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EXECUTIVE SUMMARY

The purpose of this mid-term evauation isto assess the progress and effectiveness of the USAID
Adolescent Reproductive Hedth (ARH) program in Jamaica from its inception gpproximately
three years ago and to make recommendations for necessary modifications over the remaining
life of the program (Annex A). While the Futures Group’s Y outh.now project isthe primary
focus, the evauation aso includes areview of the performance of other related Cooperating
Agency (CA) ARH projects and activities funded independently by USAID/Jamaica

The ARH program is desgned primarily to address the pergstent problem of high fertility and
unplanned births among Jamaica s adolescent population. A number of key indicators of
program performance are included in the program’ s Results Framework (RF) (Annex C) and in
Y outh.now’ s Results Monitoring and Reporting Plan (RMRP). The RF and the RMRP are the
principa standards against which performance is assessed. In carrying out itstask, the
evauation team reviewed an extensive number of documents and reports, carried out Ste vidts,
and interviewed alarge number of key informants ranging from senior policy makersto
adolescent peer counsdlors (Annex B). The team prepared a summary of mgor findings and
recommendations, which was presented and discussed in Kingston at a meeting of
USAID/Jamaica, Minigry of Hedth (MOH) and The Futures Group Internationa

(FGI)/Y outh.now representatives on November 21, 2002. This eva uation report conssts of
detailed daboration and judtification of those findings and recommendations.

The report begins with a background description of the internationd and Jamaican experiencein
ARH, followed by sections describing program performance in the aress of fertility and
contraceptive use, increased access to ARH services, improved knowledge and skills related to
RH, implementation of nationa policies and guidelines in support of RH, and project
management and sugtainability. The key findings and recommendations in each of these areas
ae

Fertility and contraceptive use — The program does not appear to be resulting in significant
increased contraceptive use among sexualy active adolescents; therefore, new approaches
are recommended, including grester efforts to reach adolescents through private and
commercia sector channds and new efforts to reach older teens as well as new adolescent
mothersin clinica settings with hormona and other methods of contraception.

Increased access to RH services - Youth Friendly Service (YFS) modds and sitesin MOH
dinic sattings and in Non-Governmental Organizations (NGOs) designed to reach in-school
and out- of-school youth are reaching too few youth to judtify the intensve level of effort
required; therefore, the Y FS stes should be phased out in favor of more broad based training
programs for providers and other key groups, since training programs do seem to be having a
positive, across-the-board effect on increasing awareness and generating support for ARH
programs and activities.

Improved knowledge and skills— Most of the key dements (e.g. ahighly competent
implementation capecity) are in place for an effective behavioraly-focused communications
(BFC) program, though current efforts lack a sharp focus on behavioral outcomes dong with



BFC drategies linked to those outcomes. Therefore, the Y outh.now project needs a sharper
behaviord focus, including enhancementsin the aress of advertising, branded ARH sarvices,
advocacy communication, public relaions and information dissemination. Training efforts
have been especidly successful thus far and should be expanded.

Nationd ARH policies and guiddines— The Policy 11 Project and Y outh.now have made
ggnificant contributions to the nationd ARH poalicy agenda, though Y outh.now currently
lacks astrategic focus for both its nationa policy efforts and related work in policy
advocacy; therefore, more program funding and high level support for policy reformis
recommended, aswell asimproved efforts by Youth.now in the area of policy planning
and advocacy.

Project management - The Futures Group has performed well in managing the

Y outh.now project, though its performance would be enhanced with the addition of a
MOH *“focal point” to help coordinate and facilitate project activities within the
Minidry.

Program sustainability — though it is il relatively early in the project, much of the

current Y outh.now effort does not appear sustainable. That is, many Y outh.now
interventions are either ineffective, too costly, or because of their breadth and complexity
fal outsde of the more limited mandates of GOJ and NGO organizations. Moreover,
ingtitutional wesknesses and congtraints within both the MOH and the NGO sector make
adoption and expansion of ARH activities problematic. It is recommended that

Y outh.now incorporate systems for identifying approaches and interventions that have
potentia for sustainability aong with developing plansto roll-out promising activitiesin

a cost- effective manner.

The report concludes that, while it is recognized that much hard work by many skilled and
dedicated Y outh.now and other professionas have gone into this effort thus far, the results have
been less than promising; therefore, it is necessary to take action to refocus the program adong
the lines recommended in the report.
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l. INTRODUCTION

The overdl purpose of this evaluation isto assess the progress and effectiveness of the
USAID/Jamaica ARH program since the inception of the Y outh.now project in 1999 and to
make recommendations in program and project design and implementation for the remaining two
years of the current Misson Strategy period. While the emphasis of the evauation is on the
performance of the large Y outh.now project, related activities of other Cooperating Agencies
(CAS9) funded separately by USAID during this period are also addressed.  For purposes of this
evauation report, the word “program” is used when referring to the entire USAID-supported
ARH effort in Jamaica, which includes both Y outh.now and other CA activities. The word
“project” is used when referring to Y outh.now only. The report is divided up into sections
beginning with a Background overview of ARH programs worldwide and in Jamaican. Thisis
followed by a section containing an in-depth assessment of Program Performance, which
addresses progress and effectiveness relaive to stated objectives and indicators contained in the
USAID Strategic Objective #3 Results Framework (Annex C), performance monitoring plans,
contracts, work plans and other guidance provided by USAID/Jamaica to implementing partners.
This section focuses on activities faling within the three key Intermediate Results (IRS)
established for the ARH program — activities designed to improve access to ARH services,
activities desgned to improve knowledge and skills related to ARH and activities designed to
bring about the implementation of nationd policies and guidelinesin support of ARH. The next
section, Project Management, addresses the quality and effectiveness of The Futures Group’'s
(TFGI) management of the Y outh.now project. Thisisfollowed by a section on Program
Sudtainahility, which examines sustainability of the program in the context of key inditutiona
congraints and potentia of the Ministry of Hedth (MOH) and other Government of Jamaica
(GOJ) ARH implementing agencies. Findings and Recommendations, for both mid-course
corrections aswell aslong-term directions, are a critical part of this evauation and are included
as gppropriate within each of the foregoing sections. The find Conclusions section summarizes
the degree to which the program is mesting its stated objectives based upon the forgoing
andyss.

Specid note needs to be made of HIV/AIDS prevention and control and how this important
activity is addressed in this evauation. USAID supports HIV/AIDS prevention and control
activitiesin Jamaica both through Y outh.now as part of its integrated ARH approach to
adolescents, as wdl as through a much larger and more comprehensive categorica HIV/AIDS
project implemented through the MOH and other CAs (HIVV/AIDS Prevention and Control
Project). The current SO #3 Results Framework includes indicators related to HIV/AIDS at the
SO and IR levels. However, Y outh.now’ simpact on HIV/AIDS at the SO leve is negligible,
and the project reports results only at lower indicator levels. Y outh.now HIV/AIDS activities
consgt primarily of information programs directed at relatively smal numbers of youth (with the
exception of its periodic mass media campaigns, which do reach anationa audience with
HIV/AIDs prevention messages), in contrast with the aforementioned USAID HIV/AIDS
Prevention and Control Project, which targets adults and high-risk groups such as prostitutes and
men who have sex with other men. The fact that both the ARH/Y outh.now and HIV/AIDS
Prevention and Control Projects fall under the same SO and are integrated within the same RF
has created some confusion regarding accountability for reporting on results. USAID plansto
revise the current results framework to creste two entirely separate |Rs under the SO for ARH



and HIV/AIDS, each with its own set of lower levd resultsindicators. Thiswill help clarify the
degree of accountability for HIV/AIDS results of the ARH program in the future,

1. BACKGROUND

A. Thelnternationa Experience with ARH

Adolescence isa period of dynamic physiologica, psychological and socid change, representing
the trangition from childhood to adulthood. 1t is experienced differently in every society.
Adolescence is dso typicdly the period when young people begin to engage in sexud activity.
Adolescenceis generaly ahedthy time of life, but young people are often at a disadvantage with
respect to information about sexuaity and access to contraceptive services. In most developing
countries, few youth use reliable contraception. Moreover, young people are not dways able to
make decisons for themsalves about their sexuaity, Snce many youth experience coerced sex.

Over the last decade, an internationa consensus has emerged that young people need expanded
information, skills and services rdating to hedthy sexud development and behavior. This
consensus has been driven to alarge extent by perceived increases in premarital sexud activity
and/or pregnancy, and by high rates of HIV infection in some countries among adolescents,
especidly girls. However, many developing countries—and some developed countries—
continue to have a high degree of societd discomfort with premarital sexud activity, and
adolescent sexudlity istypicaly a sengtive and politicaly charged subject. Adult gatekeepers,
both in their private roles as parents and their public roles as policymakers, teachers, community
leaders and hedlth workers, are often the greatest barrier to crestive and effective programs that
reach large numbers of young people with education and services relaing to sexuaity and RH.

Beyond access to RH information and services, amulltiplicity of contextua socid factors—
including parents, peers, schools, and other ingtitutions and community factors can have an
impact—jpositive or negative—on young peopl€ s decisons and actions. While these contextua
influences gppear very important in enhancing protective or risk behaviors, they vary greetly
across societies and are not dways easly amenable to program intervention. Few large-scale
programs have attempted to address these influencesin a deliberate way to date.

While the evidence from rigorous program eva uations remains very limited, key findings from
such research suggest the following:
In generd, programs gppear more effective in influencing knowledge and attitudes than
behaviors.
School or other curriculum-based programs that apply accepted best practices are effectivein
influencing knowledge and atitudes, and can delay sexud activity and increase use of
condoms and contraception, at least in the short-term.
Making dinics youth-friendly has generdly failed to increase utilization by young people,
except in afew ingtances where programs have included strong linkages to the community.
Multi- purpose youth centers also do not appear to increase young peopl€e' s use of RH
services.



Mass media is an effective way to reach adolescents and influence their knowledge, attitudes
and norms, but links to more persondized activities gppear to be needed for behavior change.
Although the evidence isthin, linked mass media and socia marketing has high potentia

reach and gppears promising.

Beyond the limited scientific evidence, a consensus based on program experience suggests the
following best practices in addressing young people’ s sexud hedth.
Thereisaneed to program differently for young people according to their different
characterigtics and life context, especidly their age, gender and sexud experience. It gppears
important to reach young people early, before first sex.
Building skills, both generic life skills and skills specific to sexua risk reduction—such as
negotiation of condom use—should be a core intervention for adoption of safer behaviors.
Given the rductance of young people for avariety of reasonsto use clinica services,
programs need to move beyond clinics. They should use a greater variety of settings and
providers, both private and public, clinica and nondinicd, that build on where young
people are dready going for reproductive hedth information and services.
Addressing community norms reating to early sexual activity and multiple partnersis
important, especidly to reduce HIV prevaence among young people.
Given the scale of the chalenge, programs need to pay attention to resource congtraints and
to make the most of existing networks and infrastructuresin order to reach many more young
people in new and flexible ways.
Perhaps most importantly, linking different interventions in a comprehensive gpproach
gppears to increase effectiveness, given the diverdity of youth and the multiplicity of
influences on young peopl€e s behavior. This assumption is currently being empiricdly tested
in severd gtes.

B. ARH in the Jamaican Context

Recent internationa conferences have served to place the issue of adolescent reproductive and
sexud hedlth on the nationa agenda of countries around the world. 1n the Caribbean, including
Jamaica, efforts have been intengfied to implement programs and policies to enhance the
reproductive and sexud heslth of adolescents, whose vulnerability to early sexud activity,
unplanned pregnancy, sexualy transmitted infections dong with other issues such as substance
abuseis of sgnificant concern.

In 2001 the Jamai can population was estimated a 2.6 million of which the 10-24 age group
represented 28 percent. Adolescents 10-19 years old, who are the main target group of the
USAID/Jamaica ARH program, accounted for 19 percent. The participation of adolescentsin
education and employment are two important factors that determine how they can best be
reached with ARH information, education and services. In Jamaica, school enrollment rates are
high compared to other developing countries. 1n 2001, gross enrolment rates a the primary and
secondary education levels were 99 and 75 percent respectively. The latter enrolment increased
from 64 percent in 2000. Although most youth (98% of 12 —14 year olds and 83% of 15-16 year
olds) arein schoal, sgnificant gender differencesin enrollment emerge by age 17, at which age
only 40 percent of males compared to 57 percent of femaes are till in school.
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With respect to employment, in 2001 there were sgnificantly more maes than femdesin the
labor force, and aso more youth in the older, 20-24 year age group. Both the 14-19 and 20-24
age cohorts recorded declinesin labor force participation of 9 percent and 1 percent respectively.
It is thought that these declines may be related to the increase in enrolment of young personsin
formd education ftraining inditutions.

In Jamaica, initiation of sexua activity occurs very early, increasing the risks of pregnancy,
sexudly transmitted infections and school-drop-out among teens. The 1997 Reproductive Hedlth
Survey (RHS) reported the average age of first intercourse among 15-19 year olds who had ever
had sex as 15.9 yearsfor girlsand 13.4 for boys. Thisearly timing of sexud initiaion is
supported by numerous other surveys, in addition, both the RHS and some other recent surveys
suggest the age of sexud initiation may be even lower among the younger cohorts—12 years for
boys and 14 for girls, The Adolescent Condom Survey (ACS) 2001 and the Behaviord
Surveillance Survey (BSS) 1999-2000 dso confirm high levels of sexud activity among youth.
According to the ACS, 74 percent of 15-19 year olds and 9 percent of 10-14 year olds had
engaged in sexud activity, with sgnificantly higher levels among boys compared to girls. By age
16, 82 percent of boys and 56 percent of girls were sexually active.

The RHS 1997 dso found that during the years 1993-1997 the fertility rate for 15-19 year olds
increased sgnificantly compared to women 20-24 years. The proportion of births to adolescents
has remained virtudly unchanged at gpproximately 30 percent of al births snce the 1970s. Of
those pregnancies that occurred to women 15-19 years old, 36 percent were planned, 46 percent
were mistimed and 18 percent were unwanted, highlighting the need to improve contraceptive
protection for women in this age-group.

