a difference from many other projects).  TK, Technical Advisor

Challenges 

Many still see the process of dialogue and challenging as a means to establish particular outcomes (e.g., PAG and abstinence, or ‘pulling people out of bad behaviour’, as leaders say), rather than including them in supportive mechanisms so they can evolve for themselves.  

Critical analysis and social exploration are still weak.  For example, many people in the project are still unclear what factors enabled people to change.  Some parents have taken their children back; some boda-boda riders have become ‘good people’; some queens now see themselves as having value in society.  When people were asked, they said they had been ‘sensitised’.  
The ability to explore social dynamics and the social environment is still in its very early stages – as witnessed in the documentation efforts and reports available.  Documentation still focuses on positive changes and there is almost no self-criticism or exploration of issues that have yet to be addressed or in which there has been a lack of change.  TK, Technical Advisor 

Implementation - Project management 

Strengths 

Due to the relatively small scale of the project, it has been possible to build on lessons arising from the initiative of some key individuals.  For example, Gabriel, the ProSCAd focal person in Kasese, grasped the network concept at an early stage and has been a very dynamic and innovative leader in applying the project concepts beyond the limits or targets of the project.  

Technical inputs to the partners were strongly appreciated.  Partners and stakeholders got trainings on documentation, communication skills, sex and sexuality, M&E and log frames.  Community trainings included parenting skills and some on microfinance and group formation.  Representatives in all districts said that capacity building had helped the partners, especially the sessions on planning and M&E. 
We learnt a good log frame approach from an M&E training given by Shem (CARE).  We have used the approach (shown below) in other projects, and it has helped us to generate indicators.  (extract from a log frame on their wall): 

	Resources 
	Activities 
	Outputs 
	Outcomes 
	Impact 

	
	
	
	
	


The set of qualitative indicators developed in a participatory way by CARE and partners in June 06 for changes within groups have so far been robust, and used by many of the groups (e.g., AHURIO, Tooro Kingdom, YAPI, NAYODE).  

Challenges 

Human resources – There has been considerable turnover of key staff in the CARE Country Office during the tenure of this project (including the CD, ACD, Health Sector Coordinator, etc.), which has constrained institutional memory, technical supervision and managerial decision-making.   
Staffing has been too small for implementing a project at both region and national level – problems with leave, other delays, insufficient technical support, and so forth.  CD, CARE Uganda 

Because the project was implemented with a very small team, where the focal person changed during the life of the project (e.g., in Kabarole) or the focal person was not well supported to take initiative, the project has also not been as dynamic.  

Monitoring, evaluation, and documentation have been weak – and would have benefited from more attention during the life of the project.  In Kabale, for example, all of the partners noted that the documentation and minutes of meetings had been very weak – and that no one had actually taken responsibility for it.  Where baselines were done, e.g., in Kasese, they were only informal and qualitative.  

There are as yet no systematic methods (and therefore indicators) adopted by leaders to recognise on a continual basis the households and individuals suffering from exclusion, abuse or neglect.  None of the partners are working concretely towards this end, even though this idea is central to the project.  
Implementation - Partnership 

Partnership building: the ProSCAd initiative has brought together stakeholders at national, district and local levels to undertake joint reviews on ASRH.  Partnership development has been continuous and involved a lot of nurturing and mentoring (patience and time).  A joint assessment of 19 partners was conducted to establish strengths weaknesses and capacity gaps.  This necessitated capacity building through participatory review and completion of work-plans in relation to underlying causes.  Subsequently, partners have been able to critically analyze and formulate activities that are relevant to the adolescent needs.

Fostering teamwork among partners: Partners have become more willing to share information through dialogue and seek technical assistance than at the beginning where stakeholders in ASRH services were competing and thus duplicating services.  A guide was developed for the ProSCAd partnership which clearly stipulates what the partnership involves, partner levels, roles and impact expected.  This guide was reviewed and adopted by all partners.  This step improved the communication, shared responsibility and proactive participation among partners.  In addition, District Focal persons were elected and played key role in integrating ProSCAd activities into district workplans and budgets in the three districts.

Strengths 

Prior to ProSCAd, a national workshop/symposium in ’03 set the stage for a concept paper that people could buy into, and by starting from a collective base, it helped to legitimise a partnership strategy.  Attention in the early district planning meetings to mutual respect, communication skills and support fostered partnership growth and nurtured relationships within the district partnerships.  
Real issue is not money but how to do the project with shared, network resources, i.e., using round table approach – Gabriel, Focal Person, Kasese 
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Active engagement with district authorities was a new activity for some of the local NGOs.  Subsequently, these local NGOs have gone on to achieve improved credibility with their districts due to research, papers, dialogue meetings, and grounded field experience gained in this project (e.g., AHURIO in Kabarole; NAYODE in Kasese).  

Networks and partnerships have been strengthened to some extent.  Participation of other organisations in the district dialogue meetings was listed by many of those interviewed.  The respondents felt that there was not only an understanding of partnership networks, but also coherence in the support mechanisms.  
District stakeholder meetings include SC chiefs, councillors, departments, district executive LC5, FP officer, district probation officer, district health visitor, district inspector of schools (DIS).  The Chair of the meeting is the district speaker – he comes and does not miss the meetings.  Also includes some NGOs – Catholic Church, YAPI, NAYODE, Kadnet (Kasese development network) – ACAO, Kasese

Challenges 

Partners are now beginning to understand the added value of working in partnership, but this understanding is variable.  A central issue is whether partnership is seen as only a mechanism for personal benefit (individual, group, organisation) or also as a method of helping others and promoting their inclusion.  

We all still suffer from the ‘something for something’ syndrome that makes us fail to work or plan together for real problems – Kabarole community/police liaison officer.  

From the beginning, district and local partners seem to have got the focus of the project faster than the national level.  In most situations, the national partners did not have a base in the participating districts, and did not know how to relate to the districts.

It took time (6-12 months) to learn to work together – national, local NGOs.  Took time to internalise the ‘partner’ idea (and not being a “servant partner”).  There was a lot of suspicion out in districts toward the national NGOs – Project officer, FLN 

Some of the project locations are remote enough that interactions with district headquarters have been difficult.  
Rubanda is remote and not included in communications about meetings; there is also a lack of funds at the district for outreach support.  Rubanda, Kabale  

Some early partners dropped out when their expectations of resource supports were not met, or their own capacities were not up to the requirements of the project.  One partner was supported technically, but not financially due to accountability issues from a previous project.  
We had not spent our funds from an earlier project (SHADO), and were urged to use that money before applying for ProSCAd funds.  We did so, but then we were never included for funding later in the project, though we were included for meetings and training activities.  – Mercy, Rugarama, Kabale  

There was a certain degree of informality in the partnering, e.g., there were MoUs at the central/national level, but not with the field partners.  “Boundary partners”, i.e., agencies that the project would seek to involve and influence, were not well defined at national level, which contributed to the advocacy gap for the project. 
USAID was not well involved as a partner, and maybe should have been – CD, CARE Uganda 

As noted earlier, there has sometimes not been sufficient attention to alternative forms of support that were/are co-existing to the project.  
In Kabale, ProSCAd and AMREF have overlapping steering committees working on similar ASRH issues without using single ‘network’ concept.  These groups involve the same people, but they don’t meet at the same time.  Maureen, SPO, Kabale 

Implementation – Review of laws and policies 

A review of current ASRH related policies and laws was undertaken, principally by the partner NGO, AHURIO, and completed in 2005.  The findings were disseminated to district stakeholders in the same year, and used by them in formulating action and advocacy plans.  Highlights of the review included the following:

There are two main types of problems with current policies and laws - 

· There is a disjunction between cultural practises, acceptability and the law in relation to sexual exploitation-defilement and rape.  Due to poverty, as well as cultural issues, many cases of defilement are settled out of the legal framework-court.  This is attributed to the need and/or interest by families to get money-as compensation rather than considering the particular problems of the victim of defilement-the child or young person.  Some families do not report such cases due to the desire to protect the family name and future of the defiled girl –‘marriage’.  The police often find that their work is undermined by the readiness of families to settle case out of court for money or even for alcohol.  

· Inadequate financing to ensure applicability of the laws and policies.  There are many good ASRH policies/laws that are not being supported by implementation.  Contributing factors include limited co-ordination among key stakeholders to finalize and implement policies in a systematic and co-ordinated manner to achieve the objectives and targets of the policies.   

AHURIO’s review of existing laws and policies related to ASRH was compiled into one document.  After circulating the compendium of laws and policies, the document was then used to challenge leaders to identify issues and discuss.  It has been helping community leaders to pass on the information.  

Some of the laws were not known to the leaders, e.g., children’s statute, laws for health.  It was a big and successful achievement.  Andrew, Kabarole focal person 

Project outcome issues 

Health changes/outcomes 

Strengths 

Health related knowledge and attitudes – Condoms and family planning methods have been demystified among young people, and they are now aware of how and when to use them.  Youth in the mutual support groups are beginning to ask questions and request for services, e.g., for FP.  Respondents also said that there is decreased stigma for HIV positive status, particularly among members of adolescent groups.  
Health promotive behaviours – the queens (adolescent girls who are former CSWs) have promoted HIV testing, use of condoms, and use of reproductive health services among themselves and in the larger community where they live.  

Youth know where to go for health related services, including VCT – Rugarama and other Kabale partners 

Adolescent pregnancy – multiple respondents in the qualitative fieldwork, including the targeted adolescent girls and boys, as well as service providers and community leaders in all three districts reported that there are very high levels of intentional fertility management by the adolescents using various contraceptive methods and abstinence.  In some areas, the respondents said there was almost a complete absence of adolescent pregnancy among the target groups over the past two years, e.g., the Bukuku area in Kabarole.  

There has been a reduction in teenage pregnancy because ever since we came together as a group, none of us has become pregnant again.  Even our friends have not become pregnant because we have shared our experiences with them, emphasising on the dangers/negative consequences of teenage pregnancy.  – adolescent mother, Karambi

In Kabale, the Rugarama facility reports that schools in their target area do mandatory pregnancy testing and refer the positive girls to the Rugarama health facility.  Staff at the facility used to see 10 or more pregnant girls each term, but now it is rare, and they ascribe this trend to the efforts of the ProSCAd project that has targeted teen mothers and the categories of young men most commonly making the girls pregnant.  Previous ASRH projects in the same area tried to target “all” youth, though omitting the married adolescents; in contrast, the ProSCAd project in Kabarole has focused on the ‘young and dangerous’, including CSWs, boda-boda riders, young mothers and married adolescents.  
Family planning methods that are known to and being used by adolescents include abstinence, withdrawal, counting days, condoms, foam tabs, IUD/coil, birth control pills, Depo-Provera, and Norplant.  

Queens are now going for HIV testing (50% of the group), going for antenatal care, giving birth in health facilities – Queens in Bugoye, Kasese 

The quantitative analysis (See Annex 7.1a & b) was unable to confirm or reject these qualitative statements about the target populations.  In fact, the general trend in most areas was a decline in family planning and an increase in adolescent pregnancies – however, the catchment populations of the clinic facilities were considerably larger than the small populations of the target groups.  As such, the qualitatively reported behaviour could be said to be even more significant since it goes against the general community trends.  On the other hand, the small scale and short duration of the project mean that there has been no discernable effect of the project on the general trends in the community, despite these positive changes among the project participants.  
Other SRH behaviours – Groups of boda-boda riders report that they have realised improvements in self-care, including skills in using condoms and going for treatment for STIs.  (e.g., Boda-boda in Karambi, Kasese) 
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High risk behaviours - Boda-boda riders in the groups have decreased or stopped having sex with commercial sex workers.  This was reported by leaders as well as the riders.  

Boda-boda riders were using their money for “take-away” (commercial sex); but that has now changed – ACAO, Kasese

More and more queens are moving to safer sex, negotiating greater safety in their sexual encounters.  NAYODE, Kasese 

Sub-county leaders in some areas, e.g., Bugoye, Kasese, report a sharp decline in the numbers of abortions and abandoned infants, behaviours that were formerly common among the adolescent CSWs.  In the words of a Rubanda peer educator, adolescents are now able to have a big “NO” and mean it.  They are also able to share their lessons and experiences with others.  

“I was a ‘bad boy’; I could make money from my bike, go drinking, buy prostitutes and spend all the money.  Now, I am able to save in our group savings association.  I have tested for HIV; I no longer buy prostitutes or booze and I feel that I have been helped.  I now reach others and preach this gospel of change.  – boda-boda rider, Kasese TC

Other positive health behaviours - Children of adolescent mothers are now better cared for; e.g., the young mothers are immunising their children, feeding them better and they are more comfortable accessing health services for them.  
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We are taking our children for immunisations, and not locking them or using drugs to make them sleep in the evening while we are working.  Queens in Bugoye, Kasese

Involvement of FBOs - Multiple respondents, from national to community level, have praised the way ProSCAd has demonstrated that working with FBOs on ASRH is possible.  
Challenges 

There were qualitative reports that antenatal care by adolescents has decreased, which was attributed to decreased pregnancies.  The quantitative follow up (see Annex 7.2a and b) suggested that this might be true in a couple of project locations, but it was difficult to ascribe to the project effects, since it also happened in one non-project location.  Other factors, such as the presence of a trained health worker, may have been more significant.  
There is some possibility that leaders are overstating the prevalence of abstinence or abstinence that is unmixed with other methods in a form of denial about adolescent sexuality.  This issue was difficult to validate in the quantitative follow up, since all of the data was based on clinical records – and adolescents opting to use abstinence, counting days, withdrawal, and even condoms are unlikely to report to health units for services – and the adolescents using these methods would not have been counted.  (see Annex 7.1a and b) 
In addition, the scale of direct implementation by the project has actually been quite small – only three districts, only two sub-counties in each district, only 1-3 mutual support groups in each sub-county, only 50-100 members or so in each support group.  

Social changes/outcomes – community and target groups 

Strengths 

Community attitudes - Observing the changes brought about by participation in the mutual support groups, the formerly discounted and disregarded adolescents are now relabelled in positive terms.  Municipal and sub-county leaders now see the boda-boda riders and former sex workers as ‘respectable’ and contributing positively to society.  

The adolescents from the groups are now called ‘respected’, ‘reformed’, ‘responsible’, ‘good guys’ – Bugoye leaders, Karambi boda-boda riders; Kasese 

One of the queens is now a popularly elected councillor at the sub-county (LC3) level in Bugoye SC, and represents the views of queens and other vulnerable adolescent groups in local government decision making. 
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Due to ProSCAd, the queens have had responsibility in the community.  They are now looked at as leaders because they mobilise the community and disseminate information about improving SRH of youth.  SC Leaders, Bugoye, Kasese 

Community behaviour – it was reported that there are already other adolescents who want to join the groups, or to set up similar groups of their own in other locations.  Some of the groups have also made an effort to recruit younger adolescents who are obviously in similar conditions, e.g., young adolescent mothers to the young mothers’ groups in Kabarole and Kasese.  
Families in the communities that have been involved in the dialogue meetings are reported to have changed their attitudes.  This has affected their outlook and their attachment to some cultural practices, e.g., previously the families meted out harsh punishments to unmarried girls who got pregnant rather than address the challenge and ask why it came about.  Now there are many instances of family reconciliation and working to support their children.

Among parents, contrary to local cultural traditions, some are reported to now be talking openly with their children about sex and ASRH issues.  

Parents were very reserved before; now they are open and willing to talk about these issues, even in public meetings.  Alice, AHURIO

Respondents in all districts reported that support (care, treatment, acceptance) of the marginalised adolescents (adolescent mothers, queens, boda-boda) has increasingly been realised within homes/families, schools, health facilities, and communities.  

Many parents have reconciled with their formerly outcast adolescent mothers, and many of the ‘divorced wives’ of the boda-boda riders have rejoined the riders.  

Now we boda-boda riders are trusted more.  The people in the community wouldn’t trust us to deliver their children home safely because they called us thugs.  But now we even buy food from the market, deliver it and even return the balance of the money.  – Boda-boda, Karambi

Target group attitudes and behaviours - The adolescents in groups have reported many socially positive attitude changes, e.g., self-esteem, confidence, and trust, sharing, care for own children.  

The adolescents have more feeling that they are ‘somebody’; changing their view of life and future.  Have seen increased capacity to take charge of their lives and belief in reason to live again – Mary, Programme officer, CARE HQ

They are making changes away from high risk behaviour like dressing in mini-skirts and transparent clothes to long skirts and less provocative clothes.  They are engaging in income generating, savings and mutual credit activities.  Some are involved in conflict resolution in their local communities.  Some have returned to school (e.g., 10 in Karambi), either through bursaries or parental support, and some have been so accepted that they have married men of their own choice (e.g., 5 in Karambi).  

There is sharing of experiences and building openness as they have built up trust over time.  Within the groups, the adolescents ‘join hands’ to help each other, e.g., they ‘have a pocket’ and share resources if one member is sick, or having a funeral in their family, etc.  

Another key supportive behaviour in the adolescent groups is acceptance toward each other.  

Tolerance – the groups give a second chance, more than society.  – Kasese TC adolescent mothers, Karambi boda-boda 

Adolescent mother and boda-boda rider groups are evolving into organisations with bylaws, constitutions, etc.  Some, like the queens and some of the boda-boda rider groups are now identifying themselves as institutional ‘partners’ and growing beyond the challenges to their sexuality issues.  

We are also an organisation now and we are working with YAPI and the sub-county leaders as partners.  Boda-boda riders, Kasese town council 
This extension of activities beyond the groups is a very significant marker of how far these formerly excluded and outcast adolescents have come.  Some are reaching out to others and acting as social change agents, e.g., through health promotion.  Others, like the boda-boda riders, are donating blood (more than half the group in Karambi), clearing up rubbish in the community, and providing free emergency transport for the ill and injured.  They are also getting involved in income generating activities and savings & credit activities that are changing how they handle and use money; for some, this has already led to starting up businesses and building small homes of their own.  
Challenges 

Community attitudes – the marginalised and excluded adolescents are negatively categorised and widely labelled in the community, using harsh terms such as: ‘lumpen’, ‘dubious’, ‘bayaye’, ‘wasted’, ‘useless’, ‘spoilt’, ‘wanting to die’, ‘stupid age’, ‘spent force’, and ‘outcasts’.  These terms are used by the general community as well as community leaders, service providers, parents and even the adolescents themselves.  

Community behaviour - The project has been principally addressing young people, but not all of the abusers of young girls (and boys) are from the same generation.  It has been a challenge to reach these older persons who contribute to the ASRH problems of the youth. 

We were having trouble mobilising men and getting them to stop exploiting girls, but the community dialogue meetings have been changing their behaviour.  – NAYODE, Bugoye 

Target group attitudes and behaviours – Many are still seeking personal benefits, which may impede them from helping others to achieve their own transformation (i.e., many still think in terms of ‘educating’ or ‘telling’ or ‘preaching’ to others), e.g., girls in Bukuku, trainers of parents; Kasese TC leaders; Karambi leaders.  According to Kabarole leaders, boys are slower to join the mutual support groups than girls; boys prefer to stand back and watch first.

The prevalence is not clear cut, and ‘hard’ information is virtually unobtainable, but it seems that in some situations, although the adolescent mothers have been able to return home, some of them may still suffer from abuse and mistreatment within their families.  

Social change - Addressing underlying causes 

Strengths 

Community behaviour – The project is stimulating people to think about issues that they have not bothered to think about before.  For example, the community meetings in Kichwamba have revealed that an underlying cause of pregnancies in young girls is lack of a secondary school in town.  Girls must travel by boda-boda and boys expect repayment ‘in kind’.  It is not always possible to mobilise funds from government to address these issues, so some communities are taking up the challenge directly from their own pockets.  

School construction has begun with community resources to address the problem of transport and sex among secondary school girls from Kichwamba – AHURIO; and Regional Coordinator, ProSCAd 

Target group behaviour - Peer educators are helping adolescents to address redundancy (unemployment) with savings and loan/microfinance and credit activities.  Some, like NAYODE in Kasese are planning specific training on these issues for their adolescent groups.  Adolescent mothers and queens have reported much improved abilities to care for themselves and their children have beginning village savings and loan activities.  

All queens paid back loans 100% - beyond expectations; even when starting from very small loans – NAYODE, Bugoye 

VSL has also been an important motivator for joining and staying in group.  Some of the new group members met during the evaluation reported that the VSL aspect was one of the things that attracted them to the group.  It has helped build trust among group members.  
Adolescents in some groups, e.g., young mothers in Kasese Town Council, have begun adult literacy training in their group so that they can handle money, read signs, and use services.  

Challenges 

Up to this point, the businesses that the adolescent girl/mothers are starting are very small, and may not really be able to support them in the long term, e.g., small scale marketing and trading or handicrafts that are only marketed locally.  

In the planning for ProSCAd, there was no provision for economic empowerment.  But planning with the affected groups has led to some activities in these areas.  YAPI, Kasese  

Even the organising groups recognise that building up these broader capacities of the adolescent groups will take time.  

As to whether all the empowerment can lead to better health – the answer is yes, but with difficulty.  It needs skills building.  – YAPI, Kasese  

Discourse about causes and levels - The concept of ‘underlying causes’ is contentious, and there is no consistency in applying any single vision of such causes.  Some of the stakeholders talk of communication with parents, others of poverty, others of attitudes or culture.  As noted in the earlier comments on M&E and social analysis, in the attempts to address and change the ‘underlying causes’, there has been little or no attempt to measure the impact of the efforts.  
We have not yet been able to challenge the CARE external view or values concerning rights, nor place it against the prevailing view that some adolescents are ‘bad’.  The necessary balance may just be beginning to emerge in that it is more understood that some people need to change themselves in order to be accepted/included and that mechanisms of support, recognition and fostering have to be extended to them.  TK, Technical Advisor Organisational and institutional changes 

Institutional changes - in providers, partners  

Strengths 

Service providers – NGOs, leaders and service providers say that health worker behaviours are changing, e.g., promoting trust and giving better confidentiality toward information about the status of health, HIV and pregnancy among their adolescent clients.  Service providers are reportedly friendlier and giving greater priority to adolescent mothers. 

We did this by working on trust issues.  Before, health workers were telling who had HIV, who had been treated for an abortion, or early pregnancy, etc.  Now the level of service utilisation by adolescents has gone way up.  NAYODE, Kasese 

Family planning is being provided to adolescents, both married and unmarried, e.g., Kasese, Kichwamba, Rugarama.  It was reported during the qualitative evaluation that there are some differences between services for the unmarried versus married adolescents; e.g., at Rugarama, unmarried adolescents get advice on abstinence and free condoms (as a ‘last resort’, but they are available), while married adolescents get pills or Depo-Provera.  During the quantitative evaluation, it was found that FP services had been declining in virtually all facilities, though not always for the same reasons, and not just among adolescents.  (see Annex 7.1a and b)
In Bukuku, Kabarole, there is an example of mutual reinforcement between providers and groups.  There are some nurses that have been going out to groups to provide contraceptives.  They feel their work has been significantly enhanced by working through the adolescent groups that have come up during ProSCAd.  These nurses are also now being requested by other communities to set up similar groups in their locations.  

HIV/AIDS services are also available for adolescents, ranging from VCT to PMTCT and ARVs.  The strongest ProSCAd project links on such services were in Kasese, where there was evidence of inter-institutional sharing – YAPI was helping provide VCT services to NAYODE groups.  In Kabarole, the Rugarama staff associated with ProSCAd were the same ones providing VCT and post-test club services, and they had integrated ASRH themes, including family planning, into those services, and vice versa, HIV into FP encounters.  
Changes in partner NGOs - There have been changes in partner organisations to better understand youth and their underlying causes of ASRH problems, mostly through the dialogue meetings and mutual challenging.  Partners are now working with groups that they had not been comfortable being associated with previously, e.g., NAYODE, YAPI.  

We did not want to put ourselves in the shoes of the adolescent girls who had been defiled and impregnated at a young age.  We used to blame the girls, but now we realise that any can be tempted or forced.  Now we have more feeling for them.  More understanding of the underlying reasons for early sex and pregnancies, including rape, poverty, and distance to school; it has changed our thinking.  Project officers, AHURIO, Kabarole 

District teams and partners have a better understanding now about the concept of being ‘at risk’.  There is an increased ability to explore the differences among households and adolescents within the group to find out who is most at risk of poor SRH.  

We realised that focus and concentration on adolescents who are more affected than others creates more impact and this has changed the way as an organisation that we work with/approach ASRH.  We can now go for specific categories of young people, like ProSCAd has demonstrated to us so as to consolidate our work/efforts for better results.  Before ProSCAd our focus was on all adolescents, irrespective of the differences and it was difficult to measure impact of our work.  - Taasi, FLN

Another change is taking up advocacy and working on broader issues than the narrow focus of ASRH amongst the signed up clientele.  

We were not planning on handling policies and laws.  However, we are now advocating strongly on the issue of defilement due to the problem of child neglect.  We are urging people to use the law and not to negotiate it, but also to contribute to the issue of concern about capital punishment.  – YAPI, Kasese  

ProSCAd and the district networks have been able to use marginalised issues to draw in interreligious (ecumenical) and inclusive response from FBOs as well as other groups.  For example, the YAPI organisation is affiliated with the Anglicans, but the majority of the boda-boda riders in their groups are Muslims.  

Three community task forces have been constituted in Karambi SC to map out the less supported/excluded.  The leaders in Karambi formed committees, without CARE input – and gave responsibility to members of the LC to respond to adolescent issues.  This had not been the case before.  

CARE is now thinking more about the nature of partnership, and learning about the culture of the partners.  For example, in this partnership, NAYODE had a good accounting system that was able to be shared and used by other partners (and was not just whatever CARE was using).  

Multiple staff and partners gave testimonies of the effect of the project experiences on their own lives, speaking of improved ability to work with adolescent issues in own families  – Mary, Taasi, Gabs, Warren, Yasin, Samson, and Andrew.  
Challenges 

Service providers - Changes in health worker attitudes were ascribed by some respondents to changes in the same time frame as the project in policy for adolescent friendly services.  Interestingly, during the quantitative follow up, it appears that the youth friendly service initiative may have happened 1-2 years before the ProSCAd project during the time of the AYA project that was implemented in many of the same locations.  (see Annex 7).  
Changes in partners - In the NAYODE group, being Muslim presented its own challenges for working with some of the excluded groups of adolescents.  