The HIV epidemic in Jamaicais dill largely concentrated among high risk groups such as sex
workers and men who have sex with men, athough HIV infection appears to be increasing in the
generd population in Kingston and some tourist centers.  Nationd adult prevadence is estimated
at 1.2 percent; seroprevaence for the age group 15-24 yearsis estimated to be dightly lower, at
1.03 percent for femaes and 0.98 percent for males (UNAIDS 2002. Report on Global
HIV/AIDS Epidemic 2002). However, the mgority of reported AIDS cases are in the age group
20-39 suggests that many infections occur in the adolescent and young adult years.

Attitudes, knowledge and skills related to sex and reproductive health are important determinants
of adolescent sexua behavior. Research findings indicate high knowledge regarding
contraception among adolescents, but there are variations in specific knowledge by gender and
age. The 1998 Jamaica Adolescent Study found that among 7" graders, 49 percent of boys and
66 percent femaes did not know that pregnancy is possible at first intercourse. A 2001 study
found thet while knowledge about HIV/AIDS was high among 10-19 year olds (87% or higher),
the 10-14 cohort had less knowledge of STIsthan 15-19 year olds and that the males had less
knowledge than femdes.

With respect to the availability and use of contraceptives by adolescents, the 1997 RHS indicated
that 65 percent of sexudly active 15-19 year old women were using a contraceptive method.
The condom was the most popular method (29.6 percent prevalence) followed by ord
contraceptives (22.3 percent) and injectables (6.3 percent). Of young men aged 15-19, 82.6
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percent reported using a method, with condoms again the most popular method (72.3 percent
prevaence)

The 1999-2000 BSS dso found very high levels of condom use among youth in Jamaica.
Among in-school youth, 72 percent reported using a condom at last sex with acommercid
partner, and 53 percent reported consistent condom use with a non-commercid partner over the
previous three months. For out-of-school youth, condom use was sgnificantly lower, a 58
percent at last sex with acommercid partner and 34 percent consistent use with a non
commercia partner in the previous three months,

According to the ACS 2001, 97 percent of boys and 77 percent of girls aged 15-19 who used a
contraceptive the last time they had sex used the condom. The preferred and most used source of
condoms for young maes was the smal shop, while sexualy active femaes depended on thelr
partners to obtain condoms. In addition, youth aged 10- 14 said condoms were difficult to obtain
because retailers would not sdl condoms to them.

Factors restricting adolescent access to reproductive health services include legal and operational
policies rdating to age of consent for both sexud activity and medica services, judgmental
attitudes of health providers and other key community level gatekeepers, and the poor qudity of
clinical services. The current age of consent in Jamaicais 16 years and adulthood is age 18,
resulting in lega congraints in the provison of hedth services to persons under the age of 16
years. Thereis policy support by the Ministry of Hedlth based on the so-cdled Gillich Law
which states that persons below the age of consent as established by law should have access to
socid, medicd information and counsding on reproductive hedth. However, this policy is often
ignored in practice.

Nonetheless, in 2001 10-19 year olds made atotd of 22,250 family planning viststo MOH
clinics, accounting for roughly 2500 new clients (this excludes postnatd acceptors) In addition,
the 10-19 age group accounted for one quarter of total vists to antenata clinics, and 21.9 percent
of postnata vists. Twenty three percent of the latter became new family planning acceptors with
the method of choice asfollows, 26.7 percent ora contraceptives, 23.6 the injection, 28.9 percent
intrauterine device (IUD), 17.1 percent the condom; 53.0 percent opted for the dual method.

Over the last three decades there have been severd interventionsin the public and non-
governmenta sectors (NGOs) supported by international funding agencies to improve
reproductive health services for adolescents. These interventions have focused on the provision
of education and information and services to adolescents through Ministry of Education, Hedlth,
Agriculture and Y outh and Community Development channels including schoals, hedth centers,
and youth clubs. During the decade of the 1990s, such interventions became more specifically
focused on adolescents. Severd adolescent reproductive hedth projectsinitiated in recent years
with internationd assstance from UNICEF, UNFPA and USAID (the largest) amed at
improving reproductive hedth knowledge and access to services, with the am of reducing
adolescent fertility.

USAID begen funding family planning and reproductive hedth programsin Jamaicawith
adolescents as a key target group as early asthe late 1970s. Significant levels of support were

12



provided during the 1980s to the Nationd Family Planning Board (NFPB) for both Information
Education and Communication (IEC) and service ddivery programs as well asto locd NGOs
such as The Women's Center and Operation Friendship. During the last decade, USAID
provided support for three mgor activities under the Strategic Objective (SO): “Y oung
Jamaicans Better Equipped for the 21% century. The three activities funded by USAID are:

AIDS/STD Prevention and Control activities (1988-2001)

The Family Planning Initiative Project (FPIP 1991-1999)

The Uplifting Adolescent Project (UAP 1996 2000).

These interventions were focused on: prevention and control of HIV/STDs including condom
socia marketing to increase non-traditional outlets, behavior change communication, mass
media, and surveillance; strengthening family planning services, and providing arange of
sarvicesto “a risk” youth (10-14 years) to encourage their continued education. Of these three
projects, only FPIP had a specific reproductive health focus that directly targeted adolescent
sexua behaviors and practices.

C. Summary of the USAID/Jamaica ARH Program

The Jamaica ARH Program was designed to address gaps in the reproductive hedlth program
implemented by the MOH and the NFPB. Gaps identified included limited dissemination of a
definition of reproductive hedth, lack of a reproductive hedth policy, limited impact evauation
of RH activities, inadequate family life education (FLE), the need for clinic friendly services and
limited computerization of hedth data

The program is being implemented over the period 20002004 at an estimated cost of $12.7
million. Most of these funds are dedicated to a contract with The Futures Group Internationa
(TFGI) for the Y outh.now project ($8.97 million) while the remainder is programmed separately
by USAID/Jamaicathrough USAID/W worldwide cooperative agreements with agencies such as
Family Hedth Internationd (FHI) to support arange of complementary ARH activities.

The Minigtry of Hedlth was identified as the key vehicle for project implementation, given its
position as the mgjor provider of hedth-oriented education and services and its collaboration
with other indtitutions needed to facilitate a multi- sectoral gpproach to address important non-
hedlth factors associated with ARH. Y outh.now offices are located in the MOH.
Organizationdly, the project falls under the Health Promotion and Protection Division.

The principa and strategic objective of the program is “Improved Reproductive Hedth of
Youth”, and there are related |Rs that are designed to support its achievement. The principa IR
(IR 1) is“Increased use of qudity reproductive heath and HIV/STI services and preventive
practices’. Indicators have been established at the SO level which include reductions in youth
fertility, HIV seroprevaence among STD clinic attendees and HIV seropreva ence among
antenatal clinic attendees. As discussed above, the latter two indicators related to HIV are
addressed primarily through a separate HIV/AIDS Prevention and Control Project with the
MOH. Indicatorsat the IR 1 leve include the number of new family planning acceptors, the
number of users of other RH services and the number of youth practicing low-risk behaviors.
Fdling under IR 1 are three lower-leve IRs that relate to increased access to qudity RH and
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HIV/STI services, improved knowledge and skillsrelated to RH and HIV/AIDS/STIs and the
implementation of nationd policies and guideinesin support of RH with afocus on youth.

In order to achieve the above results, nine implementing partners with specific and
complementary roles and responsbilities were enlisted. The implementing partners are as
follows (note that MSCI, JHPIEGO and DCC are under sub-contract to TFGI, while the
remaining CAs are funded directly by USAID/Jamaica):

The Futures Group Internationa (TFGI)— The ingtitutional Contractor for the ARH
Project in collaboration with the Ministry of Hedth

Margaret Sanger Center Internationa (M SCI)— Under sub-contract to TFGI to ddliver in-
service training to providers

Dunlop Corbin Communications (DCC) — Under sub-contract to TFGI to develop and
implement mass media and public relaions programs

JHPIEGO Corporation/Training in Reproductive Hedth 111 — Under sub-contract to TFGI
to conduct pre-sarvice training for nursing schools and the Nursing Council of Jamaica
Family Hedlth International (FHI)/Contraceptive Technology Research — Undertake a
Behaviora Surveillance Survey (BSS); carry out parent educetion, and train MOE school
guidance counsdors utilizing ASHE; develop dient gppointment system and improve
counsding for contraceptive users

Academy of Educationa Deve opment/CHANGE — Carry out a study of youth resiliency
and assets

Academy of Educationd Development/LEARN Link Project—Strengthen MOH
management information systems

Deaitte Touche Tohmatsu/Commercid Market Strategies —Carry out an adolescent
condom survey and improve condom access through the commercia sector
TFGI/POLICY I1— Support the MOH Strategic Framework for Reproductive Hedlth
(gtrategic planning &t regiona and parish levels), conduct a Policy Environment Survey
(PES) and support a multi- sectoral gpproach to adolescent policy development through
the National Center for Y outh Development (NCY D)

University Research Co-operation/Quaity Assurance Project — To develop asugtainable
communication strategy and standards, certification and accreditation for Y outh Friendly
Services (YFS)

In addition to the above, in 2001, in response to a request from NFPB, USAID/J provided a grant
to the Centers for Disease Control (CDC) to assst the Board in carrying out the 2002 version of
the National Family Hedlth Survey.

Among the above implementing partners, TFGI’s Y outh.now project undertaken in collaboration
with the Ministry of Hedlth is by far the largest ARH activity. Key Y outh.now interventions
indude:

Establishment of models for ddivery of ARH information and services

Training and capacity building

Targeted behavior interventions

Public education
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Policy development and advocacy; and
NGO support and small grants.

Under the NGO support and small grants program current recipientsinclude FAMPLAN,
Women's Center Foundation of Jamaica, Jamaica Foundation for Children, YMCA — Kingston,
Children Firgt and Jamaica AIDS Support. Recent awardees include Children in Community for
Change and the Louise Fitter Clinic, North Street United Church and pending are grants for Girl
Guides Association and Whole Life Minigiries (See Annex D for details on NGO subgrants).

Other nonY outh.now CA activities were desgned to inform the development of the above
interventions, aswell as to expand and deepen support for the overall ARH effort.

I1l. PROGRAM PERFORMANCE

The following section detalls the evauation team’'s assessment of key program interventions to
improve access to reproductive health services for adolescents, knowledge and attitudes among
adolescents related to reproductive hedth and the overal policy environment needed to support
reproductive hedth. As will be noted and discussed below, the findings of the team with respect
to some key interventions have been pogdtive, while the results of others have been
dissppointing.  Program training activities, for example, have been enthusagticdly receved a
dl levels, and there gppears to be some evidence that this training is beginning to have a postive
multiplier effect. On the other hand, utilization by teens of MOH YFS dtes for contraceptive
sarvices has been dmogt negligible to date, which cdls into question whether that gpproach
should be abandoned in favor of a more broad-based effort to reach teens in more diversfied and
non-clinica settings.

A. Fertility and Contraceptive Use

1) FAndings:

a) The direct impact of ARH program activities to date on lowering fertility and
increasing contraceptive use in Jamaica is negligible. It is possble that the long-
term impact of Youth.now efforts will have a better result, but the current
evidence suggeststhisis unlikely.

b) Youth.now interventions in target communities and parishes do not gppear to be
having the desired effect on increasing contraceptive use among teers.

c) There are other interventions that could possibly have more direct impact on
increasing adolescent contraceptive use that are not currently part of the ARH

program.
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2. Discusson

The Strategic Objective level result the ARH program hopes to reach is improved reproductive
hedth of youth as measured by age-specific fertility rates of adolescents. Two other indicators
dedling with HIV/AIDS seroprevalence among STD and antenatal clinic attendees are included
a this leve, but as was discussed in the background section of this report, they are not addressed
herein since they are the province of USAID’s separate HIV/AIDS Prevention and Control
Project. Suffice it to say tha the latest seroprevaence rates among dl antenatd clinic atendees
stood at 1.15% and this rate gppears to be decreasing dightly. Adolescents comprise about a
quarter of dl antenatd patients in MOH hospitals and clinics.  In addition, seroprevalence among
STD dlinic atenders stood a 6.9% in 2001 with adolescents comprisng a rdaivedy smdl
percentage of the total. However, as was noted previoudy, adolescents comprise a rapidly
growing segment of the populaion infected with HIV, and ae vulnerdble to infection.
HIV/AIDS messages are an integrd component of ARH training, education and counsding
programs, though given the rdaivedy smdl sze of the ARH program, the impact on
seroprevalence & the nationd levd islikdy minimal.

With respect to impact of the ARH program on age-specific fertility rates, the direct result is dso
likdy to be minimd due to the rdatively smdl number of teens reached through the program,
and the even smdler number who dter ther fertility practices as a result. The last nationd
Family Hedth Survey (FHS) that measured adolescent fertility was carried out in 1997. At that
time the age-specific fertility rate among 15-19 year olds was 112 per thousand, which does not
represent a datidicaly ggnificant increase over the rate of 107 per thousand, recorded in the
previous 1993 nationd survey. Fiddwork for the current 2002 round of the FHS is now
underway, but the preiminary results will not be avallable for & least 9x months. As in the padt,
the ARH program provides partid support for the FHS, both directly to the Nationd Family
Planning Board (NFPB) and the U.S. Centers for Disease Control (CDC). Given the importance
of this highly regarded survey to Jamaican and donors aike for policy and program planning
purposes, these are funds very well spent.

The indicators for IR 1: Increased use of qudity reproductive hedth and HIV/STI services and
preventive practices, described in the USAID Results Framework (RF) and the Youth.now
Reports Monitoring and Reporting Plan (RMRP) are numbers of new acceptors of family
planning/contraceptive services and number of users (RF) or visits (RMRP) of other reproductive
hedth services a8 YFS and other dtes in target communities and parishes  The RMRP
establishes a target of 250 monthly vigts for RH vists, induding HIV/STI vidts by the end of
the second planning period, September 30, 2002. Unfortunately, due to problems hindering
current and accurate collection and reporting of service satistics at YFS gtes, it is not possble to
determine whether this god is being met.