As a Muslim, I was not supposed to talk with prostitutes because I could be labelled as one myself.  Through the project, however, I came to realise that there were many shared experiences.  After that, I was able to interact with the queens at their level, sitting with them, sharing their food, etc.  – Diana, NAYODE 

Support to the formation of mutual assistance groups revealed some broad differences in capacities among the partner organisations.  It was an extension of existing skills for YAPI; was a new set of skills for NAYODE; and it revealed a skills gap for AHURIO.  

Partnering and multi-partner networking has not always been smooth.  There is a better realisation by the partners that they can cooperate and create their own kind of linkages that will continue to address SRH issues affecting adolescents in their areas of work.  

At the beginning, partners would not share work plans, or they would submit them and expect that no one would read them; now they expect challenges on the cost-effectiveness of their plans, and are ready to discuss these kinds of issues.  Now we can sit together with partners and say, there is little money, so what can we do?  Can now agree in reflective workshops on what do we want to work on.  Lillian, Project Manager, ProSCAd  

Meanwhile, the partners and other stakeholders are only now beginning to realise the breadth and nature of unmet needs for other categories of marginalised groups – and the crops of pre-adolescents who are incoming to the existing categories.  For the Kasese Town Council, one of the counsellors wants to extend the group process to other categories (drugs, mentally ill, disabled)

We have realised there are other unreached, excluded categories (e.g., card players, drug users, poachers) and we are now beginning to involve them in sports and getting messages at those events – YAPI 

While there has been an effort to involve adolescents in the community meetings, there is still some limitation to the conceptual understanding of how to include the excluded, as opposed to just charitably or paternalistically ‘helping’ particular marginalised categories of adolescents.  Many still see the project as helping the excluded and outcast to be ‘saved’, ‘corrected’, or socialised.  

It is helping us to reshape adolescents.  DNO, Kabale  

Institutional and social changes - Extension beyond ProSCAd
Strengths 

Some of the most remarkable evidence of positive and enduring change seen in this small pilot project are the reports of where individuals and groups have extended their ‘reach’ and effects beyond the relatively narrower limits of the planned outcomes for ProSCAd as a project.  

Leadership - One of the queens (former sex workers) from Bugoye is now an elected and responsible LC3 councillor.  
She is performing very well.  There was some rumouring against her, but she got her position through a popular election.  – ACAO, Kasese

Social contribution – donation of blood is not rewarded in Uganda, i.e., there is no payment or other compensation for it.  More than half of the boda-boda riders in two separate groups in Kasese have donated blood as part of giving to the community.  Others contribute in some other very positive ways, cleaning up the community and providing emergency transport.  

Because of our group work, we boda-boda are called upon to help out the injured or patients in the community, even at night.  Sometimes it is for free or even we allow payments after the patient is healed and discharged from the hospital.  Hence, the community now thinks good of us as being helpful to others.  Boda-boda riders, Karambi 

Promoting other providers to work with the adolescents – after seeing the positive results with the adolescent groups, some district leaders are actively promoting these groups to various agencies and departments.  

Now getting other units to also involve these previous ‘unreached’ groups, e.g., telling the Community Development Officer to involve them in IGAs; if they earn, they will be generating taxable income.  – ACAO, Kasese 

Expressions of interest for more of the same – According to the ACAO (Kasese), some other sub-counties in Kasese district have been applying to do the same activity due to HIV in their areas.  According to many of the group members, other adolescents want to join their groups or have help in setting up similar groups in nearby communities.  

Applying tools and strategies from ProSCAd – some of the people who have worked closely with the ProSCAd project are now using the technical/capacity building inputs in rest of their organisation (e.g., the district health team) for planning, partnering, segmenting and focus on excluded.  

I have used the approach of dialogue to tackle other issues in my department such as shortages of medical supplies.  We are using the segmenting approach to identify who is most at need for distribution of malaria nets.  My DDH now refers to me as an expert on dealing with most crises in our department of health.  – Gabriel, Focal point Kasese. 

 The concerns about adolescent SRH issues are now getting incorporated as key priorities in district development plan, e.g., in Kasese according to the ACAO.  Local NGOs report that they are using skills acquired through ProSCAd to write proposals, e.g., NAYODE writing to PEPFAR, YAPI to CORE, Tooro Kingdom to FPAU – and getting some funding.  

Influence on CARE programming – this pilot project has already affected CARE Uganda programming.  CARE reports that it now has specific information about boda-boda, out of school adolescents, and about some local NGOs that are able to work with these groups.  CARE Uganda also reports that it has applied some ideas from the ProSCAd project in other projects, e.g., with HACI, CORE, that are also working with SRH issues among adolescents.  

The project has helped CARE Uganda expand its interest and skills in working with excluded categories of people – Mary, Programme Officer 

CARE Uganda states that is has used some ProSCAd lessons in other project designs (concept notes on HIV and gender based violence; UNICEF in North).  Now working on the issue of rights to health with HIV in collaboration with WHO and the Institute for Public Health (Makerere University), where there is some application of adolescent issues from ProSCAd.  CARE is now forming youth groups in other projects, e.g., post-test clubs in Luwero.  
ProSCAd experience, knowledge has helped win several other projects.  Shameem, ACD; and KF, CD CARE Uganda  

ProSCAd information is reportedly being used, or at least referred to, in programme meetings at country office level.  The project manager reports that she has been able to share about ProSCAd’s community monitoring lessons in the programme meetings.  There is also information sharing about ProSCAd through the CARE newsletter. 

Institutional and social changes – policy and budget level 

Strengths 

Getting on the agenda - Local councillors in project areas are now making ProSCAd a topic in their meetings.  Even at district level, leaders acknowledge the need to frequently refer to what they are doing about ProSCAd and adolescents in their meetings. 

The DDHS in Kabarole is promoting extension of ProSCAd activities/approaches in other sub-counties where there are high levels of similar problems, i.e., early pregnancies and unwanted marriages.  Robert, Tooro Kingdom 

By-law preparation - AHURIO has been requested to assist the Kabarole district local government to review and draft a by-law on the use of drugs (e.g., khat/mairungi and marijuana) in Kichwamba sub-county and the district in general.  Two by-laws in Muko sub-county against ebikuruza and drinking before 12:00 o’clock are aimed at protecting and increasing support for adolescents.  (cited in FLN report)

Kabarole district council is in process of enacting by-law against marijuana as one of the measures to address the underlying causes of sexual abuse and exploitation in Kichwamba SC.  This is being done together with AHURIO.  – AHURIO, FLN report 

Advocacy – the National symposia (2003 and 2006) were quite important to the field and national partners.  Even Members of Parliament came and had enough interest to stay for the meeting.  
The AHURIO produced review of existing laws and policies related to ASRH is benefiting adolescents. 

Basically, adolescents were ignorant, but now they are empowered with the laws and policies and can defend themselves.  The difference is important for it has helped in reducing the number of defilements and early marriages.  – programme officer, local NGO, Kabarole 

As one of the early national partners was the health consumers group, the National Patients’ Charter has learned lessons from ProSCAd, especially on SRH.  

UNHCO wants to do a training manual for health workers that will use information from ProSCAd – Mary, programme officer, CARE HQ

Challenges 

By-laws are being put in place, but there is no way of testing their efficacy, durability, nor any process for review and deletion of outdated or discriminatory by-laws.  

It has been a challenge in trying to do small field implementation that would lead to national changes in the short time frame of three years.  
There has been an idealistic view that having laws and policies relevant to adolescents will have an impact their health and well being.  In reality, there has been reluctance/failure of leaders to prosecute the few cases of early sex (abuse, rape, defilement, impregnation) that come to their attention, due in part to corruption, and possibly to concerns about political heat.  

There do not seem to have been any challenges to leaders to develop systematic way of recognising and dealing with abuse, neglect or exploitation, where ‘exploitation’ seems to refer in the main to sex with an adolescent.  TK, Technical Advisor 

In at least one district, there has been an unintended outcome of the project.  

We have seen the drop out from the project stakeholders by the police, prisons, and probation in Kasese district due to loss of income from reduced defilement and early pregnancy cases.  Gabriel, Kasese Focal Person 

The context or environment of reproductive health has not been very conducive to advocacy at the national level – due to politics, rapid turnover of key personnel in the ministry, lack of coordination, and political concerns about population and family planning agendas.  In fact, the government is not actually investing much in youth RH.  

Local government has promised to increase youth funding at sub-county and district levels, but it is not in their annual report and budget, so we have lobbied them, and the councillors have promised to support youth.  District statistician/planner has also promised to consult about youth issues.  Robert, Tooro Kingdom.  

Adolescents are included in district priorities in all districts; this is attributed partially to ProSCAd and partially to national priorities/guidelines.  However, adolescents are not in the district budgets in all districts. 
Adolescents are in the district strategic plan, the 3 year plan, and the annual plan – but resources are limited to inject in.  These priorities are guided by national plans and priorities, they are not just out of the blue, but there has been lack of funds, so we get disappointed.  DDHS, Kabale 
Looking ahead – Innovations, lessons, opportunities 
Innovations and lessons
Many respondents said that even if the project is small, it has gone beyond what a pilot project could expect.  
For the adolescents and community 

Bringing together people affected by similar sexual and reproductive health problems to share and challenge themselves created trust and was a basis of support which led to increased self esteem and behavioural change.  This appears to have been working well with adolescent mothers and out of school youths including boda-boda riders. 

The adolescent mutual support groups are gradually becoming institutionalised, and may eventually become CBOs.  The Karambi adolescent mothers, Kasese boda-boda, Bukuku adolescent mothers, and queens in Bugoye all intend to continue as groups, and to continue with community development activities.  

Many of the adolescents who have changed/been changed within the project are making high impact changes in their lives, e.g., re-entering and completing their education, learning and applying life skills, delaying further pregnancies and avoiding high risk sex, and reconciling with families and communities.  Having had a taste of opportunity, there is a strong desire by adolescents to: go back to school; and/or get more business skills; and others would like parenting skills.  

Parents and communities are more supportive to their children because of the dialogues they have had.  It has improved trust between young people and adults so that the adults now have more appreciation for young people’s problems and hence can work on improving policies and practices on SRH for young people.  As one project staff member said, parents believe that there are challenges that the community can address through dialogue but that they cannot as families.  

Community dialogues and challenging of households and communities to positive action and support has led to realization that the adolescent problems are not just individual or even just family problems but they are community problems.  The communities have learnt that support mechanisms are possible in helping their own young people, building on existing systems, using local and community owned resources.
For programme districts and local partners 

It has shared ownership with local partners, districts, communities and adolescents.  
Dialogue on vulnerability among adolescents created better understanding about differences in individual experiences of SRH related social issues, and this became the entry point for the ProSCAd project.  District and community leaders knew that adolescent mothers were there before the project, and that they needed some support – but they did not believe before this project that there were so many or that they were so badly affected.  The participatory process for identifying the adolescents contributing the most to local ASRH problems was very revealing.  

A culture of challenging the status quo and each other among stakeholders of partner organizations, district and within the community on ASRH issues is critical.  This has proved useful and seems to work well as ProSCAd partners and service providers reflect and identify the vulnerable and unreached adolescents in order to create a support structure. 

Districts are developing support teams that view various kinds of partnership as a positive rather than threatening strategy.  And these district teams have accepted the value of adolescent inputs in their challenge and dialogue meetings.  As the leader of one local NGO in Kasese puts it, these networks are a “partnership of the willing and able.”  And, as a ProSCAd officer puts it, “visualising and understanding the web of support challenges all stakeholders, including government, to play an active role/become a ‘functional’ strand in the net.”

Preparing for the unmet and coming needs - Thinking, starting to address inlet/inflow of adolescents in need.  Parents are taking home the lessons from the dialogue meetings, but it is not enough.  There are still lots more adolescents coming up who need support systems.  Adolescent fathers also need help – and were mentioned by several groups, including local and district leaders.  

For CARE Uganda 
CARE was happy with their increased understanding of adolescent SRH issues in contemporary Uganda, and seeing how it was possible to use participatory identification of ‘most vulnerable’ and ‘unreached’ categories of adolescents in the community.  They were also impressed with the outcomes of local dialogue about laws and policies, based on a review by a local partner organisation.  CARE also liked the learning and advocacy opportunity of a national symposium being possible, even with a relatively small project.  
At the same time, they were somewhat challenged by the difficulties of carrying out an ‘innovations project’ – long inception period and slow development of clarity, fluid nature of the project being influenced (both positively and negatively) by turnover of key CO personnel, uncertainty about ‘ownership’, low visible impact, dependency on others to reach the achievements, and running a project with a skeleton staff.  

By the end of the project, CARE had come to recognise that implementing a project in the same area as a previous similar but non-identical project could have both benefits and drawbacks that negatively influenced project outcomes, e.g., through stereotyping and expectations to and from CARE about what would be possible to do.  

As an outside observation by the evaluation team, ProSCAd was a small project and the CARE Uganda office was busy with many larger projects in other locations, some of which demanded much more attention than this project.  The CO did not have other RH programmes going on at the same time, and even relatively little health activity during this period.  The office was also somewhat transitional, with a limited formal learning process, and as such, the ProSCAd project was not given high level or focussed attention and maximal extraction/use of learning opportunities throughout its lifespan.   
Advocacy - There is still a need to continue raising ASRH issues at the national level.  This project has only been able to reach a very small corner of the country, and there will need to be changes emanating from the central policy level as well as the local level if the most effective practices from this project are to be extended to other groups of marginalised and needy adolescents.  