Moreover, the lack of clear definition of what congtitutes RH for reporting purposes dso makes
it difficult to arrive a a credible number. If one accepts a broad definition of RH and includes
teens returning repestedly to dStes for group “counsding” sessions, the target is probably being
met. However, if one accepts a narrower definition and includes only contraceptive users and
not vigts, it is probably not being met. Regarding new acceptors of contraception a YFS Stes,
The RMRP has not yet established specific targets. However, the judgment of the evauation
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team based upon a review of the available data and conversations with clinic gaff a YFS gtes is
that the number of new acceptors of family planning services is negligible.  For example, the
FAMPLAN clinic in downtown Kingston reports only “a few” family planning vidts per month
and the Baaclava dte around 8-10 a month. These daa are for family planning vists, not new
acceptors.  Nor do we know from the currently available information what the previous intake of
new family planning acceptors was, in order to assess growth due to the intervention of the
project.

Despite the disappointing performance of the project thus far, as measured by contraceptive use,
it is posshle that the long-teem impact of Youth.now's efforts could be much greater. For
example, it may be (despite the impresson given the evduation team to the contrary) tha
Youth.now peer counselors in public schools are generating more contraceptive users among
ther classmates than are currently being reported, since adolescents are often reluctant to
disclose their sexua behaviors to ther peers. Also, it is 4ill rdatively early in the history of the
YFS dinic gtes and it is possble (dthough not likely) that contraceptive users at the sites could
increese dramdticdly. It is aso possble that the new found enthusasm for ARH programs
among the MOH and other providers could have a multiplier effect that will extend well beyond
the project. And, it is possble that the strong abstinence message of the project could result in a
large number of teens that delay sexud initigtion and avoid early pregnancy. However, given the
limitations of the current program aong with the wesk endbling environment in Jamaca, it
appears unlikdy tha the program will have a dgnificant impact on contraceptive use and
adolescent fertility.

If USAID wishes to support efforts to have a greater impact on lowering high adolescent fertility,
the 1997 RHS dong with the more current BSS and CMS surveys provide some ingghts as to
potentid dternatives. Given the heavy rdiance of Jamaican youth on commercidly marketed
condoms, new approaches to reaching sexudly active teens are cdled for, especidly through the
private and commerciad sectors. As noted earlier, condom use among sexudly active teens is
dready very high. However, about 18% of in school and about a third of out of school youth had
sex unprotected by a condom in the three months prior to the survey. Thus, while there is room
to nore vigoroudy promote condom use among adolescents and especialy out of school youth,
finding ways to generate more consstent condom use is even more important.

In addition, Jamaican youth tend to have births early. According to the FHS, about 11 percent of
15-17 year olds and 34 percent of 18-19 year olds had a firgt birth. Yet very few of these teens
are using more reliable methods of contraception. Much more could be done to support the use
of IUDs and hormona contraception among this group of childbearing teens and among older
teensin generd.

Findly, snce recent data indicates that teens are becoming sexudly active & an even younger
age (age 12 for boys and 14 for girls) attempts by Youth.now to reach younger teens with
abstinence/dday messages seem wdl  placed. However, in the Jamaican context, the
abgtinence/dday message needs to be complemented by a sronger emphasis on expanding
access to contreceptive services for dready sexudly active teens.  Moreover, as currently
delivered there is a concern that the abstinence message may condtitute a barrier to contraceptive
use by these sexudlly active teens.
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3. Recommendations:

a)

b)

In order to increase impact on contraceptive use, USAID should fund efforts to
more directly reach sexudly active adolescents with condom promotion programs
usng private and commercid channels, as wel as programs to reach older teens
with more effective methods of contraception including 1UDs, hormona methods
and emergency contraception.

Youth.now and the MOH should redirect the project’s efforts away from specid
clinical dtes for adolescents in favor of broader, youth-friendly training programs
for providers and community opinion leaders.

B. Increased Access to Quality Reproductive Hedth and HIV/STI Services

“It' seader for teensin Jamaicato get an abortion than to get contraception”
—Key Informant interviewed by Evauation Team

This section of the report addresses the progress and performance of the ARH program with
respect IR 3.1.1, Increased Access to Qudity Reproductive Hedlth and HIV/STI Services. Three
main activities are addressed: Y outh.now’ s effort to establish * Y outh-friendly Service Moddls,”
project subgrants to non-governmenta organizations (NGOs); and the collaborative effort
between Y outh.now, QAP and the MOH to develop standards and certification for youth-friendly
services and a certification process.

MOH Y outh Friendly Service Modds

1. Andings

a) Youth.now'steam approach to training staff a the youth-friendly Stes has degpened the
receptivity and commitment of health staff to serving adolescents, and helped to
strengthen school- hedlth center linkages.

b) Theinvestment in youth-friendly service modes has resulted in afew scattered Sites
sarving very smal numbers of young people with contraceptive services.  The volume of
sarvicesis unlikely to increase sgnificantly over the life of the project, given the
reluctance of youth to use public sector RH services.

¢) Youth.now'sevauation plan is not adequate to test the relative impact and effectiveness
of the various models for ddivering youth-friendly services. Thereisaso alack of
clarity asto how broader educational outreach should be treated in tracking ARH
“services”
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d) Thedevdopment of modd stes, especidly within the public sector, is not a productive
drategy for expanding accessto ARH sarvices. It does not merit the current level of
effort and should not remain a primary focus.

2. Discusson

The FGI contract cdls for Futuresto “test” different “models’ for providing RH servicesto
adolescents. Y outh.now has worked extremely hard to establish “Y outh-Friendly Services’ a
seven stesin five parishes, four with the MOH and three with NGOs.
In St. Elizabeth, the project isimplementing school-linked programs with MOH hedth
centers a Baaclava and Junction.
The May Pen hedlth center has sponsored aweekly educationa and recreationd program,
INFO-FUN, for youth from loca schools.
In Kinggton, Y outh.now recently launched an adolescent clinic & Glen Vincent, a
freestanding clinic in acentral, commercid area.
NGO modd stesinclude Children First, an NGO based in Spanish Town, . Catherine,
which links RH activities to youth employment activities, and the Y MCA/Kingston, which is
to provide counseling, condoms and referras, aswell as RH education. A grant to
FAMPLAN aso includes support for clinic-based services.

It is noteworthy that there are some differences in the interpretation of 'Y outh.now’ s mandate
with respect to these “models.” Y outh.now is very focused on the specific mode sites, while
USAID and the MOH articulate a need for broader support to improve services for adolescents
and more rapid rollout at the parish levd.

Implementationt At the MOH sites, hedlth staff have been trained to provide “youth-friendly
services,” peer counsglors or other educators and outreach personnel have been recruited and
trained; support has been provided for some limited facility enhancements; and Y outh.now
provides technica support and monitoring on an ongoing basis. Y outh.now has also convened a
Y outh Friendly Services Working Group to define a core package of ARH services that includes
sexudity education, counsdling, condoms and other contraceptives, pregnancy testing, ST
counsdling and syndromic management, and referrds for other specia servicesincluding
pregnancy-related care.

In actud implementation, not dl seven stesare fully operationd or offer the full package of

ARH sarvices: FAMPLAN has experienced long delaysin renovating its clinic to accommodate
adolescents, and the Glen Vincent site only recently opened. The YMCA and Children’s Firs,
both recent grantees, are not yet providing al anticipated services, and as such, these NGO sites
have limitations as an dternative modd for delivering ARH services. At most public sector

Stes, “gpecid” adolescent sessons are held only once or twice a month, often a times that
overlap with school hours and are not convenient to young people. RH services can dso be
accessed during routine outpatient hours, although nurses see dedicated adolescent sessions as
offering more privacy and alowing them to spend more time counsdling young people. As such,
the “models’ described by Y outh.now staff are not clearly distinguishable from each other on the
ground.
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Impact on MOH Staff: At the better-established public sector Sites (Balaclava, Junction, May
Pen), the team approach to training staff appears to have generated a critica mass of enthusasm
and commitment to serving adolescents. While the team heard many comments that current
commitment to ARH & each Ste is too dependent on individua persondities, interest at the Stes
visted gppears relatively broad-based.

Providers report that training has made them more open to serving adolescents. Some MOH
gaff who participated in the Y outh.now training have taken the initiative to establish specid
activitiesfor adolescents. In May Pen, following aloss of momentum in the Y outh.now-
sponsored INFO-FUN recregtion program, staff recently initiated a pecia adolescent sesson at
the health center, without Y outh.now assstance. At Junction, health center saff have initiated
“hot-1ling” telephone counsding for adolescents. Given that provider attitudes are notorioudy
hard to change and MOH gaff are serioudy overburdened, these are indicators of significantly
improved receptivity and degpened commitment to serving adolescents.

A noteworthy project innovation isthe inclusion of denta nursesin the RH training, taking
advantage of a non-gigmatized hedth service used by large numbers of adolescentsto provide
RH information, counsdling and referrd. (Annua check-ups are required for Fall school
enrollment.) Many of the dental nurses gppear very proactive, displaying penis forms and using
them as an entry point to discuss and demonstrate condom use.

At the project sites, Y outh.now has aso helped strengthened links between health centers and
schools. Nurses are reaching out to the schools and community, including parent and community
groups. At Junction, they spend one day aweek in the schools, where the school guidance
counsdlor “gives’ the nurses her sesson for RH discussons. At Balaclava, once amonth, groups
of students are brought in by their guidance counsglors, teachers and school nursesfor RH

“talks’ and videos, and for tours of the center.

Y outh Involvement: Y outh.now deserves credit for its efforts to involve youth at mode sites
through linked peer programs. However, the experience with peer educationismixed. The
experience has been very positive for a sdlect group of youth trained as peer educators,
particularly those who participated in a highly regarded one-week residentia training, and those
youth at the May Pen INFO-FUN program whose involvement has been especidly intense. This
latter group was by far the most dynamic, articulate and engaged of the peer educators
interviewed by the team. However, it is questionable how broadly or successfully they have
reached out to other, more vulnerable young people, especially Snce many peer educators
themsalves gppear judgmental and advocate abstinence for al teens, whether dready sexudly
active or not.

The May Pen experience reflects some of the classic pitfalls of peer programs. A group of 25-30
youth leaders who participated regularly in the weekly INFO-FUN educationa program appear
to have developed an dlite profile that did not lend itself to broader participation and attract other
youth to the program. The project is aso now facing the turnover that is routingly experienced in
youth peer programs, as many of the origind core group have graduated while others have
moved on to new interests. Because of the failure to plan for recruitment of new cohorts on an
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ongoing basis, INFO-FUN has not convened since the start of the school year in September.
Hedth staff at May Pen note they have learned valuable lessons about the need to expand
coverage and recruit younger youth in order to move forward on a more sustainable basis.

Sudanability: With respect to costs, training of staff has been the key intervention a the Sites.
(Sugtainability issues rdating to Y outh.now training activities are discussed dsewhere in this
report.) For the most part, dedicated adolescent clinic sessions and school-hedlth center linkages
do not gppear to require significant additiona inputs, with the exception of saff overtime for
services provided outsde normal clinic hours. However, in terms of sustainability, another key
input has been the support that Y outh.now core staff and parish officers provide to both hedlth
staff and peer educators. It isclear that & MOH YFS stesin both St. Elizabeth and S.
Catherine, the involvement of loca youth would not exist without the aggressive outreach and
recruitment carried out by Y outh.now saff.

Impact on Services. Despite some positive results, very few adolescents are accessng RH
contraceptive services at the modd sites. A subgtantialy larger (but undetermined) number are
served through project outreach and educationa efforts. At Junction, about 10 youth a month are
coming for FP sarvices, a Balaclava, staff reported 78 vidts (including repests) by 10-19 year
olds from March to October 2002. FAMPLAN had about 82 adolescent visitsin the second
guarter of 2002. No data are available to indicate if these numbers represent an increase in
adolescent vigts following the Y outh.now interventions. Only a handful of youth sought
individual counsdling at these Sites, and vistsfor STI care are not disaggregated from overal
vistsfor curative services. While larger numbers are reported at the public sector sitesfor
generd hedth and dentd services, these latter visits are presumably unrelated to Y outh.now
efforts.

Thus, it gppears that the youth-friendly Sites have not been able to overcome young people’s
reluctance to utilize public sector RH services. Peer educators note that youth do not like to be
seen in public waiting areas, and prefer to travel to hedth centersin another localitiesfor RH
services. While hedth staff who have been trained report Significant improvementsin their own
atitudes, they dmost uniformly report that in RH counsdling sessons with teens they begin by
advocating abstinence, gpparently even for sexudly-active older youth. Judgmental provider
attitudes may thus aso continue to deter young people from coming to public sector clinics.

In sum, too great an effort has been invested in developing afew scattered sites which provide
RH services to a small number of adolescents. Despite the relatively short period of
implementation, the effort as currently conceptudized to develop youth-friendly modds,
especialy within the public sector, does not appear to be a productive strategy for reaching more
young people with RH services.

It is possible that more services are being provided than evident from MOH reports. Officia
clinic gatigtics do not fully cgpture condoms “unofficidly” distributed by peer educators or
dental nurses, or contraceptives purchased from private sources as aresult of peer counsding or
other educationd efforts. To date, Y outh.now has not systematically tracked RH service
datistics at youth-friendly sites, including the “basding’ prior to project intervention. However,
it is now introducing improved reporting formats for both clinic and outreach activities.
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Evaduation Y outh.now has spent a greet dedl of effort and generated substantia datain support
of itsevauation efforts. Given the intent of the project to test new models and gpproachesto
reaching adolescents with RH services, such atention to evaluation of project interventionsis
highly appropriate. However, dthough operations research is underway a one modedl Ste,
control Stes are not included in most instances, and basdlines have not dways been conducted.
Y outh.now could also have incorporated more use of crestive approaches such as “mystery
clients’ to evauate provider interactions with adolescent clients and adolescents' perceptions of
quality of care.

A mgor weaknessisthat Y outh.now has not had an overdl plan for assessing the relative impact
and effectiveness of the various Y FS modd stes, or for andyzing their replicability and
sugtainability in the event they were to prove successful. What condtitutes “success’ isaso
unclear, since the Futures contract emphasi zes increased contraceptive use, while Y outh.now
includes educationa contactsin ARH “services.”