In order to utilize the existing ASRH laws and policies, it is important to understand and link the social norms issues with realities faced by vulnerable adolescents.  Existing ASRH laws and policies seem effective if the individuals and communities understand, appreciate them and participate in development at home, community, district and national level.  This project has shown the benefits of addressing this locally, as well as striving to reach the national level.  

Profiling support (not just problems) - It would have been helpful to get the partners to map out those who provide support to adolescents so that a positive and inclusive picture could emerge at an earlier stage for the network that exists but which needs strengthening, focus and strategy.  In a sense, this was partially addressed by the analysis of laws and policies, but this did not profile the local institutional elements that could become part of a support network.    

Potential outcome indicators – based on opinions in the staff and partner survey about significant changes that they have seen, the following is a list of observed significant impacts, i.e., a set of items that could be translated into impact indicators for similar projects elsewhere.  

· Child health improved 

· Families reconciled 

· Marriages to partner of choice

· Re-entry to school for adolescent mothers 

· Community responsible behaviour by adolescents 

· Reduced vulnerability among participating adolescents  - to alcohol, STIs/HIV, sexual abuse/exploitation, early pregnancies 

In addition, the following table summarises suggestions from the staff and partners about what kinds of changes that could be seen in five years would be indicative of project success in this kind of ASRH project.  In other words, these are also potentially useful impact indicators – however, they are somewhat more speculative than the short list above in that not all of them have already been observed in the short life span of this project.  
Potential indicators of success for use several years after end of the project 
	For adolescents 

	Changes in adolescents/youth – general
	· Early use of health services 

	
	· Girls retention in school/completion of education

	
	· Lives improved, 

	
	· Gainful employment by youth  

	
	· Sustained and expanded microfinance activity/groups (by youth)

	ASRH indicators
	· Awareness of FP, 

	
	· Confident in handling sexual life  

	
	· Delay of sexual debut, more abstinence 

	
	· Reduce defilement cases, sex abuse 

	
	· Reduce early pregnancy,

	
	· Increase child spacing 

	
	· Reduce early marriage 

	
	· Reduce teen STI

	
	· Reduce HIV

	
	· Increase VCT by adolescents 

	Adolescent participation
	· In policy implementation 

	
	· Participation in community affairs  

	
	· Empowerment 

	Changes in adolescents
	· Sustained 

	
	· Documented, shared 

	
	· Shared to next generation to prevent issues for them 

	Mutual support groups
	· Increased number, 

	
	· Sustained, sustained by own activities, 

	
	· Include support for family planning  

	For communities, service providers and local government  

	Changes in communities
	· Increase knowledge of parenting: skills, communication

	
	· Better adolescent/adult relations (parents and children); parents talking to children 

	Network of support
	· Priority for adolescent issues among leaders 

	
	· Local organisations continue involvement 

	
	· Network sustained 

	
	· Network expands to other vulnerability issues 

	
	· Continued use of involvement and dialogue approach (challenging)

	
	· Enlarged, with district commitments

	
	· Capacity for innovation maintained 

	Services improved
	· More available for adolescents

	
	· Capital investment in facilities 

	Local ownership
	· By community 

	
	· Among leaders  

	
	· Sustainability without external support 

	Policies and laws 
	· In place and implemented 

	
	· By-laws created and implemented 

	
	· Rape cases followed up by police and courts 

	For institutional stakeholders (CARE, NGOs, and central government) 

	Applying project lessons
	· Applying to other needs; 

	
	· Applying in other locations (up to national)

	
	· Using network of support strategy 

	
	· Scaling up to larger area, 

	
	· Fundraising 

	
	· Applying in other projects 

	Policies and laws
	· Influenced by evidence from the project 

	Beneficiaries 
	· Numbers of adolescents helped 


Source: Staff and Partner Survey, 2007
Opportunities 

Strengths 

Continuity of ProSCAd – there are numbers of potential agencies, including both bilateral donors, UN agencies and international NGOs that have been listed by various respondents; and there are also concept papers that have been mentioned in several settings.  The districts and executive councils have been stimulated to consider drawing up proposals.  At the present time, however, all of these efforts are not coherently woven together into a funding strategy.  One of the more promising potential sources is USAID Uganda, which indicated an interest during the final project debriefing with them.  
In Kabale district, there is a big overlap with an AMREF programme for adolescents that includes a component of group formation and attention to out of school as well as in school youth.  In fact, AMREF is already linking to ProSCAd community volunteers, as well as stretching the ideas to the full district.  It has also learned from ProSCAd and has included an aspect of youth capacity building.  Other stakeholders like AMREF are willing to take up and build on the ProSCAd success.  They are working with the adolescent mothers and already existing structures such as the Rubanda Trained peer educators.  This represents an opportunity for both scale up and sustainability.  There is no formal arrangement as yet between ProSCAd and AMREF, however.  

Continuity/sustainability of groups – there is a strong desire from the adolescent mutual support groups to continue.  These groups are flourishing, and beginning to move on from emotional support to life skills and livelihood support.  The adolescent mothers in Kasese TC are making a link from ASRH project to incorporating adult literacy in their support group.  The queens in Bugoye are moving into income generating activities.  The boda-boda riders in Karambi want to learn more about savings and credit.  

Continuity of network – there is an opportunity for extension of ProSCAd lessons and ideas via alternative infrastructures, e.g., churches and FBOs.  This is not without risks, however, e.g., with PAG in Kabale.  There may also be energy, political support, and possibly some resources for linking with the public/private/partnership strategy (PPP) at district level (NAYODE, ACAO, AHURIO) 

There is potential to work in/with government, but there is a tendency for government to think that they know it all.  Government tends not to address the mind of the people – so they waste a lot of money.  For example, at health facilities, we have trained officers, but how many have they counselled.  It has been very few despite PHC and other funds.  Would like instead to be working with community groups in the way that ProSCAd has been doing.  – ACAO, Kasese

The ACAO of Kasese is part of the District Technical Planning Committee that sets priorities.  He reports that the district has succeeded halfway in getting projects to be aligned with district priorities and funding.  

Scale up - Communities in all three districts are now requesting/demanding that the project be scaled up to other sub-counties, including particularly the concept of adolescent groups.  

Would like the intervention as a district-wide project, because it would help prevent rebellion among the idle youth – ACAO, Kasese

Scaling up phenomenon among leaders and some partners is still perceived as ‘MORE FUNDING’.  This may directly have a hearing on the bearing or sustainability of the outcomes/success.  

There is, as yet, little concept of scale-up, except for the demand for more money.  There is no good idea of what to do with more money, except to fund more projects.  Scale up is of a method of interaction and exploration jointly, together with a focus on, e.g., youth, using health as an outcome measure.  This is not yet understood, even though it does not need much money.  TK, Technical Advisor

Unmet needs – other potential excluded groups with a link to ASRH to consider include disabled, adolescent fathers, lorry drivers and other ‘clients’ of CSWs, fishing communities, and ‘IDP’ groups (including urbanised groups at the site of former displaced persons/IDP camps).  

Conclusions – Outcomes, Challenges, Recommendations
Key project accomplishments 

Developed methods to identify and target categories of excluded and self-excluding adolescents whose SRH status and behaviour is the worst, i.e., contributing the most to the low end of the SRH indicators in the project locations  

Developed concept and practice of a support network for the difficult to reach adolescents – stronger in some districts than others, but present in all project areas 

Mobilised action at district, partner, and local level for addressing SRH issues of excluded and marginalised adolescents – including provision of services, addressing underlying causes,  

Stimulated and supported behaviour changes amongst disaffected and excluded adolescents that have resulted in mutual support, positive socialisation, and improved SRH indicators.  

Profiled key policies and laws affecting SRH issues for adolescents and successfully applied dialogue approaches to raise awareness and promote community action related to these issues among local leaders and community members 

Some important national advocacy accomplished, despite being small, pilot project – National Seminar in 2006; presentation to Parliamentary Committee in 2007

Key challenges faced by the project 

Pilot project with overall short time frame (3 years) and small scale of operation (1-2 sub-counties in each of 3 districts)

Long inception period developing partnerships, conceptual model and identifying target groups, leading to short implementation time (effectively starting in 2005)

Implementation in operational areas of previous ASRH projects (of AYA, CARE/SHADO) meant that some community volunteers were able to be easily mobilised, but it contributed to lack of clarity about the project’s objectives/conceptual model and led to some unmet expectations.  

District departments and local NGOs have a strong tendency to work vertically and it was an uphill struggle to mobilise them for a multi-partner support network

There were strong expectations of ‘something for something’ among the various partners, i.e., various forms of resource inputs that were not part of the design of this project 

Extensive information gathered about problems of adolescents, but less information mapped out and applied in terms of “supports” for adolescents. 
Key recommendations 

a) For ProSCAd districts, networks, support groups and adolescents – it is desirable and feasible that this project be extended or continued for 1-3 more years of intervention.  The emphasis of continued work would be: 

· Further consolidation and strengthening of the district networks so that they independently and with district funds have taken up the on-going challenge of focused support to address the categories of adolescents most in need

· Further support to local partner organizations to extend their voluntary support networks to additional communities and to develop effective strategies for both prevention and mobilizing the continuous numbers of adolescents newly incoming to the high-risk categories. 

· To promote further advocacy collaboration between the field and the centre, i.e., translating and transferring the lessons arising at adolescent, support group, and community level to the district and national policy level.  

A possible source of funding that could support this direction was mentioned by USAID Uganda during one of the debriefing meetings after the evaluation.  

b) For CARE, USAID and the Reproductive Health Trust Fund – It is desirable for these agencies to continue to promote innovations in reproductive health, but it will be wise to reflect in the consolidated review of the four Innovations Projects (Uganda, Georgia, Sierra Leone, and Malawi) as to the best way forward for doing so – keeping in mind relevance, effectiveness, and efficiency.  Two strong points do emerge for reinforcement, a) innovations projects need considerable room for flexibility; and b) innovations projects need longer than three years to fully realize their learning potential.  
c) For the larger reproductive health and adolescent care community – this project has demonstrated the particular value of certain innovations that can be recommended for exploration and adaptation elsewhere.  These include: 
· Participatory identification and mobilization of categories of adolescents contributing most to gaps/weaknesses in ASRH indicators; 

· Facilitating development of mutual support groups among disaffected and marginalized young people, with attention to behaviour change, life skills, and social responsibility;

· Promoting community and leader challenge dialogues, based on local analysis of issues, and combined with information about existing laws and policies affecting adolescents

· Facilitating, nurturing and challenging institutional support networks for adolescents at district, sub-county and community level that engage public and private partners with shared responsibilities.   

Annexes 

ANNEX 1: Terms of reference for evaluation (short form)

Background

Since April of 2004 USAID and CARE have funded four Innovations Projects (IPs) 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 IPs 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.

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 IPs 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 four Country Offices an opportunity to develop and demonstrate promising new approaches and it is our hope that the documented results of the Innovations activities is contributing to learning within CARE and among partners.  

With the end of the projects approaching, CARE and USAID would like to evaluate the Innovations Projects from two perspectives:  

1. Individual Project Evaluations: Evaluations of the effects the projects have had on the reproductive health of their respective target populations per the hypotheses posed by each project.  

2. An Overall Evaluation: A cross-cutting evaluation to determine how the projects have contributed to organizational learning within their country offices, among CARE’s cadre of SRH staff and outside of CARE.  

For example, has the ProSCAd project in Uganda been successful at mobilizing their partner organizations to advocate for and provide family planning and reproductive health services to the most socially marginalized adolescents (e.g., single mothers and sex workers)?

And all four Innovations projects have experimented with identifying and addressing the social determinants of RH.  Have other projects been able to learn from and adapt those approaches to their own projects?  What have the Innovations projects learned about addressing underlying causes and what are the implications for CARE?

The Evaluation Team

An evaluation team will be formed consisting of a Team Leader, a qualitative advisor, a quantitative advisor and a learning advisor.  In some countries additional assistance may be contracted locally to implement surveys and/or analyze the survey data.  The in-country evaluation teams will consist of representatives from the overall evaluation team, from the SRH HQ staff, and from the projects themselves, including the participation of partners where appropriate.   

ANNEX 2: Evaluation programme and persons met 
Planned activities 
	When 
	Where 
	Team members 
	What activities 
	Who/what time

	Monday 26 Feb
	Kampala 
	Tom, Tony, Lillian, Christine, Taasi, Warren?
	Meet to review latest news and happenings; update on documentation effort. 

Possible meeting with some partners and CARE staff including Kevin, Shameem

Refine topic guides, copies of any documents not already available  
	CARE - Lillian, Taasi & Christine 

CARE - Shameem 

FLN - Stephen Langa , Taasi 

CARE - Mary 

CARE - Lillian 

	Tuesday 27 Feb
	Kampala 
	Joined by Jaime.
	Additional interviews with core staff and partners 
	UNHCO -Stella/ Robina Kairikiritimba 

	
	Travel to Kasese pm
	Tom, Tony, Jaime, Warren, Taasi, Christine?
	
	ProSCAd - Warren  

	Wednesday 28th Feb
	Kasese 
	Tom, Tony, Jaime, Warren 

Plus:  

Gabriel, Diana, Canon Semu?
	Meetings with:

· Kasese partners at Virina and their offices

· District  leaders 

· Leaders, Boda boda boys and Adolescent mothers in Karambi S/C
	Kasese team discussion 

NAYODE – Yasin et al 

YAPI - Canon Semu et al

Karambi – Samson et al 

	Thursday 1 Mar
	Kasese 
	Tom, Tony, Jaime, Warren 

Plus:  

Gabriel, Diana, Canon Semu
	 Meetings with: 

· Queens, CORPs in Bugoye

· Adolescent mothers and Boda boda boys in Kasese TC
	Bugoye – Yasin, Diana et al 

Kasese town council – Samson et al 

	
	Evening travel to Kabarole
	Tom, Tony, Jaime, Warren 
	
	Warren 5.30 – 6.30 

	Friday 2 Mar
	Kabarole 
	Tom, Tony, Jaime, Warren 

Plus:  

District focal point 
	Meetings with:    

· partners at AHURIO

· Adolescent mothers in Bukuku S/C

· Kabarole district officials

· CORPS/peer supporters and Leaders at Kichwamba S/C  
	Andrew / Warren 

Kabarole district team 

Bukuku – community group

Kichwamba – community group  

	Saturday 3 Mar
	Early am travel to Kasese 
	Tom, Tony, Jaime, Warren 
	
	Kasese ACAO 

	
	Kasese 
	Tom, Tony, Jaime, Warren 

Plus:  

Gabriel, Diana, Canon Semu?
	Meetings with additional community groups or other partners in Kasese  or  District leaders – ACAO, DDHS, Probation, Speaker, Clerk to Council, Sec Health.  
	

	Sunday 4 Mar
	Travel to Kabale 
	Tom, Tony, Jaime, Warren, Taasi, Gabriel  
	Morning could be rest/free time or some discussions within the group, depending on energy levels
	Travel 

	Monday 5 Mar
	Kabale 
	Tom, Tony, Jaime, Warren 

Plus:  

District focal point
	Meetings with: 

· District leaders

· Parents and adolescents

· Rubanda staff 
	Kabale district offices 

Rugarama facility and team 

Rubanda team 

SPO, other NGO 

	Tuesday 6 Mar
	Travel to Kampala in am 
	Tom, Tony, Jaime, Warren, Taasi
	
	Travel 

	
	
	Tom, Tony, Jaime, Warren, 

Lillian, Christine, Taasi
	interviews if needed 
	CARE - Kevin Fitzcharles, CD 

	Wednesday 7 Mar
	
	Tom, Tony, Jaime, Warren, 

Lillian, Christine, Taasi
	Synthesis meeting and debriefing 
	CARE – Shameem et al 


Persons met and participating
Achieved  

	Where 
	When 
	Who 
	Encounter 

	Kampala 
	26 Feb
	Taasi Geoffrey, FLN liaison
	Interview

	
	
	Stephen Langa, FLN Director
	Interview

	
	
	Shameem Siddiqi, Assistant Country Director, CARE
	Interview

	
	
	Lillian Mpabulungi, ProSCAd Project Manager
	Interview

	Kampala 
	27 Feb 
	Mary Bagumira, Programme Assistant, CARE
	Interview

	
	
	Robinah Kaitiritimba, National Coordinator, UNHCO 
	Interview

	
	
	Gabriel Tibuhwa, District Focal Point for ProSCAd
	Interview

	
	
	Warren Tukwasibwe, Regional coordinator for ProSCAd
	Interview

	Kasese 
	28 Feb
	NAYODE team – Yasin, Diana, Julius, Wachabu 
	Focus group

	
	
	YAPI team – Canon Semu, Samson 
	Interview

	
	
	Themba Zerubaberi, community development officer, Kasese 
	Interview 

	Karambi SC
	
	Adolescent mothers and Quality of Care monitors
	Focus group

	
	
	Boda boda riders
	Focus group

	
	
	SC leaders (with service providers) 
	Focus group 

	Bugoye SC
	1 March
	Queens group (former CSWs) 
	Focus group

	
	
	Quality of Care Monitors
	Focus group

	
	
	Sub-county leaders
	Focus group

	
	
	Yasin Tumwine, NAYODE coordinator
	Interview

	
	
	CORPS group 
	Focus group 

	Kasese TC 
	
	Boda boda riders
	Focus group

	
	
	Adolescent mothers group and QoC monitors 
	Focus group

	
	
	Kasese Town Council leaders 
	Focus group 

	Kabarole 
	2 March 
	Kabarole District Leaders/stakeholders 
	Focus group 

	
	
	AHURIO team – Andrew, Doreen, Alice 
	Interview

	
	
	Andrew Mugisa, District Focal Point
	Interview

	Bukuku SC
	
	Peer educator
	Interview

	
	
	Adolescent girls group
	Focus group 

	Kichwamba SC
	
	Community leaders and health service providers group
	Focus group 

	
	
	Campline Byagweri and Irene Kabachavi, nurses with Kichwama HC
	Interview 

	Fort Portal 
	3 March 
	Robert Rwamuhoky, Tooro Kingdom ASRH officer
	Interview

	
	
	Matsiko Godfrey, police community liaison officer
	Interview

	Kasese 
	
	Baita Pascal, ACAO
	Interview

	Travel, team mtg
	4 March 
	
	

	Kabale 
	5 March
	Rugwiza Marjorie, PHN/DHV, district focal point for ProSCAd
	Interview

	
	
	Mary Betubiza, DNO, Kabale district, and ProSCAd trainer 
	Interview

	
	
	Patrick Tumusiime, DDHS Kabale
	Interview

	
	
	Twesigane Maureen, Senior Probation Officer, Kabale
	Interview

	Rugarama HCIV
	
	Mercy Gakibayo, Enrolled nurse and in-charge of ASRH
	Interview

	Rubanda PHCP
	
	Adolescent mothers group
	Focus group 

	
	
	Parents meeting of parents & adolescents group (mostly female)
	Focus group 

	
	
	Sister Jane Seel, Rubanda PHCP in charge
	Interview

	
	
	Peer educator group (mixed gender)
	Focus group 

	
	
	Arinaitwe Mary Usta, Rubanda, nurse midwife 
	Interview 

	Kabale TC 
	
	Pentacostal Assemblies of God (PAG) team – Vincent, Moses 
	Interview 

	Kampala 
	6 March 
	Kevin Fitzcharles, CARE Uganda Country Director
	Interview

	
	
	Sereen Thaddeus, Senior Technical Advisor, USAID Uganda 
	Interview 


Persons completing staff and partner survey

Ahimbisibwe Elias, Rubanda PHC, AIDS programme counsellor in-charge 

Ajuna Doreen, AHURIO information, research and advocacy officer 

Arinaitwe Maryusta, Rubanda PHC, Enrolled midwife, coordinator of teen mothers 

Bagumira Mary, CARE programme assistant officer 

Bihanikire Samson, YAPI youth officer 

Diana Nasimbwa, NAYODE programme officer 

Kabajogya Alice, AHURIO volunteer 

Lubega Lucy, CARE Accounts coordinator 

Mugabe Joseph, CARE Internal auditor 

Mugisa Andrew, Tooro Development Agency, District Focal Person 

Ndyamusiimanta Sylva, Rubanda PHC, CBHC coordinator and parenting trainer 

Ngabirano Bernard, Rubanda PHC, Health counsellor 

Oshaba Stidia, Rubanda PHC, Enrolled midwife 

Rev. Canon Semu Baluku, SRD-YAPI, Project manager 

Rwamuhokya Robert, Tooro Kingdom, ASRH Programme officer 

Taasi Geoffrey, FLN, project officer ProSCAd 

Tibuhwa Gabriel, District Health Educator, Kasese and District Focal Point   

Tukwasibwe Warren, CARE ProSCAd coordinator 

Tumwine Yasin, NAYODE Coordinator 

Twesigye Julius, NAYODE, probation officer, HIV/AIDS and social protection 

Wachabu Tumusiime, NAYODE finance/admin officer 

Evaluation team 
CARE Uganda and partner participants 
Tukwasibwe Warren, CARE ProSCAd coordinator [field study]
Achieng Christine, Health Sector Coordinator  [field study]
Tibuhwa Gabriel, District Health Educator, Kasese and District Focal Point  [field study] 

Taasi Geoffrey, FLN, project officer ProSCAd   [field study and follow up quantitative study]
International team 

Jaime Stewart, SRH unit, CARE USA 

Tony Klouda, Africa Regional Advisor Reproductive Health, CARE
Tom Barton, CRC, Team Leader 
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ANNEX 4: Country level qualitative evaluation, tools used

1. Key informant interviews - total

Think ahead for 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.  

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? 

2. has the project caused or contributed to any unintended results – if so, what, how, why, for whom? 

3. what ambitions of the project and its partners have been realised?  What helped that process 

4. what ambitions/expectations have not been realised?  And why?  

Health status and social change 

1. what were the accomplishments relative to the project hypotheses and proposed results?  Success at reaching the most marginalised groups if that was part of the hypothesis 

2. specific changes among adolescents – what, who affected

3. what, if any, other health impact has the project had?  (including FP)  (by what means) 

4. what, if any, other social impact has the project had?  (underlying causes of poverty, gender, violence, changing attitudes, etc.?)

· if/how segmenting of the population has contributed (positive or negative consequences of segmenting, e.g., labelling or exclusion)

· if/how have social and service networks been strengthened?  

· Links with health services? 

· Change in community attitude toward their responsibility and role in the project (CARE as a partner > donor)

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? 

6. if/how has the project influenced health programmes at other levels in the country? 

Organisational and institutional change 

1. how have staff changed in the way they view their work (attitudes toward SRH, development, themselves as partners, etc.); 

2. changes of practices within groups/organisations – if so, what, how and why? 

3. role/effectiveness of project documentation – what was done and how did it contribute to organisational change? 

4. role of project in influencing CO approach to programming?  Contribution to country strategy 

5. leveraging of additional funding as a result of the project

6. changes in groups to become agencies in their own right (and changes in individuals) 

7. developments linked to/with advocacy, including changes in laws, policies, practices; and actions taken by leaders 

8. perceptions of outsiders about the groups 

9. perceptions of group members about authorities, leaders, agencies, services 

Monitoring and evaluation 

1. methods of assessing and measuring progress and ‘success’ (jointly with ProSCAd, individually and organisationally)

2. measurement/assessment of impact of advocacy and policy change efforts 

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?  

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? 

3. role of high level of community participation and input in determining project focus

4. project flexibility and ability to be responsive – pluses and minuses (too much?  Project didn’t need to have answers up front)

5. use of M&E to inform decisions and adjustments?  Was evidence used, what evidence? 

Project understanding/conceptualisation 

1. changes in understanding of/about the project over time 

2. changes in networking and understanding of supportive framework over time 

Project implementation 

1. how was the project implemented?  Were the activities of high quality and appropriate?  Would others have been more appropriate? 

2. what was the balance of focus and was it appropriate between: 

· project process – social analysis, community discussion approaches, partnerships, etc. 

· implementation of technical activities (activities specific to SRH technical areas0 

· broader activities (advocacy, partnerships, quality of care, institutional capacity building

· addressing cross-cutting areas (gender, policy, violence, marginalised populations, rights) 

· comment on pluses/minuses of the balance between process and solid inputs 

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? 

· If/how has the project influenced/changed the way its partners work?  Links with local government

4. coping with challenges – what challenges, how coped 

5. exit strategy

· is there one?  Is it realistic? 

· How have stakeholders and partners been involved in preparing for the end of the project?  

· Recommendations for making the transition smoother? 

Project management 

1. Relationship with health sector and/or CO – level of CO management support 

2. management of human resources, materials, and finances (organogram, reporting systems, etc. 

3. capacity of the IP staff relative to what was expected of them in managing such a different project approach 

4. level of TA appropriate?  How much was needed? 

· What was the contribution, level of effort, benefit, challenges of the learning group?  

Assessment of the ‘model’

Country specific innovations model 

1. how might this project contribute to CARE’s overall goal of developing innovative approaches to development and health?  

2. Where does the project model fall in terms of 

· Cost effectiveness/efficiency, level of impact, technical soundness

· Potential for replication in different contexts and/or at a larger scale?  Required staff capacity and level of effort implementation 

· Potential for sustainability, local ownership (how to define?)

· Contribution to empowerment, rights, underlying causes, etc.? 

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?  

CARE’s learning model 

2. Key informant interviews – example of short guide

The following set of questions is an example of a short version of the above topic guide used with leaders at district and SC levels 

ProSCAd
· What is it?  

· When did it start – and what changes over time? 

Network 

· Who are the stakeholders/partners?  

· What is it?  

· Roles, services, agreements, links, shared activities

· Other projects

· Conceptual presentation/understanding

· Meetings, outcomes (including dialogue meetings and other types)

Selection 

· Locations, adolescents/excluded groups, agencies 

· Who involved?  What consequences 

· Groups and group formation process 

Outcomes 

· For adolescents

· For organisations/agencies 

· For policies, laws, practices 

· District data for adolescents over a 4 year period (pregnancies, FP, STI) 

· Role of FP 

Successes 

· Have there been any?  If so what?  Shown how?  Why did it happen?  

· Expectations that have been met? 

· Expectations that were not met?  And why? 