Future Directions: The priority isto diversfy services for adolescents. Internationdly, the
evidenceis dill thin on what works in devel oping countries to increase the use of RH services by
adolescents. But the potentia in Jamaica to expand access through a broader array of private
sector and non-clinical channdsis supported by a host of research studies. Condoms are the
most widdy used method among adolescents in Jamaica, and the ACS 2001 reports that nine of
every ten boys who buy condoms obtain supplies from private retalers, especidly small
groceries. While USAID is planning to work through CM S to expand access to condoms and
emergency contraception through the private sector, the scope of these activities are currently
very limited.

USAID should more substantialy engage the private sector in light of its current role in serving
youth. Such collaboration needs further exploration, but could potentidly involve training for
pharmeacists and shopkeepers to improve access to condoms for younger youth and girls, or
“sodid franchisng” (branding) of youthfriendly outlets. Another priority should be to work
with networks of pharmacists and private doctors to improve accessto ST diagnosis and
treatment for adolescents.

At the same time, there remains an important role for the MOH in ARH. In Jamaica, public
sector clinics are important for youth to access hormond and other clinical contraceptive
methods, which have the potentid to play alarger role in teen pregnancy prevention. USAID
should expand support to the MOH for hormona and other clinical contraceptive methods.
Adolescents aso need other clinical services such as STI and pregnancy-related care. A smal
number of adolescents aready use MOH contraceptive services; in 2001, 10-19 year olds made a
tota of 22,250 family planning visitsto MOH dlinics and accounted for roughly 2500 new
clients, excluding postnatal acceptors who are many more in number. Over the long-term, the
entire MOH cadre should undergo basic training and sengtization in the provison of youth
friendly services, even though this may not trandate in the short-term into a sgnificant uptakein
clinic services by adolescents.
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Y outh.now, through its training activities, could potentialy support the MOH in improving ARH
services in amore broad- based way. Discussons currently underway with the Southern Region
to expand and indtitutiondise youth-friendly services through training of supervisors and
community-based hedlth care providers dready represent amovein thisdirection. Such training
could be linked to limited follow-up technical assistance to help health teams make smple
improvements in clinic services to address barriers to access by youth. As discussed elsawhere,
Y outh.now should continue the team training approach while revising the curriculum to
underscore the importance of more readily providing contraceptives, especidly for older and
sexudly active youth.

Such an effort will require a counterpart commitment by the MOH to integrate Y FS training into
its ongoing training efforts, and to more vigoroudy promote the provison of ARH sarvices.
Whileindividud clinicswill need to develop outreach and promotiond srategies at the loca
level, a broader effort could eventudly lend itsdlf to promotional support through media and
other national channdls, as discussed later in this report.

Theregiond hedth authorities should aso encourage hedlth center staff to further strengthen
ther links with schools. While existing peer counseling networks in schools are alogica base
for RH education and outreach, more attention is needed as to how high qudlity trainingin RH
for peer counselors can be indtitutionalized, and how such efforts can achieve broader reach and
sugtainability. Aswith hedth staff, future training for peer counsdors needs to better address
their own personal biases.

3. Recommendations

a) TheUSAID ARH program needs to more vigoroudy engage with the commercia sector and
private hedth providers, especiadly those in non-clinica settings.  More funds should be
alocated for this purpose.

b) USAID should explore expansion of support to the MOH to promote the use of hormona and
other dinica methods of family planning for adolescentsin MOH dlinics, through amore
strategic, segmented approach that recognizes the needs of different subgroups of youth,
including pod-partum teens.

c) For thelast two years of the project, Y outh.now should shift the focus away from the model
YFS stesin MOH clinics to a scaled- up training effort to sengtize loca hedth teeamsto the
importance of serving adolescents and strengthening links with schools.

d) Youth.now will need to revise its M&E plan to incorporate meaningful but practica

measures of the impact of these changesin direction. USAID and Y outh.now should dso
agree on what condtitutes “ARH services’ for purposes of performance monitoring.
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NGO Support and Smdl Grants

1. Andings

a) Thesmdl grantsto NGOs reflect alaudable effort by Y outh.now to reach out to more
vulnerable, out-of-school and inner city youth, but are serving only smal pockets of these
hard-to-reach populations.

b) Thelimited coverage and weak capacity of these NGOs undermines their effectiveness as
avehiclefor ddivering RH education, and their potentid as a viable dternative channel
for providing RH services.

2. Discusson

Asthetime of the evaluation, Y outh.now had awarded eight smdl grants to youth-serving

NGOs, some of them mentioned above. Grants to the Women's Centre Foundation of Jamaica
(WCFJ), FAMPLAN and the Jamaica Foundation for Children (JFC) have been implemented for
about ayear, while grantsto Children’s First and the YMCA have been in effect for about six
months. Three other grants had just been awarded and two new grants were pending at the time
of the evduation. These grants, which often cover a multi-year time-frame, vary in 9ze from
roughly JA $1.1 million (US $23,000) to JA $ 9.6 million (U.S. $204,000), with the average
around JA $4.6 million (U.S. $98,000.) Annex D summarizes activities supported by the grants
active a the time of the evauation, and their progress to date.

The NGO grants primarily support educationa interventions, for the most part targeted at
specific groups of out-of-school, at-risk youth, with a soecid emphasis on boys. Activities
supported under the grantsinclude:

Training of peer counsdlors and support for peer education programs

Community awareness-raising events and outreach

Strengthening of RH counsdling within a teephone hot-line service

Parent education.

Y outh.now isto be commended for reaching out through youth- serving organizations to reech
more vulnerable and out-of-school populations. More recent grants also give greater emphasisto
HIV prevention. One such grant funds efforts by Jamaica AIDS Support to reach margindized
inner-city youth through music and sports with HIV prevention messages.

For the mogt part, the coverage of these programs remains very limited. Most grants reach fewer
than 200 youth on a consstent basis. In many cases, these are Static populations, such as those
enrolled in the Uplifting Adolescents remedia education program at the NGOs' sites, and have
limited potentid for broader coverage. The YMCA and Children’s First are dso not yet reaching
the broader congtituencies anticipated in their project proposals. In addition to group RH
sessions, project staff appear to provide extensive one-on-one counsding, raising concerns about
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cost- effectiveness of project interventions. The NGOs should be encouraged to expand outreach
to neighboring communities, or to ddiver curriculum-based interventions on a more intensive
and “rolling basis’ to reach additiona groups of youth.

The exceptionsin terms of coverage are FAMPLAN, which is reaching 1000 youth in selected
schooals through regularly scheduled RH educationd sessions, and the JFC hot-line service. Hot-
line gaff have fidlded over 2300 calls during the project period, of which a significant number
are for reproductive hedlth related problems. The program, staffed entirely by well-trained,
committed volunteer youth counsdllors, provides a unique and vauable service.

If NGO grants exist primarily to serve specid “niche’ groups of adolescents, one must question
whether thisis avaid approach given the limited opportunities for scale up of these

interventions, More recently, Y outh.now has begun discussions with the Socid Development
Commission (SDC) and palice youth clubs regarding potentia partnerships with a sports and
leadership orientation. These are organizations with idand-wide networks that can work at scale,
and merit further exploration and support regarding possible collaboreation.

NGO saff do not gppear to be gpplying accepted best practicesin their educationd interventions.
Research suggests that coherent curricula, interactive methodologies and gppropriate instructor
training are key to the behaviora impact of RH and life skills programs. Inther RH and life
skills sessions, NGO saff appear to be drawing in an ad-hoc way on different materids provided
by Youth.now or others. Severd are developing their own curricula and materids, raisng
questions about quality, effectiveness and potential duplication of effort.

Despite a cumbersome review and gpprova process, many grants still lack clearly defined gods
and activities. 'Y outh.now routinely provides feedback to prospective applicants on ther
proposals. While the grant agreement should be an important tool to guide implementation,
grant documents are often vague regarding geographic coverage and numbers of intended
beneficiaries. In anumber of cases, proposds include evaluation plans that appear excessively
complex for unsophiticated grantees and of periphera vaue in evauating the NGO
interventions.

Findly, while the primary intent of the grantsis to improve young peopl€ s knowledge and

skills, linkages to contraceptive services are generaly weak. Few NGOs make condoms easily
available on site or through peer educators. The few referras to date have been for generd
medica services. Many of the NGO grants are relatively recent, and the NGOs have not yet
fully mohbilized. Many of them are dso new to the RH area. Still, given the chalenges young
people face in obtaining contraception, there are missed opportunities to bridge the gap between
improved knowledge and access to services.

3. Recommendations

a) Youth.now should not support new NGO grants beyond those that are awarded or pending.
It should work with current grantees to modify existing workplans for broader reach and
impact, to incorporate more specific objectives, and to smplify evauation plans.
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b) Wherever feasble, grants should be modified to include more explicit links to services. Out-
of-school programs should make condoms available on site, while peer programs should
have explicit targets for peer contacts and include community-based distribution of condoms,
including efforts to increase use effectiveness.

¢) Youth.now should provide increased technica assistance to granteesin identifying
gopropriate curricula and materias for educationd interventions, and should aso monitor the
quality of educationa programs.

d) Any potentid follow-on activity should explore more systematic gpproaches for reaching
out- of-school-youth, for example through partnerships with the SDC, police youth clubs, and
other networks that have potential for broader reach and sustainaility.

Standards and Criteria and Certification for Y outh- Friendly Services

1. Finding

Progpects for indtitutiondization and enforcement of the standards and guidelines and
certification process for youth-friendly services developed by Y outh.now with QAP are very
mixed. A dinic-driven process that relies on voluntary sdlf-assessment and requests for externa
certification is unlikdly to have teeth and dicit the cooperation of health center Saff.

2. Discusson

As part of its mandate to develop youth-friendly services, Y outh.now has collaborated with the
Quality Assurance Project (QAP) in an effort to develop objective standards for youth-friendly
sarvices for which the MOH can hold hedlth facilities accountable. Y outh.now and QAP have
worked together in a complementary manner, with Y outh.now taking the lead on the fidd
gpplication and pilot testing of the standards, while QAP has worked with the MOH to lay the
groundwork for inditutionaizing the activity.

Y outh.now has worked hard to smplify and streamline the complex “focused accreditation”
approach developed dsawhere by QAP and to adapt it to the practical redities of MOH facilities
in Jamaica. Y outh.now helped orchestrate the pilot testing of the standards at seven Sites, and at a
follow-up workshop, in the interests of practicdity, involved MOH fidd staff from those Stesin
narrowing the origina ten sandardsto five. Y outh.now aso deserves credit for its efforts to
engage appropriate MOH gaff from the Standards and Regulations department early on, to
maximize the chances of eventudly inditutionalizing such certification within the Minigry. The
standards and criteria have been submitted for forma Ministry approval, and the activity ison
track with respect to the current workplan.

However, prospects for indtitutionalization and cons stent enforcement of the sandards over the
long-term remain unclear. The Ministry has opted for a process of voluntary certification rather
than more formal accreditation, recognizing both the practicd difficultiesit facesin enforcing
mandatory standards and the need for standards for quality of care to extend beyond the narrow
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area of adolescent hedlth services. The current plan is to move forward with amore clinic-driven,
voluntary process of self-assessment and requests for externd certification. The downside is that
this process will not have teeth unless vigoroudy supported by regiona health management.
Hedth center saff may not cooperate with a voluntary certification process, viewing it as one
more burden for which over-worked hedlth staff are held accountable.

A dgnificant leve of effort is il required for Y outh.now to bring this activity to the point of
hand-off to the MOH. Itislikely that, following MOH approvd, the standards and criteriaas
well as the sdlf-assessment tool will need further revison. A processfor certification till needs
to be developed with the MOH, and a pool of external assessors will need to be trained. The
dilemmaisthat a 9gnificant investment has dready been made in this activity, and it is unlikely
to move forward without further involvement from Y outh.now. At the sametime, it isunclesr
whether certification will serve any meaningful purpose. Moreover, given limited saff
resources, continued investment of effort in clinical aspects of adolescent hedth only serveto
further divert the project from potentialy more productive investments of effort.

On the poditive sde, the standards and criteriawill provide concrete, objective guidance on what
conditutes a“youth-friendly” service. The MOH gaff person in the Department of Standards
and Regulation is enthusiagtic about the process, and believesit could be inditutionaized within
two years.

3. Recommendation

USAID, the MOH and Y outh.now need to review the reative vaue of the certification
intervention and come to an agreement on an gppropriate future leve of effort for this activity,
keeping in mind both the Sgnificant investments to date and the uncertainty as to whether
certification will be aviable process and serve ared purpose.

C. Improved Knowledge and Skills Rdated to Reproductive Hedth and HIV/AIDS/STI

The Y outh.Now RMRP presents a three-prong strategy for achieving this result. The strategy
congsts of: (&) agroup of activities directed a improving knowledge and skills of providers of
care to adolescents, primarily training activities and collaborating with partners to promote
Adolescent Reproductive Hedth (ARH); (b) a group of activities linked to improved knowledge
and sKills of adolescents themsdlvesin ARH including HIV/AIDS/STI, development of a
Behavior Change Intervention (BCl) sirategy, conducting mass media interventions at the
nationd leve, deve oping information education-communication (IEC) materias to support
behavior change communication (BCC) interventions at the Parish/community leved, and
desgning and implementing targeted community interventions a the Parish leve; (c) agroup of
activitiesfor liasng with Minigry of Hesdlth education/communication/PR gaff, and for
coordinating a public relations program. For purposes of convenience we will describe the above
three prongs as Training and Partnership, BCI/BCC, and Public Relations, and offer an
assessment accordingly. In addition to Y outh.now efforts, other CAs are providing coordinated
support including: (a) the HPEIGO dlinica training and nurses’ training curriculum; (b) FHI

and ASHE' straining of parents, teachers and guidance counsdlors, () AED’ s Change program
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deding with aresliency and assets gpproach to ARH; and (d) QAP swork on asustainable
communication grategy for family planning, which is primarily arolled-out training effort.

1. Training and Partnership

a Findings

The Y outh Now Project has made significant contributions in improving adolescent
reproductive hedth knowledge and skills among service providers and community leaders
through training activities in project parishes and regions and through nationa networks.
Although not al providersin the project sites have been trained, it is expected that they will be
over the remaining project period.

There is evidence of qudity and easly replicable training activities and materids. Curricula
and related materids are used regularly to conduct spin-off education and training events by
trained magter trainers and facilitators among providers, reigious groups, parents organi zations
and men's networks.