Unmet need 

· Who is in need (e.g., other excluded categories, numbers of the present categories that are not reached)

· What issues?  What options?  

Exit/transition 

· What in plans and budgets for adolescents (e.g., district development plan)

· What brokering, concept notes, proposals?  

· What implications? 

Most significant change 

3. Focus group discussions with project participants  

1. Concepts 

What is your understanding of the ProSCAd project?  

2. Project timeline 

What has been the evolution/development of: 

· the partnership network 

· the particular group (here in this meeting) 

What have been key events influencing the timeline: 

· what, how, when

· why, what consequences 

3. Changes/outcomes 

What specific changes have occurred among adolescents? 

· Who was affected?  And how?  

· 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 groups work in this project (compared to other groups, other projects)?  

In what ways is your group a partner organisation?  With whom?  For what purposes/activities?  

Who does your group help that are not members of your group?  

Where or from whom does your group get help and support (what is the ‘network’)? 

What have been any key sources of power/influence to your group?  Key roles, changes over time?  

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 realised?  What helped?  

What ambitions/expectations have not been realised?  And why?  

6. Most significant change 

Out of all the changes in the group over the life of this project, what was the most significant change you have seen?  

· Who, what, where, when?  

· Why significant?  

ANNEX 5: Staff/partner survey 
Tool used 

Innovations project – final evaluation 




Staff survey
Name __________________



Organisation ________________________

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?)

5Sentence 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?

Analysis – summary 
Question 2 – Most significant change 

Issues - Adolescents 

Attitude changes 

· Alcohol, happiness, hope for future, self-confidence

Knowledge changes 

· Awareness of rights and responsibilities 

· Learning life skills 

Mobilised and responsible 

· Peer educators 

· Support groups 

Personal behaviour changes 

· Feeding children well 

· Livelihood efforts – IGA, savings and loan, credit groups 

· Manner of dressing – less provocative, better clothes 

· Speaking about lives in public 

· Taking action

· Use of health services 

· VCT 

· Re-enter school 

· Stop prostitution 

· Marry partner of choice 

· Use family planning 

· Self protection from rape/defilement 

Issues - Adolescent-parent relations 

· Relations improved 

· Reduction of stigma and discrimination 

· Family reconciliation 

· Family support 

· Parents change sex behaviour – more privacy from children

Issues – community 

Change of community attitudes/behaviour

· Attention to ASRH 

· Community sensitisation 

· Community responsibility  

· Creating by-laws 

· Community dialogue 

· Community identification of most vulnerable

· Reduction of stigma and discrimination 

· Improved support for vulnerable adolescents 

Issues – local and district leaders 

· Attention to ASRH 

· Attention to laws and policies 

· Capacity building 

· Focus of groups and leaders on most vulnerable adolescents 

· Health service behaviour change – more open, training for adolescents 

· Network of stakeholders

· Development and use of “parenting trainers” for parents  

· Sensitisation on sexuality and sexual behaviour 

Issues – observable significant impacts 

· Child health improved 

· Families reconciled 

· Marriages to partner of choice

· Re-entry to school for adolescent mothers 

· Community responsible behaviour by adolescents 

· Reduced vulnerability among participating adolescents  - to alcohol, STIs/HIV, sexual abuse/exploitation, early pregnancies 

Question 3. Why do you think this issue and its story are significant?

Change is possible (core idea repeated in many ways)

· Achieving change 

· Adolescent health change 

· Potential for lessons to other projects 

· Potential to address ASRH issues 

· Reduced early marriage 

· Reduction in sexual abuse/exploitation 

· Reduction on alcohol 

· Stigma reduction 

Adolescent attitude and behaviour change 

· hope for future 

· aware of laws and policies 

· gain self-worth 

Adolescents involved as project ‘partners’

· Examples can show others – role models 

· Multiplier effect 

· Potential to address other marginalised youth/adolescents 

· Value of participation 

Adolescent-parent relations 

· Family reconciliation  

· Parent as role model

Community attitude change 

· Trust 

· Communities need the youth (and need to care for them)

· Youth are the future

Commitment and support of stakeholders 

· Adolescents higher on agenda – vs. Past marginalisation of adolescents 

· Awareness of different issues for different groups of adolescents – segmentation 

· Improved networking of stakeholders - Sharing of resources and responsibilities

· Increased gender awareness 

· Provider attitude change 

Strategies that work 

· Community-based, bottom up 

· Exposing conditions/life of vulnerable – needs identification 

· Focused response actions 

· Reaching the marginalised 

Question 4. Who has contributed most to this outcome?   

Analysis was not very useful, as there was no pattern to the suggestions 

Question 5a) The thing that I find most useful about the Innovations project approach or process in this country is:

Network support approach (most common response)

· challenging all 

· helping adolescents 

Participatory approach (second most common response)

· Local ownership, self-managed, local ideas, sustainable  

Working as partners (third commonest response)

· Easy to share challenges and experiences 

· Including communities as partners 

· Joint efforts, each with own role

· Working with wide community 

Reaching the unreached (fourth commonest response)

· Open, reached the teenagers 

Dialogue meetings 

· Challenging communities with issues 

· Involvement of leaders 

Flexible approach 

· Able to manoeuvre and change approach; get to real issues, ensure impact 

· Broad issues – life skills, livelihoods, more than RH alone 

Sensitive issues 

· Confronting sensitive topics openly, with truth, objectivity 

Improving adolescent/adult relations 

· Trust, appreciation of problems, improving policies and practices 

Question 5b) The thing that I am most worried about with this process is….

Sustainability (the very most common answer, included by almost everyone in one way or another)

· for adolescents - continuity without trainings; other challenges likely; short time, incomplete capacity building  

· for mobilisers/facilitators - without funds 

· for communities - continuity without partners; short time; needs continuous awareness raising 

· for leaders - relative priority for leaders 

· of outcomes - short time (first year with no implementation)

· of support network - short time; weak resource base; increasing challenges 

Needs 

· to improve support network 

· flexibility, to tap innovations, to respond to challenges of adolescents  

· more external skills, e.g., facilitation – but can be hard to mobilise 

Scaling up 

· Only small project so far

· Continuous emerging vulnerable groups 

Adequacy 

· of support network; 

· hesitancy by some potential members; need for all players on board to change laws and policies 

Expectations 

· demand for services is increasing 

Documentation 

Question 6. Imagine that it is now 2009 or 2010, how will we know that this approach has been useful?

Issues – indicators of success

For adolescents 

Changes in adolescents – general 

· early use of health services 

· girls retention in school/completion of education

· lives improved, 

ASRH indicators 

· awareness of FP, 

· confident in handling sexual life  

· delay of sexual debut, more abstinence 

· reduce defilement cases, sex abuse 

· reduce early pregnancy,

· increase child spacing 

· reduce early marriage 

· reduce teen STI

· reduce HIV

· increase VCT by adolescents 

Adolescent participation 

· in policy implementation 

· participation in community affairs  

· empowerment 

Changes in adolescents 

· sustained 

· documented, shared 

· shared to next generation to prevent issues for them 

Mutual support groups 

· increased number, 

· sustained, sustained by own activities, 

· include support for family planning  

Changes in youth 

· gainful employment by youth  

· sustained and expanded microfinance activity/groups (by youth)

For communities 

Changes in communities 

· Increase knowledge of parenting: skills, communication

· Better adolescent/adult relations (parents and children); parents talking to children 

Network of support 

· priority for adolescent issues among leaders 

· local organisations continue involvement 

· network sustained 

· network expands to other vulnerability issues 

· continued use of involvement and dialogue approach (challenging)

· enlarged, with district commitments

· Capacity for innovation maintained 

Services improved 

· More available for adolescents

· Capital investment in facilities 

Local ownership 

· by community 

· leaders  

· sustainability without external support 

Policies and laws 

· In place and implemented 

· by-laws created and implemented 

· rape cases followed up by police and courts 

For project 

Applying project lessons 

· applying to other needs; 

· applying in other locations (up to national)

· using network of support strategy 

· scaling up to larger area, 

· fundraising 

· applying in other projects 

Policies and laws 

· influenced by evidence from the project 

Beneficiaries 

· Numbers of adolescents helped 

ANNEX 6: Terms of reference for follow-up quantitative study
Design issues: 

· Time period for data collection – retrospective for 4 years - i.e., from early 2003 up to the present

· Desired data time units - monthly totals 

Locations - 10 in total 

· Kasese - 4 units: Karambi, Bugoye, Kasese TC (or the unit that is most relevant for project target groups in Kasese TC), and one non-project location in a sub-county neighbouring one of the rural project sub-counties

· Kabarole - 3 units: Bukuku, Kichwamba, and one non-project location in a sub-county neighbouring one of the project sub-counties

· Kasese - 3 units: Rugarama, Rubanda, and one non-project location in a sub-county near Rubanda

Indicators to collect and use for field analysis/dialogue 

The following indicators could be extracted from records, and would be useful: 

· Number of adolescents and adults attending for antenatal care/receiving ANC services by age, per month and adolescents as percentage of total antenatal visits 2003-2007

· Number of adolescent pregnancies and/or deliveries as percentage of total number of deliveries and/or pregnancies by age, by month for 2003-2007

· Number of adolescents receiving FP/contraception services by age, types of FP methods/commodities received,  by sex, per month and as percentage of total FP services offered 2003-2007  (note – condom records for boys/men may be in a separate register)

· Number of Adolescents treated for STIs by age, sex, per month and as percentage of total STIs, 2003-2007

Tasks  
District level - tasks will include: 

· Interact with the DDHS or his/her representative at district level.  This could be done ahead of time by Warren for all three districts, and in that way, lay the ground for a smooth exercise without any worries.  

Health unit level - tasks will be as follows: 

· locate the necessary records to extract information on the desired indicators 

· enter the data into a computer (or palm pilot, etc.) using an Excel spread sheet so that trend charts can be immediately generated on screen and shown to staff (contingent on health units having power)

· elicit explanations about any observable trends, including important bumps and valleys, from responsible staff (preferably ones working with FP & ASRH issues, and preferably ones that have been in the health unit for all or most of the life of the ProSCAd project duration) 

Tool for data collection and preliminary analysis

· Use the prepared tools that have been presented by Taasi and reviewed with Tom (Excel spread sheets).  

Use selected probes when discussing the emerging trend lines with the staff of the unit: 

· human resources ( major shifts (up or down) in human resources at the units could affect trends

· commodities ( availability of condoms, test kits, FP supplies, etc. could affect attendance and uptake 

· capacity ( capacity building activities, e.g., training courses for staff, could affect behavioural patterns and skills of staff, and therefore their diagnoses and responses to clients 

· policy ( "orders" to be gender sensitive, adolescent friendly, etc. could affect their service patterns 

· disease outbreaks ( as already noted, epidemic conditions can affect attendances 

· social disturbances/changes ( elections, closure of IDP camps, etc.  

· rumours ( outbreaks of rumours about FP methods, STIs, staff competence, etc. can affect attendances 

Confidentiality 

· All information about names is only to have enough ID (identification) to be fairly confident in our tallies of numbers of clients.  Every effort should be made to avoid recording full patient names to avoid any accidental breach of confidentiality.  Preferably use only initials in making any written or computer notes about clients (whether for pregnancies, STIs, or FP services), though their clinic numbers could be used to ensure we are able to remove duplications.  

Time-line to gather quantitative data  

Preparation - 1 day - finding enough information/documents to develop a suitable data entry format and reviewing it the evaluation leader.   
Data collection – 15-20 days; it is likely to take 1-2 days per health unit, depending on their quality/organisation of the data, and the accessibility of their records for the 4 year time span.  We expect that he will be going to 10 units, as per the outline above.   
Analysis – integrated during fieldwork, and up to 2 days after return from the field processing the results

Travel - 2-3 days - be sure to allow for travel to the west, plus travel within the region - including travel to/from from district headquarters to the units, and between units in the same district.  Note also that he would only be able to get information from clinics on business days, since the majority of the facilities are government sites.  

This gives an estimated span of 24 person days of work; contingent on a refined estimate based on checking the availability of this information.  (and contingent on the records even being there - and not lost to insects, water damage and the like)
Ideally, the task would be done before the end of April (30th April) 

ANNEX 7: Health facility data – Summary quantitative analysis 



7.1a. Family planning data 
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Kasese:  Project locations = Bugoye, Nyabugando, St Paul.  
Non-project location = Maliba 
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[image: image16.emf]Rubanda Adolescent Deliveries 
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Kabarole 
Project locations = Bukuku, Kichwamba

Non-project location = Kijura 
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Kabale 
Project locations = Rugarama, Rubanda (no FP)

Non-project location = Hamurwa
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7.1b. Commentary on the findings 

	District 
	Health unit 
	Project link 
	Affiliation 
	Factors affecting ANC and delivery services – from discussion with clinic staff 
	Observations on trends 

	Kasese 
	Bugoye HC III
	ProSCAd-NAYODE Project area


	Government  
	FP had been stopped as a service because the midwife had gone for further studies.  This affected deliveries and Antenatal services in 2003/2004.  Currently, FP services are offered but the records were not completely available except for the first quarter of 2007.  The centre as well has periodically experienced shortage of FP supplies.

According to Jones Kitambara, one of the Community Owned resource persons and psycho social counsellor, it was mid 2005 that the queens group was formed and community sensitization was increased through their group by NAYODE.
	Declining trends in adolescent use of FP in all project facilities; missing data from the non-project facility in the latter part of the time frame.  