Thereis evidence of increased ARH awareness and activity resulting from the project strategy
to develop skills among gatekeepers in target communities. Not only has demand increased for
ARH activitiesin project parishes but aso throughout nationa networks of churches, parent
organizations and men’s organizations, in addition to new demands for training of service
providersin Southern and Western regions.

Providers have gained ARH knowledge and skills through training that has been beneficid in
improving access to services for adolescents. However, thereis ftill atendency on the part of
trained providers to counsd abstinence as the preferred family planning method. Such
messages discourage contraceptive use among older, sexudly active teens.

In an effort to strengthen ARH knowledge and skills among nurses over the long term,
Y outh.Now and JHPIEGO have assisted 20 nursing tutors from five nursing schools to
develop an ARH curriculum that will be integrated into the revised nuraing curriculum in
2003. Although arevised second draft of the curriculum adequately addresses generd
reproductive health knowledge and skills for dealing with adolescents; it is till uncleer if
there is sufficient training time devoted to sessions that impact atitudes and va ues of
nursng students.

The project regularly conducts evauations of dl it' straining programs and plans to carry out
further assessments of qudity of services ddivered by trained providers through andyss of
sdf-reported events conducted by master trainers and facilitators, as well asintercept surveys at
sarvice stes. The project intends to measure training effects on gatekeeper attitudes and
subsequent actions through the PES survey. Project documents do not indicate when these
subsequent evauations will occur.

Training activities have been desgned to create and utilize facilitators and master trainers to
support ARH work in the mode project’s service sites and associated communities. Asthe
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project Sites and audiences have expanded and the number of multiplier training events have
increased through local and nationa networks, it is difficult to see how these events are being
coordinated and fed back into the project’s overall training strategy.

Currently thereis limited training infrastructure a the Minidry of Heglth and in the
Regiona Hedth Authorities where the project is operating. Although sustaingbility isa
project priority, the limited training resources avalable in the Regions makesiit unlikdy
that they will continue supporting ARH training & the same leve that Y outh.Now is
doing, after the project ends.

TheASHE“VIBES' RH/ sexudlity training being pil ot tested through the Minidry of Bducation
shodshesbean postivdy received by fudents guidence counsdarsand MOE dffidds The
MOE and USAID have corfirmed thet the ASHE cumicdumwill beintegrated withtheexdding
Famly Life Education auricdum and implemented in MOE seoondary schodsbegimningin 2004,
desate concamsove' avaldhllity and effediveness of guidencecounsdarstoimpamat it

b. Discusson

IN keeping with the three-pronged BCC strategy described above (C.), Y outh.Now’ straining strategy
has included activities tol) increase knowledge and skills of providers who care for adolescents, 2)
improve skills of adolescents themselves and 3) strengthen efforts that raise ARH public awareness and
link Y outh.now ectivities with those of the MOH. In the provider area, Y outh.Now focused itsin-
sarvice training efforts on training providers from designated project Stesin the 9 parishes, though
primary focus to date has been on two parishes. In collaboration with HPIEGO, Y outh Now focused
pre-sarvice training efforts on training and technica assstance to 20 nursing tutors at 5 nurang schools
for development of an ARH curriculum. In the second area, Y outh.Now has coordinated training of
peer educators through its Conscious Vibes Peer Camp and other peer training interventionsin the
target parishes. Another USAID effort directed towards improving adolescents RH knowledge and
skillsis an innovative life skills sexudity education curriculum being implemented in MOH schools
through FHI and ASHE. Thethird areais being addressed primarily through the communication
efforts discussed in section B. of this chapter. However, training has dso been directed at specific
influentid groups of gatekeepers and opinion leaders from the 9 targeted parishes. Thistraining, which
is co-ordinated through MSCI and Y outh.now, is directed at five gatekeeper groups. The Strategy has
been for the trained gatekeeper facilitators to serve as multipliers who will continue to educate and raise
awareness about ARH among other members of their communities, groups and networks (See Annex
E Summary Training Chart).

Curriculum Development Workshops and Training of Trainers

Prior to establishing youth friendly service sitesin thefirst two parishes of St. Elizabeth and Clarendon,
Y outh.Now conducted pre-launch community advocacy meetings with leaders from each of five
groups (Peers, hedth providers, mae involvement leaders, parents leaders and religious leaders).
These were followed by curriculum development workshops (CDWSs) with key representatives from
each group.
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After the curriculum development workshops, MSCI followed up with three-day TOT training
workshops for parent leaders, religious |leaders and mae involvement leaders based on the priorities
gleaned from the curriculum workshops and advocacy meetings. Other training activitiesincluded a
fied trip to MSCI in New Y ork for peer leaders. During 2002 four draft curricula were finalized and
distributed. These are 1) Jamaica Adolescent Sexua and Reproductive Health Trainers Manual and
Resource Book for Service providers, 2) Christian Family Life Education; 3) Parent Education and 4)
Mae Reproductive hedth. A totd of 91 individuals were trained as trainers and facilitators between
October 2000 and September 2001. These included 21 Service Providers, 19 Pastord religious
Leaders, 14 Peer Leaders, 21 Parent Leaders and 16 Male Involvement Leaders.

After theseinitid CDWSs and training courses, the graduate trainers and facilitators conducted
education workshops and other ASRH activities within their respective groups. According to
evauation interviews, many worked with group members from other organizations to conduct training
and Y outh.Now gaff often asssted with the spin off training. The trained facilitators relied heavily on
the curriculain the planning and organization of their respective training activities.

Thisbasic training of trainers and facilitators was origindly intended to take place over afive-year
period but was actudly completed in 12 months. Because the MSCI trainers were conducting training
in country so often during this period, it was possble for them to follow-up with previous course
graduates and offer assistance in their spin off training events so that momentum wasn't lost.  Because
s0 much emphads has been placed on the multiplier effect of the training, which is designed to ensure
support for ARH at the locdl level aswell asit’s sustainahility, the project decided to assess the post-
training activities of the origind TOT participants through amail survey. To date 71 out of 89 trainers
responded (80% responserate). In addition the surveys revealed that 65 had conducted 222 ARH
training-related activities Snce completing their training. The grestest numbers of activities were by
service providers (90), pastors (48) and parents (46). The results are being fed into a recently designed
training database, which has been created in order to share training resources and methodologies with
key partners and others. Evauators noted in interviews with NGOs such as the Jamaica Foundation for
Children that resources from the database are dready being used. For example, the JFC runs a hotline
and Y outh.Now has provided them with alist of resource people (from the database and from a
provider service directory) in different geographica areas and organizations that can be contacted by
concerned adolescents looking for youth friendly counsdling and services.

Formation and Training of “Magter Trainers’

In July and November of 2002, Y outh.Now and M SCI conducted follow-up “masgter” training for 34 of
the 91 trainers and facilitators trained during the first phase of training. These second tier trainers will
expand training networks within their own gatekeeper groups and organi zations through on-gaing full
scale ARH training activities. It is not mentioned in the training strategy how the impact of the Magter
trainer activitieswill be evauated during the rest of the project period. However, discussons with
MSCI trainers and Y outh.Now staff revealed that as the project has expanded, there has been an
increasing need for trainers to support development of new ASRH activities in the project parishes.
Although the project has been using the original TOT trainers and facilitators to support training efforts,
there is an increasing need for more skilled trainers (master trainers) who can independently continue
the training on their own. MSCI staff expressed aneed for continued development of Magter trainers
S0 that acritical mass of people from different organizations can respond to the burgeoning number of
ARH training needs.
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Lower Level Results Indicators

The two lower leve training results that ded with training are: 1) IR3.1.2.1 Improved knowledge and
skillsin RH and HIV/AIDS/STI of service providers and 2) IR3.1.2.1.1 Strengthened capacity to
provide ARH. Theindicator for the improved knowledge and skills of service providers result isthe
number and percentage of trainees who apply skills to subsequent work. Although the project has not
yet conducted an assessment of provider use of ARH skills through the intended “ mystery client”
interviews or exit interviews, there is some information on this from an assessment conducted by
Wedey Bernard, M.D. for Y outh.Now during 2002. Dr. Bernard found in his assessment of 3-4
diniciansthat they were dl providing quaity ARH care.

The second lower leve result, of strengthened capacity to provide ARH is to be assessed by cdculating
the number of individuas trained by ‘master trainers.” 50 individuals had been targeted for this
indicator by the end of year two. Because the project has only recently completed the training of its
‘master trainers they have not yet reached this target. However, observation of thistraining indicates
thet the trainees have formulated their training plans and will be commencing ther activities very soon.

It is expected that the project will be meeting and probably surpassing its projected targets in this area
during the next year.

Community and National Networking

Responses to the training have been very positive. The rdigious community has had avery

enthusiastic response indicating a desire for increased knowledge and skillsin ASRH. At the end of

the origina TOT training, the pastors named a co-ordinating body from among themselves that has
continued developing coordinated ASRH activities in church communities. They aso formed aco-
ordinating body that has continued to work on the curriculum. During evaluation interviews, it was
reveded that this network of ASRH pastors continues to meet regularly and many of them support each
other in training efforts a their different churches. They clearly fdt that this training was meseting afdt
need in their communities. One of the church networks, Whole Life Minigtries, has piloted an
educationa activity among 15 schools in the Clarendon project areas using sports coaches at schoolsto
educate and influence youth about ARH. This sports modd will now be introduced in the Western
Region project sites among 30 schools with coaches and physica education teachers (150 gtaff). The
Pastor co-ordinating committee isworking on the development of an “Abstinence Modul€’ that can be
used by churchesto teach abstinence RH education. One pastor interviewed about this stated that
churches preach about how adolescents should practice abstinence but they do not educate them about
the issues surrounding sexudity and teach them negotiating and decision-making skills that would help
them to remain abstinent.

Parent’ s groups have developed smilar network activities. In fact, the Codition for Better Parenting
co-sponsored the TOT training for parentsin 2001. A large number of parenting organizetions
represented at this workshop has continued to organize training and educetion activitiesin their
communities and organizations. One modd of locating parent education as part of the life-cycle
approach to FLE is being tested by the Coalition in anon-project parish and will be reviewed by

Y outh.Now for possible replication. Y outh.Now is aso planning to integrate use of the parenting
manua developed by ASHE for subsequent parent education interventions. Interviews conducted by
mid-term evauators confirmed that Parent leader trainers and facilitators continue to network among
themselves through the Codition and through Y outh.Now.
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Responses to the peer training have been very positive. The MSCI training of 14 Peer Leadersin New
York in 2001 exposed them to awide variety of experiences and ARH activities that opened their
minds to new idess. In addition, many peers interviewed during the evaluation commented on the
“Vibes’ Peer Camp training experience conducted during April 2002 & Hampton School. The camp
was run by Addiction Alert and the Red Cross and supported by Y outh.Now. Although peer leaders
interviewed seemed enthusiagtic about the training they received, there had been subgtantia turnover in
ARH peersthat had moved on from their schools and not been replaced. Numbers were reduced and
those that remained were not as active as before, which raises questions about the sustainability of the
training.

The Men'sgroups representatives who participated in the MSCI TOT trainer/ fadilitator training have
aso been very active in networking and furthering ARH educationd objectives. Representatives from
Fathers Inc. have been active in promoting ARH through such on-going activities such as “ boys days’
in schools, media advertisements and other activities. The representative from the Police Officer’'s
Association has organized anumber of activities around the country through the Police Y outh Program
network. In implementing these activities he has sought the assistance of other members of the Men's
TOT training group, located in different areas of Jamaica, as wdl as from the Y outh.Now staff and
youth |eaders.

The provider training was dso well received. An evduation of the MSCI TOT training conducted in
October 2000 indicates that there were sgnificant gainsin knowledge and skills among providersasa
result of the training, though there were not significant changes in attitudes. 1t was concluded that the
assets based training approach helped to sendtize participants to the needs of Jamaican adolescents and
the importance of providing youth friendly services. Mid-term evauation interviews with providers
who attended the training as well as with Minigiry of hedth officids provided very positive feedback
about the training. MOH officids thought that training was one of the strongest aspects of the

Y outh.Now project and that it had opened the minds of many providers to the needs of adolescents and
encouraged them to appreciate the adolescent’ s point of view. Though they noted that despite more
opennessin extending “friendly” reproductive hedth services to youth, there is still a tendency for
providers to recommend abstinence as the method of choice over other forms of contraception. This
was verified during evaudtion interviews with MOH providers at the project Stes who stated thet if
they counsdled an adolescent who was sexudly active and requested condoms, their first reaction was
to try to convince them to practice abstinence. This focus on abstinence results in missed opportunities
to convey safe sex messages and ultimately services to sexudly active youth. Although the MSCI
training did include Sexud Attitude Reassessment components as well as exercises and discussons
about not dlowing one' s own beliefs and vaues to interfere when counsding clients about services, it
is clear that more time and participatory learning strategies need to be directed to thisarea. Similarly,
the revised draft ARH curriculum (being supported by Y outh.Now and JHPIEGO) that is to be
implemented in the nursing schools in 2003, does not appear to be devoting a sufficient amount of time
to strengthening ARH counsding skills. Given that this has been identified as aweek area among
exiging nursng gaffs, it would be useful for the project to review it with the curriculum review
committee.

Documentation from the Y outh.Now project indicates that in addition to the MSCI - TOT training for
providers and community representatives, Y outh.Now has carried out a sgnificant number of ARH
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training eventsin the areas of provider education at Y outh Friendly Service Sites, peer education and
advocacy training. Trainers and facilitators from the MSCI Service Provider TOT and the Peer Leader
training have been used to conduct replication of the training to these groups. Between March 2001 and
November 2002 atota of 400 individuas have been trained in the Y outh.Now training and multiplier
training events.

As can be seen here, the Y outh.Now project has shown an ability to adapt its Strategiesin order to
discover and reach unique groups and networks that dedl with or influence the lives of adolescents
within the hedth system and various other communities operating in Jamaican society.

Through avariety of Strategies, the Y outh.Now project is reaching provider and community audiences
inthe 9 targeted parishes aswell as through nationd networks that include the regiond hedth systems,
churches, parents organizations, men's organizations and nursing schools. The two main training
drategies employed by the project include 1) MSCI’ straining of 91 trainers who have spun off 222
additiona training events through corresponding loca and nationa networks; and 2) Y outh.now’s
training of 400 service providers, peers and ARH advocates primarily in the active project Sites of the
SRHA, Hanover and St. Catherine,

Asnoad edie, FHI and ASHE swork with theMinidry of Education (MOE) hesbenvary well
recaved thusfar. Mid-tam evdugion intavievshdd with ASHE, guidence counsdarsand MOE difiads
dl indicated en enthusiadtic responeseto the Vibes teeching methodd ogy. MOE dffiddsand guidence
counsdarsintavieved talked about how interested dudeniswerein patiapeting in the program’ sexardses
andgopadivities They indicated thet whenever assssonfrom Vibeswasbang taught it drew sudents
from surounding dassssthet dsowanted to get invalved. The Vibesmethoddogy isdeatly grabing the
atention of dudantsand acoording to the prdiminary evalugtion reauts isinfluendng dedsansamong
boysto pracice sfer sex.

Asaresit of the 1999-2000 pilat dudy, the MOE hesdedded tointegrate the Vibes menud and adiivities
inotheedding A_E cumadumand impemat thisintegrated cunadumin the pubdic sdhodsbagming
in2004. A conoam hasbean raisad by guidance counsdarsand MOH dffiadsthat the guidence counsdars
often do nat haveenough timeto adequeatdy teech dl thesessasintre ALE aumicdum. Giventheexdra
phydcd and aedivity damendsof implementing the Vibes adivities onewondarsif theguidence
counsdarswill fed ingared enough toimplemant them o prefe tofal bedk onteeching themore
traditiond FLE program. To patidly addressthis thenext prajet will try towidenthetraining for the
goup of Vibesindrudarstoindudedreedy trained Vibesfaalitetors retired teechers guidance counsdars
or schod nurses aurant education officersand ather 3tf. However, thereare dill conoamsregarding
whether threrewill beauffident anounisdf 9&f timeand interedt to adequetdy impemant thisaregtiveand
camanding aumicuum

Additiond Issues.

Inits Training Strategy document, Y outh.now has noted a variety of srategiesthat it is ether
currently using or plans to use to assessits training effectiveness. Theseinclude: pre and post-
tests of training courses; planned intercept surveys and mystery client studies to assess qudity of
care ddivered by trained providers; interviews and observation of providers as part of the YFS
certification process, number of independent training events conducted by trained magter trainers
and facilitators as measured by semi-annua surveys and; the effect of training on attitude of
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community gatekeepers and policy makers to be assessed usng a modified Policy Environment Score
(PES) survey. To date, theindividua course eva uations and one graduate monitoring survey have been
completed. The Policy Environment Survey isin progress. The Strategic Training Plan and project
work plans do not include plangtimelines for the other evauation activities noted here.

Asthe project has expanded its search for avenues to reach adolescents and trained facilitators
and trainers have increased their own spin-off activitiesthrough local and nationa networks, the
project has begun supporting many new, cregtive endeavors. Although training has been an
important agpect of the project strategy from the beginning, it did not take on an independent
identity in the project until the end of year 2 when a separate training co-ordinator was hired who
subsequently developed a Strategic Training Plan. While these actions are important and need to
be encouraged, it is fill unclear how the project intends to organize and co-ordinate dl these
diverse activities and ultimately feed their results back into the project strategy.

During evauation interviews the Y outh.Now staff expressed concern about the lack of MOH or
regiond training structures that they could work with and could continue to support ARH training after
the project ends. There was aso frudtration over the logistics of training regiond hedth staffs given
their complicated schedules. Discussions with the Regiona Technical Directors for the Southern and
the South East Regions indicated that while they did not have resources to support resdentia training
on the leve that Y outh.Now is doing, there were other training activities that these offices were
supporting & much less codtly levels.

¢. Recommendations

Given the postive results and increasing demand for the project’s ARH training activities, it
is recommended that Y outh.Now develop strategies for expanding training to broader
networks of service providers and communities, kegping in mind cost effective approaches
(e.g. non-residential) that can be sustained by partners and gatekeeper groups.

Y outh.Now should evaluate current counsdling skills training strategies and devel op approaches
that allow counsglors to recognize that adolescent’s RH needs differ according to their sexua
experience and other characterigtics. Then trainees should be provided with counseling skills and
vaues daification training that will alow them to separate themsalves from persona vaues and
opinions and respond to the adolescent client’ s needs based on impartid listening to their requests
for RH information and/or services.

Y outh.Now should review the counseling training sections of the draft ARH module with the
nursing curriculum revison committee and if needed, pilot test it with nursing sudentsto
determine if training time is sufficient and materids are comprehensive enough for sudentsto
adequately learn ARH counsdling techniques.

While current evauation efforts are useful in providing feedback about the qudity of training
courses and the mulltiplier effect of the training, it would be beneficia to have timely information
regarding the quality of provider ARH sarvice ddlivery in order to assess training effectiveness. The
project should proceed with planned intercept surveys and mystery client studies as soon as



possible. Issues such as the need for more counsding/ vaues claification training could be
detected through this method and fed back into the training strategy .

The project should include above noted eva uation steps and dates in the Strategic Training Plan
Workplan.

In order to support dignment of training activities and results with the project strategy, the project
should develop a phased training plan with specific target activities, including numbers of activities
and persons to be reached, phased timelines and lead actors (Y outh.now taff, facilitators, master
trainersetc.) Results of phased training should be fed back to the project and integrated into future
activities.

Y outh.now should work with the regiond Hedlth Authoritiesto develop alow cost ARH
training strategy that can be implemented and sustained by the RHAs. The project should
attempt to draw on the training networks being established by TOT graduate trainersin
addition to RHA resources. They should dso explore dternative training programming such
asimplementation of short 1-hour updates or refresher-training sessions that can be inserted
in busy dinic schedules.

USAID, FHI and ASHE shoud dosdly monitor theimplemeniation of the Vibescumicdumand work
with the MOE to mativate dtemetive 3&f, dasspaiodsor ather medheniamsto earethat the Vibes
adivitiesand teeching arecompledy inteyated and taught inthe pubdicsdhods Giventheexadlant
work paformed by ASHE inthe Vibes goproech to ALE, USAID should continueto sdedtively cdl on
thar tednica savicesas nesdid, teking careto avaid opanended commitmentsto meet ongaing
Qperating cogtsof the orgenization.

2. Behavior Change Intervention/Behavior Change Communication (BCI/BCC)

aFindings
Key dementsare in place a Y outh.Now for an effective behavioraly-focused
communication program which, with some adjustment of its current efforts, can have greater
behaviora impact
However, the BCC Component, in its design, lacks both a sharp, precise focus on expected

Behaviord Outcomes and concomitant behaviorally focused communication strategies with
better behaviordly linked resultsindicators.

As aconsequence, the BCC effort faters but can be nicely enhanced if the faltering spots
were to be better braced with more substantia behavioraly focused initiatives.

b. Discusson
The most important key eements Y outh.now has in place for an effective, behavioraly-focused

communications program include: a highly competent implementation capacity; recent
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successful experience with its advertisng campaign; condderable capacity for rolling-out
training plans for training a large network of community partners (individuas and indtitutions); a
competent partner for operating aHatline Information Service; atdevison seriesin the making
with potentid for behaviord impact; and good vishility for Y outh.now and ARH issues
generated by its public rdations (PR) efforts.  However, current efforts fater due to: inadequate
bonding between the advertisng campaign and srategicaly planned community-leve action
pressing smilar behaviord themes; the absence of large network of “sexudly empathic” staff
and volunteersin the field who can engage young people in more than an “abstinence only”
mode of interaction; insufficient behavioraly focused * advocacy communication” linked to
policy behaviors, apublic relations strategy not sufficiently focused on behaviora outcomes;
targeted community interventions lacking with too limited parish+wide outreach and impact; no
marketing communication for ARH services, no sgnificant use of the school system for
extensve ARH information dissemination; and no standardized package of ARH information for
meass digtribution in the targeted parishes.

The design of the Program for SO #3 and its Y outh.Now project component consists of activities
described as “Behavior Change Communication interventions’ directed at an IR focused on
improved knowledge and skills of adolescents rather than specific, precise behaviora outcomes.
The specification of “skills” (which would suggest some behavioral outcomes) is absent in the
USAID Hedth Strategy 2000- 2004, the Cooperative Agreement with TFG and partners, the
Results Monitoring and Reporting Plan, and Y outh.now’ s progress reports. In fact, when one
looks at the indicators in the Results and Monitoring Plan or the SO #3 results Framework, the
BCC component seems restricted primarily to indicators of knowledge of HIV/AIDS
tranamission, message recall, increased knowledge of the menstrua cycle and conception,
methods of contraception, and symptoms of STI. There is some reference to measuring changein
community attitudes and proportion of adolescents knowing where to go for ARH services. But
on thewhole thereis very little related to contributing more substantialy to specific behaviora
results. Even if one accepts this“knowledge’ orientation to the indicators, thereis very little

data available to provide any indication of progress to date, except for the message re-cdll
indicator for the advertisng campaign.

One could argue that increasing knowledge is an essentia step towards behavioral impact. But
50 years of health communication experience would suggest that while improved knowledge is
often (though not aways) a necessary basis for behaviora responses, it does not provide an
adequate and sufficient platform for behaviora engagement. One needs to go beyond knowledge
and focus on those other factors which impinge on behaviord decisonmaking and action, and
which are amenable to a communication intervention. For example, if a perception of condom
useislinked to loss of pleasure in sex, then a communication intervention needs to address this.

One would normaly expect that a BCC strategy would have a sharp and precise focus on
discrete behaviord outcomes, which then drive the design and execution of the BCC effort. In
this project there is no explicit, up-front dedication to specific, precise behaviora outcomes. This
isnot avoided atogether. But even when addressed in the Work Plan and Implementation Plan
for the Project (1999-2001) (with avery ingtructive conceptud framework attached), the
reference is couched in vague terms such as “promote hedthy behaviors’, “ promote safer sex”,
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“deve op an enabling environment”). There is mention of behaviors such as promote condom
use and use of contraceptives, but these lack specificity and precison.

What is missing is a behaviordly focused communication strategy, dedicated to specific, precise
behaviord outcomes. And each behavioral outcome may very well need its own supportive
communication srategy. An dl-purpose communication strategy is very unlikely to be effective
with respect to dl behavioral expectations. For example, the behavior to come into an ARH site
is quite different from containing and ddaying the powerful urge to have sex for the fird time.
There was supposed to be a“BCI Strategy” developed by November 2000 but this did not seem
to materidize. ThereisaBCl Strategy Outline but this is pretty much devoid of asharp,
behaviord focus. The advertisng agency partner, Dunlop Corbin Communication (DCC), did
map out an advertisng strategy but thisis only one component of a behaviordly focused
communicetion strategy.

Training and sexud empeathy: Y outh.now now has a core of master trainers covering five groups
of community-based outreach cadres: faith-based leaders, youth/peer leaders, leadership of
parents groups, men, and service providers. These magter trainers and those subsequently
trained by them have the potentia to become potent “persona communication agents’ for ARH.
“Personal communication agents’ are persons who have the knowledge, skills and empeathy
needed to interact and communicate effectively hedth with youth at a persond level on issues of
sexuality and reproductive hedth. 'Y outh.Now has created this capacity for developing a
substantia core of these potential ARH communication agents for ARH outreach &t the
community leve in alarge, reachable network of community partners. This now needsto be
advanced in amore massive and cost-€effective way in the target parishes rather than the current
ad hoc approach. In doing 0 Y outh.Now should integrate within its current clinical view of
sexudlity a better emotiona and cerebra grasp of the intense sexua passion, exuberance and
urgency which drive sexua behavior anong the young. It is clear, for example, that a dominant
congraint in engaging adolescents about their sexua behavior has to do with personad discomfort
about sex and adolescentsin sex or contemplating sex. As commented on elsewhere, the first
“preachy” line of “counsding” offered by most service providers and peer leadersisthat of
abstinence, loaded with what often comes off as an abhorrence of sex. The training provided for
service provides does ded with sexudity but does so in a somewhat dlinica fashion. About 10%
of training time is spent on this clinica perspective of sexudity, with a passing reference that the
sexud urge in adolescentsis norma. What needs to be added is thet this urge is often
overwhelming and intense in the minds of adolescents. To talk about abstinence isto talk about
asexualy charged behavior. More acute sexud senghility which needs to be integrated in the
training so that “personal communication agents’ being trained, be they nurses, peer counsdors,
community hedlth aides, or dentd auxiliaries, will be better able to ded comfortably with
adolescent sexua behavior and protective options ranging from abstinence to protected sex

Advertisng and mass media: Y outh.now’s communication partner, DCC, has provided strategic
support in publicly positioning Y outh.now as a MOH program dedicated to adolescent ARH
through sdected media presence and judicioudy selected public relations activities. Y outh.now’s
own outreach efforts have also contributed to this.
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DCC hasimplemented a gtriking Phase | advertisng campaign (using radio, television, the press,
cinema, posters and billboards), nicely segmented, with catchy phrasings and high production
vaue, drategic media scheduling, and with the creative input of young people themsdves.

Despite the absence of explicit behaviora objectivesin the overdl Project design or its BCI/BCC
component, the advertisng campaign emerged with a sharp behaviord focus on abstinence
(sexud delay). This has had substantia resonance, it would appear, with key segments of the
population. The messages became a bit more muddled, however, in the tail end of the campaign
asit pushed both the abstinence (sexud delay) and consstent condom use themes. Promoting
what would appear to be inconsistent, even conflicting behaviora messages can be tricky. The
consstent condom use theme, however, reinforces wel the on-going HIV/AIDS campaign.

Theimpact of the campaign is seen as Sgnificant in terms of high re-call and expressed
behaviora intentions. But the sampling methodology (an intercept quota sample) of the impact
evauation raises questions about the generdization of the results to the target populations. Even
90, it seemsthat the campaign clearly registered its messages among the target audiences. Given
the demonstrated capability for executing a mass advertising campaign and the experience of this
Phase | which puts dramatically on the public agendaissues of sexud delay and condom use,
future advertisng campaigns can play an even more dynamic role in contributing to behaviora
impact by linking the campaign closdly to synchronized, same message dissemination &t the
community level by the project’s emerging core of “persona communication agents’.