Conclusion: no discernable project effects on levels of FP services provided by these facilities.  

	
	Nyabugando HC III

(Karambi SC)


	YAPI-ProSCAd Project area
	Church of Uganda clinic 
	YAPI used the church system in previous African Youth Alliance (AYA) project.  Mawa Demeterious, a Quality of Care of Monitor, recalls that in 2004 there was a debate on whether FP services should be accessed from church facilities, especially for the unmarried, since it indirectly promoted “immorality” or even “infidelity” in marriage.  After the AYA project closure at the end of 2004, FP clients, especially the youth, dropped in numbers because the Quality of Care Monitors were no longer facilitated to mobilize and even sensitize the adolescents. 

ProSCAd started early 2005, according to Mawa and this when they again resumed the outreaches to mobilize and sensitize youth as well as referring them for the services at the centre.  The centre is highly organized in data management except one FP register (January-September 2003) that had been misplaced.
	

	
	ST Paul HC IV
	YAPI-ProSCAd project area
	Church of Uganda clinic 
	One of the staff that was trained by African Youth Alliance (AYA) to provide youth friendly services left the unit upon dismissal and some of the records were could not be traced there after.

After the AYA project (the AYA project closed at the end of 2004), FP supplies got out of stock.  In addition, there was a directive issued in 2005 from the top leadership of the church to ban FP services for it was against the canons of the Church of Uganda.  Currently there is no FP service offered at the health centre with an exception of a few supplies offered to clients at a cost and in private by some of the nurses.  Most of the clients for FP, including adolescents, are referred to the government centres such as Kasese town council health centre for Family Planning services.  As such, it is not possible to quantify how many adolescents have accessed the FP services except when there are voluntary ‘confessions’ at meetings by some adolescents.  The centre like many others did not have records on condom supply neither did they have reports from the various persons including Quality of Care Monitors who supplied condoms to adolescents in communities.
	

	
	Maliba HC III
	Non ProSCAd Project Area
	Church of Uganda clinic 
	The unit is church founded; FP was stopped as well after the African Youth Alliance.  Available data was 2003-2005.
	

	Kabarole 
	Bukuku HC IV
	Tooro Kingdom-ProSCAd Project area
	Government 
	The centre had been understaffed a few years ago and this affected services; No midwife stayed at the centre till recently, partly due to the ADF insurgency in the neighbouring area of Bundibugyo.

Adolescents who come to seek FP services are received by two nurses at the centre who were trained by African Youth Alliance (AYA) on how to deliver youth friendly services.  The two work closely with Tooro Kingdom.  Records on condoms were however not easily traced except only five male clients registered in 2005.  This did not mean, however, that there was no supply, as I witnessed peer educators collecting them to supply in the communities.
	Mixture of patterns.  Appears that numbers of adolescent FP users have been substantial in Bukuku, and stable or slightly rising during the project period.  In Kichwamba, the numbers declined, possibly due to external factors, but are now climbing back up again. 

In the non project area, 

Conclusion: there is no firm evidence of project effects on FP service utilisation 

	
	Kichwamba HC III
	AHURIO-ProSCAd Project area
	Government 
	FP services are sought by mostly women who wish to remain anonymous for fear of their husbands to find out.  Most of those seeking FP choose Depo-Provera because of its easy administration compared to the pills.  Therefore, name, age, sex and address of the clients are not taken to maintain confidentiality of the clients.  Condoms are not registered in the FP register and neither is their special register for their supply.
	

	
	Kijura HC III
	Non ProSCAd Project area
	Government 
	The unit is remotely located, and often experiences shortage of FP supplies, e.g., in 2005, 2006 and 2007 there were shortages of supplies on different occasions.

According to the midwife, FP records before January 2005 were taken without age, address and sex for confidentiality and to avoid the stigma associated with it
	

	Kabale 
	Rubanda PHC HC III
	Rubanda PHC-ProSCAd Project area
	Catholic Church clinic 
	The facility being catholic founded, it does not offer Family Planning services but refer those who need the service to other facilities such as Hamurwa HC IV.
	Mixed trends – one facility does not do FP.  In Rugarama, the records are so incomplete that it is not possible to be confident about the trend information.  Interestingly, the non-project facility, which receives referrals from a project facility, does show a rising trend in FP use.  

Conclusion: cannot see any firm evidence of project effects on FP use.  

	
	Rugarama HC IV
	Rugarama-ProSCAd Project area
	Church of Uganda clinic and hospital
	The facility was a former partner in CARE-SHADO; later, they participated in the planning and in most of the initial ProSCAd meetings.  Due to incomplete use of SHADO funds, the facility did not receive funding from ProSCAd, but it did adopt the “ProSCAd approach” in reaching adolescents.  However, outreaches to communities were reduced after the closure of SHADO in June 2005.

Most of the registers/records were not available, which was attributed to a fire that gutted the old premises of the facility some two years ago.
	

	
	Hamurwa HC IV
	Non ProSCAd Project area
	Government 
	The facility was a health centre grade three (III) till 2004 when the government upgraded it to HC IV.  Staffing was consequently looked into and by 2005 the facility was staffed, including midwives.  
FP according the officer in charge of records and the midwife on duty at the time of collecting the data has remained a private practice (it is a woman affair, husbands oppose it) hence no particulars of individuals were taken for confidentiality and fear of stigmatization of those seeking the service.  No FP records were obtained for 2003 and 2004.  The registers were missing.  
	


Note – not all methods of FP require attendance at health units, e.g., abstinence, counting days, withdrawal, condoms and traditional herbs are usually managed as self-treatment, perhaps mediated by peer educators, but not entering the above record keeping system.  

Overall note – this is a fairly depressing picture overall in terms of family planning – levels of family planning service use appear to be declining rather rapidly in all facilities except one.  This also fits with increasing levels of ANC and delivery service use in the next set of charts (see below).  
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7.2a. ANC and Delivery data for adolescents 
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7.2b. Commentary on the findings 

	District 
	Health unit 
	Project link 
	Affiliation 
	Factors affecting ANC and delivery services – from discussion with clinic staff 
	Observations on trends 

	Kasese 
	Bugoye HC III
	ProSCAd-NAYODE Project area


	Government  
	The records available some of which bear no age of clients in ANC and delivery were challenging to interpret and adopt.  The increase in numbers of adolescents seeking ANC and Delivery services, particularly in 2005, was not easily explained by the newly transferred clinical officer in charge and the records clerk.  The midwife however attributed the increase in deliveries and ANC to the good services offered and the fact that this is when more people learnt that she was stationed at the unit.  According to Jones Kitambara, one of the Community Owned resource persons and psycho social counsellor, it was mid 2005 that the queens group was formed and community sensitization was increased through their group by NAYODE.
	ANC – rising trend in ANC attendance (both adolescents and adults) in all four facilities, no differences for project areas.  

Deliveries – two are continuously rising, one with an acceleration in ’07; and two show a slight decline in ’06 – one a project area and one non-project location.  

Interestingly, St Paul is the only facility where deliveries exceed ANC visits.  

Conclusion – no perceptible effects due to the project in this district 

	
	Nyabugando HC III

(Karambi SC)
	YAPI-ProSCAd Project area
	Church of Uganda clinic 
	The combination of project related sensitization efforts coupled with and enhanced by formation of support groups might have had an impact on the ANC and deliveries in the health unit.


	

	
	ST Paul HC IV
	YAPI-ProSCAd project area
	Church of Uganda clinic 
	YAPI’s former service delivery coordinator, Ms Esther Magezi, who is currently on study leave, was based at the health centre till May 2006.  She was the direct link between services and the adolescents.  The quality of Care Monitors based in the community always referred adolescents to the health centre for ANC and delivery services. 

The ANC registers for January-September 2003 and July 2005-August 2006 were not able to be located from any of the records shelves or the wards by any of the staff.  The delivery register January 2003-June 2004 was also not found.
	

	
	Maliba HC III
	Non ProSCAd Project Area
	Church of Uganda clinic 
	Records for ANC August to November were not available at the time of collecting this data.
	

	Kabarole 
	Bukuku HC IV
	Tooro Kingdom-ProSCAd Project area
	Government 
	The facility serves as a catchment area for the mountainous inhabitants of Kabarole district and neighbours Kichwamba sub-county.  Most of those around the facility especially the Bakonzo are known for early marriage according to one Mr. Baluku Richard a nursing assistant at the facility.  

The centre had been understaffed a few years ago and this affected services such as delivery. 

No midwife stayed at the centre till recently, this partly was also due to the ADF insurgency in the area in the neighbouring District of Bundibugyo in the previous years.  Deliveries were conducted only during day time till mid 2006 when the midwife accepted to work night duty and stay at the health facility.  The doctor in charge, Dr. Hilda Tumwebaze reported to the facility in August 2006.  It is around this time that other midwives were also posted at the centre.  All those mothers referred from Kichwamba HC III prefer to deliver from the facility because the mini operating theatre is functional.
	ANC – no clear patterns; seems to be relatively stable in all facilities.  

Deliveries – did decline in 2006 in Bukuku, with most of the decline due to fewer adolescent deliveries (adults down by 20, adolescents down by 85); while levels were rising in the non-project area.  

Bukuku health centre provides ANC/maternity care to women from both Bukuku and Kichwamba; may be seeing some project effects in the delivery decline.  

Conclusion – possible project effect in Bukuku, however, this is only ‘suggestive’ and not firm.  

	
	Kichwamba HC III
	AHURIO-ProSCAd Project area
	Government 
	According to the midwife, Ms Hamurwa Rose, the sub-county has had high cases of adolescent pregnancy for years and this explains where for ANC data, early marriage in the area according to the Midwife is the major cause of this trend, the number of adolescents has prevailed over adults since 2003.

No midwife stays at the unit and therefore women fear to come for delivery.  No deliveries are conducted at the unit.  Referrals are made early enough and most of those who seek ANC from the unit deliver at Bukuku HC IV.
	

	
	Kijura HC III
	Non ProSCAd Project area
	Government 
	Like the neighbouring Kichwamba sub-county, adolescent pregnancy in the area is more than it is in adults.  “One of the reasons is because no one has challenged or addressed the issue because the community and government seem to be comfortable with it”, said one of the staff at the unit.  This response came after finding many 14 and 15 year olds in the ANC and delivery registers. 

There was no midwife at the centre till July 2004 and hence no deliveries were conducted before then.
	

	Kabale 
	Rubanda PHC HC III
	Rubanda PHC-ProSCAd Project area
	Catholic Church clinic 
	The Centre was the first in the ProSCAd partnership to start group formation basing on their experience with SHADO where they had formed drama groups.  Rubanda works through peer educators and a drama group who do sensitization and mobilization in communities.  According to Sr Jane Fell, the administrator and acting Officer In charge of the facility, ProSCAd did not fund the drama component of the Program and this she believes affected the numbers of young people turning for services especially in 2006.  

The first adolescent mothers’ group was formed in March 2005.  There is a radio program that encourages women to seek PMTCT service in the facilities and this according to Rubanda staff could have caused an increase of both ANC and delivery in 2005 as well.
	ANC – levels are rising in all facilities, though much more rapidly for adolescents in Hamurwa, the non-project location.  

Deliveries – slight decline for adults and adolescents in Rubanda in 2006, but numbers are not large.  

Rising deliveries in the non-project location, particularly among adults. 

Conclusion – no evidence visible of project effects  

	
	Rugarama HC IV
	Rugarama-ProSCAd Project area
	Church of Uganda clinic and hospital
	Cost sharing at the centre as opposed to the government facilities was given as reason for the low numbers and non at times for any of the services.  Most people therefore prefer to seek services from Kabale Hospital according to Ms Mercy one of the nurses at the centre.  The non functional operating theatre was another reason given for the above trend especially deliveries.
	

	
	Hamurwa HC IV
	Non ProSCAd Project area
	Government 
	Hamurwa, health sub district headquarters, experiences a high influx of patients from kabala district and some from the neighbouring Kanungu district.

The facility was a health centre grade three (III) till 2004 when the government upgraded it to HC IV.  Staffing was consequently looked into and by 2005 the facility had gained popularity in terms of services delivered and the staff offering them.  This according to Sam, the medical officer in charge explains the increase in ANC and delivery numbers from early 2005.  PMTCT was started in 2004 as well and by 2005, the service was popular.  Some of the OPD registers were missing and this explains why no records appear on the graph for the periods march to June 2005 and June to October 2006.
	


Notes overall – qualitatively, the information from respondents was much more impressive than this data.  A key factor explaining the difference is that the numbers of adolescents participating in the ProSCAd project groups are actually quite small relative to the numbers attending for ANC and deliveries at the various facilities.  As such, it would have been interesting to have had survey data of project participants to compare with the trend data – though there would always be the question of any confounding factors related to the selection and participation of the project adolescents.  In this sense, although the qualitative data is quite impressive, particularly in view of the recent history pre-project for the adolescents who were recruited, but this quantitative data shows that the project was still too small and ‘pilot’ scale to have made a substantial difference in the ASRH indicators for the sub-counties where the project was operating.  . 