In Phase 11 it would be useful to re-consider the use of some media, such as posters, billboards,
bus sides and bus shdlters, which did not seem to be powerful means of ddivering the messages.
The pogters, for example, seem to end up in guidance counsdors rooms and insde clinics but
not much in public community space. One wonders whether it might be possible to do arun of
cheap posters as done in eection campaigns, with massive community placement. Their short
public life can be baanced by the drategic “ postering” in relaion to aradio-TV-pressflight of
advertisng.

In addition, a Phase Il advertisng campaign may wish to be more directly and persondly
engaging with target audience members with less emphasis on jingles and dramatic skits and
more emphasis on warm, persona sendtive engagement. A Phase |l campaign may also wish to
address more directly the issue of consstent condom use. In this regard, it may need to address
what anecdotdly isaprimary reason for inconsstent use: loss of pleasure, as perceived by both
young men and women. In addition, the campaign should also engage sexudly active
adolescents in consdering awider range of contraceptive options. One would aso urge the
development of a new theme associated with consistent condom use or other contraceptive
choices, and separated from the popular sexud delay theme of “Since Love So Nice, Wait till it
isright”. Perhaps an extenson of thistheme? “Sincelove so nice, wait till it isright --- and
then do it right---use a condom every time, every time, every time...”.

The' Y outh.Now persona communication outreach potentia at the community level together
with a mass media advertisng competence of DCC augurs well for the powerful combination of
advertisng and personad communication for behaviord results, were these dementsto be
grategicaly synchronized in timing, behaviora focus, consstent messages, and in astyle of
engaged communication as described above.
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Y outh.now’ s partner, CARIMAC, isin the process of completing a 10-part haf-hour series of
magazine programs on ARH for televison broadcast. The programs so far produced have
spirited hosts and a visudly simulating mix of segments. While the programs cover a broad

range of ARH themes and therefore amuddle of behaviord themes, there is substantia potential
here for the series to be used in an engaging manner beyond their solitary broadcasts (time for
which has been procured at remarkably reasonable costs by DCC), with alive half-hour chat and
cdl-in tdevison show before alive audience, following the broadcasts.

The scripts for the series seem to have been finalized and production is expected to be completed
by the end of the year. If thereis dill an opportunity for change, Y outh.now and CARIMAC may
wish to focus the content of the series on afew specific behaviora outcomes, including one
related to promoting the use of awider range of contraceptives. In addition, the series may wish
to include segments, which rely less on indilling fear as abasis for appropriate behavior, and
more on the vaue gained. For example, sexud delay and condom useis presented in relaion to
dire health consequences. Fear gppedls have proved to be not very effective in prompting healthy
behaviors. Audiences disengage as a protective device. Perhaps more engaging would be skits
depicting asense of “good feding” a having ddayed sex, or using a condom and fedling good
both about protecting onesdlf and having plessure.

Y outh.now has developed a competent and skilled partner in the Jamaica Children’ s Foundation,
which is a sub-grantee for enhancing and expanding its Friends Hotline counsding services. The
Hotline attracts a modest number of calers who can have access to either persona counseling or
taped messages on sdlected topics. The number of cals seemsto go up in relation to advertised
promoation of the Hatline. This Hotline offers yet one more personad communication opportunity,
which has the added advantage of its anonymity and which can be effectively linked to the
advertisng campaign, aswas done in Phase 1.

Targeted Interventions: As part of its BCI/BCC drategy, Y outh.now has embarked on a number
of “Targeted Interventions.” One called Pro-STAR Pre-Teen Intervention is an operationa
research project involving two schoolsin Lucea, Hanover and a control school. The god isto
reinforce knowledge, life skills such as reasoning, listening and socid skills, with story telling
used a primary medium for imparting vaues and beliefs. In rdation to ARH behaviora outcome,
the god isto get alarge proportion of the students age 10-12 in the two schools to indicate
abstinence astheir lifestyle choice. This project began in September. While it may be unfair at
this point to comment on this project at this stage, one approachesit with great skepticism. It
seems to be one more attempt in the 30-year history of family life education in Jamaicato
introduce “life skills” exposure to sudents. Even if the project succeedsin getting alarge
proportion to cite abstinence as a life syle choice, this may mean nothing behaviordly. Intention
to act and action are enormoudy different. And dl the difficulties that Family Life Education has
presented in the classroom over the past 30 years will aso haunt this project were it to be ever
scaled-up for introduction across the nine parishes.

The other targeted interventions are focused on boys and their male guardians and involve sub-
grants to the Women's Center and Children First, and preliminary explorations with Fathers' Inc.
Comments on the sub-grants have aready been made in thisreport. In relation to the BCI/BCC
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program, one would add the following: Unless these initiatives lead to a mass roll-out of
“persona communication agents’ who can engage young men on awide scae in considering
specific behaviors being suggested, they will remain interesting smal scale exercises, with
inconsequentia impact on ARH. Targeted community interventions are important especidly
when grategically and behavioraly linked to a nationad mass media advertisng campaign. One
would urge for large-scae targeted community interventions in this regard. The nine parishes
represent a small enough “market” for such scaed-up community interventionsinvolving

400,000 adolescents and their families. Y outh.Now (with its soon-to- be appointed new
Communication Officer) and DCC have the cregtive capacity to conceive of what sort of scaed-
up, parish-wide targeted community intervention would have impact with 400,000 adolescents a
modest costs.

BCI/BCC at service sites: Y outh.Now has amagor mission of getting adolescents to avall
themsdaves of ARH services a Y outh-Friendly (Y F) sites being established under the project.
The “Services’ section of this report covers some of the deficienciesin thisarea. From a
BCI/BCC perspective, if ARH services are inconvenient or unattractive or unappealing to
prospective consumers, then it is both difficult and pointless to promote them. If a Y F Ste offers
(asdiscovered in some locations) services only on the third Wednesday of the month and for
just two-three hours and with a potent dose of preachy abstinence being offered, it is perhaps
wise not to promote such a site.

However, the critical need for ARH sarvice stesremains. Y outh.Now may find solutions within
the NGO and commercid private sector, in addition to government clinic-based |ocations, with
more appeal to prospective users. As these sites become more available and more attractive to
consumers, Y outh.Now should consider a vigorous marketing communication program for
marketing “branded” ARH servicesin the public, private and NGO sector and for prompting
greater use of these services. This may involve use of mass media advertisng even if the
sarvices for the moment are only in just 9 parishes. But even more important is the community-
based marketing communication, which will need to be carried out. For example, any appeding
ARH service site should carry whatever logo/brand name is devel oped for this purpose. In
addition, impressive point- of-service promotion should be undertaken. Y outh.Now and DCC
have given thought to this area of action and have developed possible logos and signage but have
not ventured further, partidly because thereisn’t much to “market”, and there isa bit of caution
about branding and so appearing to separate the project from the MOH.

Advocacy communication: An important component of the Y outh.Now project relates to policy
development and implementation. Thereis a particular policy issue which, from moment to
moment, is either off or on the table. It has to do with the age of consent and parentd rights so as
to dlow provison of dinicd ARH services to adolescents under age 15. To get a policy adopted
and implemented calls for certain people to take certain actions, and here emerges a behaviora
focus. In the policy area, communication strategies dedicated to prompting action are described
as “Advocacy Communication”. Y outh.Now has amodest effort in thisfield. Most of the current
advocacy efforts relate to generating community and public support for ARH in agenerd sort of
way. Thereisthe excdlent beginning of a Speaker’ s Bureau, modest presence in the media by
way of radio-televison interviews, newspaper coverage of events, exhibition booths at health
farsetc. Thisisdl good public relations, public positioning of Y outh.Now and ARH themes.
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But it lacks the sharp behaviord focus for policy action. If the policy document on age of
consent is temporarily lost amidst al else on the Attorney General’ s desk, DCC and Y outh.Now
should work towards an Advocacy Strategy which has asits behaviora goa getting that
document to the top of the pile.

Public Rdtions: Related to the above is another gap which can be easily remedied: amarketing
public relaions effort linked to specific behaviord outcomes. DCC and Y outh.Now have done
much to give vighility and prominence to the project and ARH themes. But with abit more
tweaking, a powerful non-advertisng marketing public relations campaign can be mounted to
lend support to specific, precise behaviord outcomes. By way of aminor example, one such
activity in amarketing PR effort focused on the behavior of consistent condom use could have a
radio call-in show with planted calls to begin with which focus on the perception of “loss of
pleasure’ in condom use. Both men and women can comment on this from a variety of
perspectives, including that of the cost vs. vaue in congstent condom use: alittle loss of
pleasure vs. the value of protection and how much at risk does one feel. Newspaper fegture
atidesand TV chats shows could aso focus on this theme, plus community mestings involving
the male segment of the “ persond communication agents.”

As mentioned earlier, DCC has provided effective public relations support in putting both the
project and ARH on the public agenda; and there are plans for additional PR activities ong
amilar lines, usng popular media programs, including chat shows and cdl-in shows. What is
being suggested is that future public relaions efforts take on a much more rigorous behaviora
focus and be Strategicaly designed in relation to agreed- upon behaviora outcomes, rather than
just build generic support for ARH.

Informational materids in schools and at service sites: Schools currently appear to be amagjor
source of ARH information for adolescents, even though ARH information is haphazardly
offered in the school system. In addition, roughly 80-90% of children 10-17 arein schools.
While it ssems difficult to get an organized ddivery of afamily life education curriculum (such

as the one which now exigts) to each child, the school system remains a powerful channd for at
least the dissemination of sandard information materias on ARH to each child 10-17 years of
age. Even if ingpired teachers and guidance counsglors do not use a dissemination opportunity
for in-class discussion, the children will provoke their own internd discussions and chatswith
other children based on their reading of ARH information. Perhaps a sandard ARH workbook
could be cheaply printed in mass quantities (100,000 for the age group 10-12, and 200,000 for
the age group 13-17) and distributed to each child in the gppropriate age group in the nine
targeted parishes. At the same time teachers and guidance counselors could be encouraged at
their own convenience to foster discussion of the issues raised in the workbook.

Thereis dso adearth of information materids in the project for easy, wide scae ditribution to
individuasin communities and at service Sites. Y outh.now has carried out an inventory of
sdected ARH materids currently avallable. In ajoint purchasing and printing process with GTZ,
USAID and the MOH, the project has procured small numbers of selected pamphlets and
brochures: 7,000 “Sex, Am | Ready”; 3000 “Common Sexualy Transmitted Diseases’; 2,000 R
U Safe; 5,000 “On Becoming a Sexud Person”. These quantities may be fine for the numbers of
“persona communication agents’ being created but they are rather tiny in rdation to a
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population of 400,000 individuas age 10-19 in the nine targeted parishes. |dedly, each of the
400,000 individuds should have some kind of ARH overview literature in their hands, plus
behaviorally specific pieces rdated to the behaviora themes being pressed. In trying to do thisin
a cost-effective manner, one may need to sacrifice a bit of quality and the desire for full-color
materiadsin favor of mass quantities for mass distribution.

¢. Recommendations

Sharpen the behaviora focus of the project and design anew behavioraly focused Strategic
Communication Program with better behavioraly linked results indicators.

Edtablish alarge network of sexudly-empathic “personad communicetion agents’ for
extensve community outreach and targeted community interventions through structured
training plans using the team of master trainers and associate trainers o far developed in the
five “market” categories: faith-based leaders, peer leaders, service providers, male leaders,
parent leaders.

Conduct a Phase 1 Advertisng Campaign better linked to scheduled/planned community
outreach of the “persond communication agents’ and wide scae targeted community
interventions, with amodified sdlection of mediainterventions and in amore persondly
engaging format, and with greater behaviora attention to consistent condom use, and use of a
wider array of contraceptive methods for the older adolescent market segments.

Re-examine the content themes of the CARIMAC “YOW” TV Series from the perspective
of adding more of a“pogtive modding” dimengon rather than motivating behavior on the
basis of fear appeds; explore broadcasting the series followed by a half-hour live chat/cal-in
televison show before alive audience to foster more viewer engagemen.

D. Nationa Policies and Guiddines

1. Findings

a) Youth.now and the Policy Il Project have made sgnificant contributions to the ARH
policy agendain Jamaica While no new natiord policies and guiddines have yet been
implemented as aresult of these efforts, it is expected that a new Nationd Y outh Policy
and Strategic Plan will be adopted and implemented over the next two years.

b) The Y outh.now project was insgrumenta in the formation and ongoing support of the
Policy Working Group (PWG). However, the work of the PWG has been uneven and not
fully effective.

¢) Youth.now currently lacks a clear strategic focusfor its work in the policy area.

2. Discusson
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Though not incdluded in the ARH program description of origina Strategic Objective Grant
Agreement (SOAG), the policy component was added in May of 1999 in recognition of the
importance of supportive nationa policiesin the creation of a postive enabling environment for
ARH activities. Subsequently, work at the nationa policy level was included in the contract
with the Futures Group for the Y outh.now project, where it is described as assisting the MOH
and NFPB as needed with technical assistance, aong with workshops and seminars to promote
policy reform. In addition, and independently of Y outh.now, USAID has provided funding
directly to the POLICY |1 project for technica assistance to the MOH and to the NCYD.
POLICY Il support to the MOH isdirected at strengthening strategic planning for reproductive
hedlth at the regiond and parish levds, whileits support for the NCY D is directed at assstance
in formulation of a Nationa Y outh Policy and Strategic Plan. By dl accounts, the performance
of the POLICY Il Project in both key areas has been excellent.

POLICY Il sponsored strategic planning workshops in al four MOH regions, which produced
drategic plans for reproductive hedlth activitiesin each region. The processis now underway to
complete parish-leve srategic plans based on the regiona plans. The decentrdized MOH
system places responsibility for the devel opment, management and funding of hedth care
serviceswith itsregiond hedlth authorities. Therefore, the design and implementation of such
plans has the potentid to create a strong indtitutiond basis of support for RH activities through
MOH programs and facilities. Thisis especidly trueif MOH decison-makers are committed to
executing the plans, which seems to be the case from interviews conducted by the team with
senior MOH regiond officers. POLICY |1 followed up the strategic planning workshops with
regiona policy advocacy workshops. These workshops also generated a considerable amount of
enthusasm among MOH attendees. Current plans include continuing technica support to the
MOH regions and parishes for work in policy planning and advocacy. The South East Region
has dso requested POLICY 1l assstance in helping it design more effective systems of program
budgeting. POLICY Il will require additiond financid support from USAID/Jamaicato
continue these worthwhile activities.