The exceptions to this pattern may be Bukuku health centre, which actually provides ANC/maternity care to women from both Bukuku and Kichwamba; in addition to which, having relatively low numbers of attendees, there is a greater likelihood that we may be seeing some project effects in the delivery decline.  A similar pattern, though having smaller numbers, is also seen at Rubanda in Kabale, another project location.  Unfortunately, this is only seen for one year (2006); data from 2007 is incomplete for all facilities, including this one, and the project is ending – so this information is only ‘suggestive’ and not firm.  Moreover, Maliba in Kasese, which was a non-project area, shows a very similar pattern, albeit with considerably smaller numbers.    

In all facilities except one (St Paul in Kasese), the numbers of deliveries are about 1/3 to 1/5 of the number of ANC visits (though the full range is about ½ up to 1/10), suggesting that many women are delivering from home or with traditional birth attendants outside of formal health units.  [check if the data is correct, or reason why]

There is a mismatch between the greater numbers of adolescents attending for ANC in Hamurwa versus the lower numbers of adolescents delivering in a health unit.  [check if the data is correct, or reason why]

7.3a. STI data 

Kasese district 
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Kabarole district 
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Kabale district 
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7.3b. Commentary on the findings 

	District 
	Health unit 
	Project link 
	Affiliation 
	Factors affecting ANC and delivery services – from discussion with clinic staff 
	Observations on trends 

	Kasese 
	Bugoye HC III
	ProSCAd-NAYODE Project area


	Government  
	Of the available records for STIs, some bear no age of clients and the OPD registers were challenging to interpret and adopt.

The increase in numbers of adolescents seeking STI treatment particularly in 2005 was not easily explained by the newly transferred clinical officer in charge and the records clerk.
	STIs – after a peak in 2003 or 2004, the levels have been declining in all facilities, and for all age groups.  There is a slight exception in Bugoye, where the adolescent peak occurred later than the adult peak, but it has now started down as well. 

Conclusion – no obvious project effects for ProSCAd, though possibly some effects for the earlier AYA project 

	
	Nyabugando HC III

(Karambi SC)


	YAPI-ProSCAd Project area
	Church of Uganda clinic 
	Regarding the reduction in numbers of those treated for STI over the years, clinic staff attributed this to earlier AYA efforts and probably ProSCAd that linked adolescents to the health services and sensitized them on prevention as well as supplying condoms to both girls and boys.

The centre has not had STI testing reagents in the laboratory and this explains why there were no cases recorded in 2007 
	

	
	ST Paul HC IV
	YAPI-ProSCAd project area
	Church of Uganda clinic 
	The clinic has had a ban on FP services, especially for adolescents based on ‘moral’ grounds; however, according to the Doctor In charge, the ban did not affect other STI diagnosis and treatment services.  The Quality of Care Monitors based in the community have continued to refer adolescents to the health centre for STIs services.
	

	
	Maliba HC III
	Non ProSCAd Project Area
	Church of Uganda clinic 
	STI records shot up between 2003-2004 due to the African Youth alliance efforts of Youth Friendly services and using the quality of care Monitors to link adolescents to the services.
	

	Kabarole 
	Bukuku HC IV
	Tooro Kingdom-ProSCAd Project area
	Government 
	ProSCAd has since late 2005 been working in the surrounding parishes and young people have always been referred to the facility.  Tooro kingdom with the staff at the facility has conducted health education and sensitization to the adolescent groups.  This is believed to have increased the number of adolescents seeking services.
	STIs – rising in Bukuku, and going up faster in adults than adolescents; up and down in Kichwamba, but that is due to external factors; the non-project area was down slightly in 2006, but unclear if that is a trend or not.  

Conclusion – no evident project effects.  

	
	Kichwamba HC III
	AHURIO-ProSCAd Project area
	Government 
	The Laboratory technician went for further studies and therefore the centre currently has none.  This was an explanation as to why STI cases dropped drastically after 2005.  Currently the STIs are only syndromically managed and others are not possible to confirm without the Laboratory tests.
	

	
	Kijura HC III
	Non ProSCAd Project area
	Government 
	Kijura HC III is remote, approximately 50km from Fort Portal town, and the road is very bumpy with a lot of potholes.  This partly explains why implementing agencies have not worked in the area.
	

	Kabale 
	Rubanda PHC HC III
	Rubanda PHC-ProSCAd Project area
	Catholic Church clinic 
	No STIs cases were recorded for the first quarter of 2007 due to lack of reagents in the laboratory which are supplied by the Ministry of Health through the district Directorate of Health services, Kabale district.
	STIs – in Rubanda, there appears to have been a decline since 2004, first among adolescents and then in adults; but this may reflect a downturn in service activities due to funding gaps.  Rugarama is difficult to interpret due to missing data.  Hamurwa appears to have an escalating trend in STIs, particularly if one extrapolates where there is missing data.  

Conclusion – no visible evidence of project effects 

	
	Rugarama HC IV
	Rugarama-ProSCAd Project area
	Church of Uganda clinic and hospital
	Most of the registers/records were not available and this was attributed to a fire that gutted the old premises of the facility some two years ago.

Cost sharing at the centre as opposed to the government facilities was given as reason for the low numbers and non at times for any of the services.  Most people therefore prefer to seek services from Kabale Hospital according to Ms Mercy one of the nurses at the centre.
	

	
	Hamurwa HC IV
	Non ProSCAd Project area
	Government 
	Some of the OPD registers were missing and this explains why no records appear on the graph for the periods march to June 2005 and June to October 2006.
	


Note – the quality and quantity of STI diagnosis and treatment seems to be dependent on lab supplies and human resources; when and where these were compromised, there were big gaps in data (and treatment).  

Most significant change story 


“I saw a change in the life of one of the beneficiaries.  One girl said that before the coming of ProSCAd she was selling alcohol and herself in exchange for money.  The girl had a child but she could not give good food to her nor could she take the child for health services.  After the coming of ProSCAd, she left prostitution.  The child now feeds well, she has been accepted back home and she is happy.”  


[local NGO project officer, Kasese]  





Most significant change story 


“The boda-boda cyclists and adolescent mothers from Kasese town council and Karambi sub-counties had been considered as bad groups – useless in the community.  Boys as defilers and drug abusers.  Girls as prostitutes.  Both as thieves.  But now they are recognised in the community as changed people.  This has taken place after involvement in dialogue and consultative methodology of ProSCAd.  Parents of adolescent mothers and wives of boda boda boys have seen a positive change in behaviour of their persons during the implementation of the Innovations Project.  Myself as a person thought that the target groups of adolescents were difficult people.  But now, something good has come and changed lives and trusted people – we see in Karambi and Kasese the sexual behaviour changes.”  


[NGO project manager, Kasese]  





Most significant change story 


“The boda-boda cyclists and adolescent mothers were a kind of group who were hopeless of the future, which the community thought were arrogant, thieves, sex maniacs, drug abusers, irresponsible and all sorts of abusers.  Indeed, most of them were, but in Karambi and Kasese town council, more than 80 boda boda cyclists and 120 young mothers are now hopeful of the future.  10 have gone back to school, 6 have got married to men of their choice, and 10 have been reunited with their families.  More than 90% of the above number have been involved in savings and loan associations, hand craft making, and above all they can now demand for health services.  More than 80% of these adolescents have tested for HIV/AIDS, others have saved lives by donating blood.  Personally, I thought that they were wrong people, but they are now great friends.”  


[NGO youth officer, Kasese]





Most significant change story 


“There is a girl, now aged 18, who was made pregnant at the age of 17 when her parents had sent her to visit their in-laws in Nyakishenji (Rukungiri district).  She was raped; when she reported to the parents, they chased her immediately not even noticing she had been made pregnant.  When the girl was astray, the Rubanda group, with the support of ProSCAd called the local leaders to interact with parenting trainers, of whom the father to that girl was a chairperson on the local council.  Because of what her father obtained from the training, when he went home, they started searching for the daughter whom he had chased.  Later she was recovered, but by then she was 8 months pregnant.  Her father and mother brought her back home because of what he learnt in the training with parenting trainers.  The girl was cared for on antenatal until the time of delivery up to now.  The doctor told us he would have gone to the police to arrest the responsible boy but the girl said she did not know/recognise the one who raped her.”  


[health worker, NGO coordinator for 


young mothers, Kabale]  





Most significant change story 


“The most significant change I saw was the realisation that working as a team with other stakeholders is the way to achieve much more, especially when it comes to working with the focus of addressing SRH issues.  There is now attention by leaders to the issues that affect adolescents and the specific actions of including in the district and sub-county by-laws to support/implementing existing policies.  The different organisations involved in ProSCAd have changed in the way they look at interventions and programming.  They now focus their effort of actions to work at addressing those left out of the support systems.  Partnership issues are clearer to the partners and CARE itself.  There’s a shift in thinking about CARE as a donor or source of funding to her being a partner within the framework of addressing SRH issues.  There is subsequent high degree of local ownership of activities and roles and responsibilities of addressing SRH gaps.  These are reflected within the leaders’ comments.”  


[Pros cad regional coordinator]  





Most significant change story 


“The most important change that has resulted from the project is the network of stakeholders in ASRH issues which has been realised out of our frequent dialogue meetings at various levels.  The stakeholders now recognise the importance of working together, sharing resources, information, and data to enhance the better living conditions of adolescents.  The stakeholders are capable of challenging each other to improve service delivery for adolescents.”  


[District focal person for ProSCAd, Kabarole]  
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Preparation for dialogue meetings with leaders 


The approach to the meetings was reviewed and the group rehearsed for the meetings in the afternoon.  It is important that they approach the leaders in the spirit of being true partners, who also contribute their own mechanisms of support for young people and who will have advice and ideas on how to manage the differences between households in their attitudes to young people.  





Essentially the meetings would be broken down into three phases:





Why we are here


Acknowledge some of the leaders have been working with ProSCAd and others may be new to it.


We are here because as different organisations in ProSCAd we have been reviewing the work and would like to review it further with the leaders as a number of issues have cropped up which we believe they can help resolve.


Say that different people have had different understandings of ProSCAd so check with them what they understand it to be about.  Talk about the network, the need to close the gaps and the importance of generalised support.  Explore and clarify the understandings among the leaders, and encourage them to come to their own understanding about support mechanisms.





Experience to date


Say that you want to review their experiences as well as our own.  Ask them to review their experiences first.  In discussing our own experiences mention the work with the adolescent mothers, the boda boda riders and the queens (former CSWs).  Say that we have seen particular success in terms of the establishment of support mechanisms in the groups you have worked with.  Mention the findings you have had in relation to improved responsiveness, responsibility, trust, behaviour change, attitude change and caring for others.  Reinforce the idea that general support (i.e. the fact that someone is providing support) is more important than the particular support that is given.





Say you want to continue to help groups become more supportive of young people, but that there are clear difficulties for the partners in ProSCAd.  Thus we have noted:


The differences in the ability to take care of one’s self are often related to the support provided by the family.


Despite the existence of laws and policies, there seems to be a continuing very high level of early marriage and of defilement.  This seems to mean that people are not very interested in the laws and policies and local social realities are more important for them.


That many young people suffer from exploitation of various kinds, and similarly some young people are exploiting others in the use of sex.





Choose an issue


Ask whether the leaders have noted these problems for themselves and if they regard them as important.  If they have, have they also noticed that there are differences between households or families in terms of the support they provide or in their attitudes to defilement or early marriage.


Ask what they are already doing about these situations in order to manage them.


Ask if they would like to improve the situation with regard to any one of these problems.


Ask if they think the more important unit is the family or the household.  How will each of these terms be defined?


If they want to work further on one, see if they already have an idea of the extent of the problem in quantitative terms.


Say you would be willing to work with them to clarify the extent of the problem and then to work on local policy that would improve the situation.  Say that that might mean your own organisation’s contribution.


Establish a date for a planning meeting for the next phase.


Each of these three areas for exploration should take up about 40 minutes, but it is more important to get through the first two and if not enough time is left to go back for the third part.





From: Klouda, T. (2006) Kasese & Kabarole ProSCAd review May 25 – May 31.  CARE International 





Schematic Representation of Promoting Safer Choices for Adolescents (ProSCAd) Project





National Level ProSCAd Partners�
�



Family Life Network�



HURINET�



UNCHO�



DSW�



CARE�
�









Different levels mutually reinforce each other to address gaps in policy implementation, and social and institutional support for vulnerable adolescents:





↓↓ Resulting in ↓ ↓








Better implementation of existing ASRH laws & policies





Community norms more supportive of vulnerable adolescents and general ASHR issues





More vulnerable young people reached and better integrated into their communities





Increases in use of SRH related health, school, and social services











District Level ProSCAd Partners (3 districts)�
�



Rugarama Health Unit/- MOH�
Rubanda Health Unit / Sisters of Mercy�



YAPI�



NAYODE�



Tooro Kingdom�



AHURIO�



District Health Bodies�
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Vulnerable types of adolescents reached by ProSCAd District Partners 


(as defined by communities in discussions facilitated by district partners)





In school adolescents					Out of school adolescents


Healthy living clubs			Boda boda boys, adolescent unwed mothers, adolescent


Abstaining adolescents					 fathers, rural sex workers





Dialogues (discussions) facilitated by ProSCAd District partners with communities to create supportive environments for adolescents





Parents





Religious leaders





Local gov’t reps





Community leaders





Cultural leaders





Adolescents





From: Igras, et al (2006) ProSCAd: Report of the Project Mid-term Review, October 2005
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