In addition to its work with the MOH, POLICY Il has aso worked closaly with the NCYD to
assg that agency draft a comprehensive National Y outh Policy for Jamaica. It is expected that
the Y outh Policy will be finalized and submitted to Cabinet for gpprovd early next year. The
new Policy covers many areas important to youth development, such as education, training,
employment and living environments. While the hedlth section of the Policy is brief, it does
address specific reproductive health needs of adolescents and endorses the devel opment of new
programs to address them. The Policy aso includes provision for development of a Nationd
Strategic Plan for Y outh Development, under which specific government agency implementation
plans and programs will be developed and monitored by the NCYD. The NCYD isvery pleased
with the qudity of POLICY II’s contribution to this effort and has requested that its support
continue through the development of the important implementation phase of the process.

While POLICY Il efforts to date merit high praise, the picture is more mixed with respect to

Y outh.now’ s performance in the policy area. Perhaps Y outh.now’ s most important contribution
to date has been the development and dissemination of severa important policy research
documents including aliterature review of ARH policy research, and analysis of the legd,
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regulatory and policy environment for ARH in Jamaica and an andyss of gepsin passing alaw
or policy in Jamaica. Such studies comprise an important bass for development of a plan and
gpproach to ARH policy reform.

Y outh.now has aso been insrumenta in the formation and support for the ARH Policy Working
Group (PWG), amulti-sectord body jointly chaired by the PIOJ and the MOH. Thetask of the
PWG isto guide the development of appropriate ARH policies and guiddines. Thisfar, two sets
of guidelines have been developed under the aegis of the PWG, one addressing the problem of
current legidation prohibiting the provision of contraceptives to minors under the age of 16
(below the age of consent) without parental consent, and the other dedling with the trestment of
adolescents for STIs, including HIV/AIDS. The prospects for adoption of the guiddines are
uncertain. The new guiddines dlowing the provison of contraceptive services to minors who
are below the age of consent were submitted to Cabinet by the MOH last year, but were
withdrawn because of their politica sengtivity. The office of the Attorney Generd is currently
reviewing them. Unfortunately, the consensus among senior MOH officiasis that neither the
Ministry nor the Cabinet has the political will necessary to adopt the new guiddines. Current
MOH guiddinesfor RH alow for the provision of contraceptives to minors below the age of
consent without parental consent under the so-cdled Gillich Law, but lack of awareness of this
provison among many MOH gaff and uncertainty asto itslegal standing continues to condtitute
abarrier to services. The drafting of new guiddines for treetment of STIsis less advanced and
has been held up pending findization of the rdated Child Care and Protection Bill.

Although the broad multi- sectoral compostion of the PWG makesit an ided forum for ARH
policy development, it has not lived up to its full potentid. It has been nearly ayear snceits last
meeting and none are currently scheduled. Nor does there seem to be aclearly defined set of
priorities for future action by the PWG. On the other hand, the NFPB, which did the actua
drafting of the new guidelines for contraceptive services to minors, has expanded its policy
divison and the NCY D has begun to play a more aggressive role in the youth policy arena. The
PWG, with Y outh.now assistance, needs to reexamine its role vis avis continuing priorities for
ARH policy reform at the nationa level, especidly in light of the heightened roles being played
by NFPB and the NCYD in thisarea.

The October 1 2001 to September 30, 2002 Y outh.now work plan identifies a number of
prioritiesfor IR 3.1.3 (Policy) for the year, including support for the PWG in preparing policy
guidelines for MOH gpprova, conducting outreach and capacity building with key policy makers
and stakeholdersin support of ARH, support for development of an ARH policy and for the
Nationa Y outh Policy and planning for the next round of the Policy Environment Score (PES)
survey. On baance, very little seems to have been accomplished during this period. As
previoudy mentioned, the PWG has been virtualy defunct for most of the last year. Outreach
and capacity building among key policy makers has not taken place, partly because of staff
turnover in the Y outh.now policy specidist podtion. A new full time policy specidist

(Advocacy Coordinator) has recently been hired which should result in more attention given to
thisareain the future. However, it isimportant that the role of the new advocacy coordinator,
which currently seemsto be oriented more towards support for behavior change activities at the
community level, be geared primarily towards policy advocacy activities among key decison
makers and stakeholders. Plans for the development of an ARH policy have been put on hold in



view of the fact that Smilar issues are being addressed through the Nationd Y outh Policy.
Findly, the PES, which is conducted with support from the POLICY Il Project, is scheduled to
take place during the first quarter of 2003.

The PESisthe principd indicator identified in the Results Framework for measuring

achievement of the Policy IR. It conssts of a composite of factors such as politica support,
policy formation, resources, programs, etc. consdered key to measuring the degree to which
Jamal ca supports the reproductive hedlth of the population. The last PES survey was conducted
two years ago in November/December of 2000. The results of that survey showed a modest
increase of 5.7% in the composite score of the adolescent eement over the 1999 basdine. While
this was encouraging, it should be noted that the overadl score of the adolescent eement (59.7) of
the PES was sgnificantly lower than other e ements such as family planning (71) and
STDSAIDS (74.1). Itisanyone s guess how the forthcoming PES will turn out, though it is
likely there will be amodest improvement due to increased program effort over the last two
years.

In addition to the PES, the Y outh.now RMRP contains lower-leved indicators for measuring
performance in the Policy IR. Here again, performance is mixed. The target of at least one new
policy or guiddine submitted to the MOH for approva has been met with the proposed new
guiddine rdating to the age of consent for contraceptive services to minors, though the
prospects for actud gpprova seem remote. Another target isrevised curriculain educationd
indtitutions reflecting an ARH focus. This target has been partidly met, in that arevised
curriculum has been deve oped with assstance from JHPIEGO for use in nursing schools, which
is now being considered for adoption. Thisindicator more properly belongs under IR 2
Improved Knowledge and Skills (Training). Findly, thereis an indicator, which conssts of the
adoption of a consensus definition of adolescent reproductive hedth. Since the PWG has
adopted such adefinition, thisindicator appears to have been met. However, one has to question
the utility of such a definition, given theway inwhich it isformulated. The definition, for
example, incdudes the “emoationa” well being of adolescents dong with their physicad well being
aswdl as“freedom from sexud violence and coercion”. Whileit is certainly desirable that youth
will be emationdly fit, it is difficult to imagine how ARH programs can or should be designed to
achievethisend. On the other hand sexua violence and coercion by adults does play a direct
and important role in adolescent sexud behavior and outcomes, and should be more fully
addressed in ARH programs.

3. Recommendations

a) USAID/Jshould provide additiona funding for the POLICY |1 project to ensure that: &)
the NCY D continues to have the technical and program support it needsto findize the
Nationd Y outh Policy and to develop its follow-on Nationa Strategic Plan for
adolescents and, b) technica ass stance and training continues with the MOH Regiond
Hedth Adminigrations in srategic planning and advocacy for ARH at regiond and
parish levels.

45



b) USAID should encourage the Minister of Hedlth to request that the Cabinet take postive
action on proposed new guidelines related to the provision of contraceptive servicesto
minors who are below the ageif consent. The Minister should aso be encouraged to
issue aclear statement of support for current MOH guiddines dlowing for such services
under the Gillich Law.

¢) Youth.now should assst the PWG to redefineits role and action priorities for ARH
policy reform. In addition, it should redefine its own role vis avis the PWG, and other
key GOJ agenciesin support of nationd ARH policy and advocacy.

V. PROJECT MANAGEMENT

A. Hndings:

1) Overdl, The Futures Group has performed well in managing the Y outh.now project in
Jamaica

2) The absence of the MOH “focd point” for the project has adversely affected
communications and coordination of project activities within the MOH.

B. Discusson:

The Futures Group has performed well in managing the Y outh.now project in Jamaica
Experienced and capable personnd, both at the home office and in Jamaica, saff the project.
Staff turnover has not been a problem, with the exception of the part-time Policy Specidist
position, which has been recently filled and converted to afull time Advocacy Coordinator
position. The recent departure of the IEC Specidist will require that this critical position be
filled as soon as possble. The qudity of project performance would also benefit with the
addition of gtaff with expertise in the design and management of RH service ddivery programs
at scale, and HIV/AIDS.

Project funds appear to be managed properly and prudently by both the corporate office of
Futures and locally. The management and coordination of short-term technica assstance and
Futures partners MSCI and DCC is performed efficiently. Thereis room for improvement of
coordination of effort with some CAs such as Family Hedlth Internationa (FHI), though
coordination with others such asthe Policy 1l Project is excellent.

Y outh.now has established close and effective working relationships with USAID/Jamaica and
with its Jamaican partnersin the public and NGO sectors. The eva uation team heard frequent
expressions of praise for Y outh.now from MOH officids at nationd, regiond and loca levelsfor
the qudity and extendveness of their collaboration through numerous training activities, project
committees, working groups, ad hoc meetings and other forms of intercourse. Nevertheless, the
departure of the MOH “foca point” for the project in June 2001 has left a gap in communication
and coordination within the Minigry. Currently, it is difficult for the overburdened heed of the
Hedlth Promotion and Protection Division to fully engage the Minidry in project activities, as
was the case when she was assisted in this task by the focal point. Funding and bureaucratic
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congraints have made it difficult for the Minigry to fill this postion, though the team was

advised that the Ministry would now make renewed effortsto do so. It was aso suggested to the
Team that Y outh.now’ s work would be facilitated a the MOH field level were the project office
to be moved to the Family Hedlth Divison from its current location in Heglth Promation and
Protection. Though a good argument can be made for such amove, the Team is not persuaded
that it would be advisable at this relatively late stage of the project, given the aready well-
established working relationships that exist between the project and Health Promotion and
Protection, not to mention the fact that the nature of most project interventions are more
appropriately educational and promotiona than they are clinical.

Notwithstanding some bumps aong the way, such as'Y outh.now’ s occasiond failure to
acknowledge its status as a USAID project in its communications with the public, the quality of
The Futures Group’ s working relationship with USAID/Jamaicais excellent.

Futures has been highly responsive to USAIDS frequent requests for informeation and
suggestions for modification of project activities contained in annud work plans. The USAID
ARH project officer meets on aregular bi-weekly basis with Y outh.now project staff to monitor
activities and to help overcome bureaucratic and other obstacles to performance. In addition to
these and other frequent informa ad hoc meetings and consultations between USAID and project
staff, a Project Coordinating Committee meets quarterly and an Extended SO Team mesets
annudly to help guide implementation of the project. Findly, the project has complied fully with
the terms of its contract with USAID and last year was judged to have performed at a“high
standard” by the Award Fee Committee in accordance with evauation criteria, which included
fied implementation, administrative performance, misson support activities and cost control
deliverables.

C. Recommendation

The MOH should fill the pogdition of “focal point” for the project as soon as possible,

V. PROGRAM SUSTAINABILITY

By “program sudtanability” we mean the continuation, in whole or in pat, of an ongoing ARH
program, project or activity without the need for ongoing externd technicd and financial
assigance.  Sudanability necessarily implies that the “sudtaining entity” (eg. MOH or NGO)
has the commitment, ability and resources necessary to ensure continuation of the program,

project or activity in question.

1) HEndings
a) While it is dill too early to tdl if much of the ARH program will produce
sugainable results, it clear that the implementation of the entire package of
Y outh,now interventions as presently configured is not sustainable.
b) Some ARH program activities such as training do not appear to be sustainable

as currently implemented (eg. reatively high cost residentid agpproach),

though they may inspire the development of low cost dternatives.
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C) Other drategies and approaches, eg. involvement of faith based organizations
(FBOs), do appear to have the potential to produce sustainable results.

d) Indtitutional congtraints may retard the integration and expandon of ARH
interventions and activities within the MOH and the NGO community.
e) Youth.now lacks sysems to adequately identify and roll out successful ARH
interventions.
2) Discusson

The issue of sustainability is problemdtic. It requires not only a precise definition and
identification of the program eement or activity one wishesto sugtain, but the ability, resources
and commitment on the part of the sustaining agency to carry it out. In some cases, it may aso
require additional donor resources for atrangitiona period of “dissemination and roll out” in
order to meet start up costs and to alow the new activity timeto fully take hold. Timingisaso
important, Snce premature termination of externd support may be fatd, while prolonging “hand
off” may lead to complacency and undermine the necessary commitment of the sustaining

agency.

Although it is dill too early to tel if much of the ARH program will produce sustainable results,

it isimportant for USAID and implementing partners to begin thinking about and planning for
sugtainability as soon as possible. Moreover, even a thisrdatively early stage, thereis more
than enough experience and performance data to be able to make informed judgments on
sugtainability of key elements of the program. For example, it is clear that the ARH program as
presently condtituted, consisting of the activities of Y outh.now and other USAID funded CA
activities, is not sustainable and will lagt only aslong as USAID continues funding for it. The
same may be said of the Y outh.now project. Thereisno single GOJ ministry or agency that has
the broad mandate to encompass the full scope of Y outh.now activities and interventions, evenin
the very unlikely event it had the fundsto do so. What then, about the prospects of the
sugtainability of discrete key activities the CAs and Y outh.now have been undertaking?

Firgt, with respect to activities of the CAs, it isimportant to kegp in mind that much of their work
was designed to fill adiscrete need in support of alarger effort and were never intended to be
sugtainable in and of themselves. Thisistrue, for example, of the work done by MSCI,
JHPIEGO and DCC aswell as AED on the CHANGE project and specia studies done through
FHI on the Behaviord Survelllance Survey and CM S on the Adolescent Condom Survey. On
the other hand, it is hoped that technical assistance provided by other CAsto strengthen the
performance of dready exiging sysemsin the MOH such asingdlation of anew dlinic
gppointment system and improvements in the Minigtry’ s hedlth management information system
will be sustainable, but it istoo early to tell. With repect to other, more far-reaching
interventions such as FHI’ swork with ASHE and the MOE to ingal in the Guidance Counsdling
Division of the MOE anew gpproach and curriculum for teaching family life and sex education

in the public school system, it islikewise too early to tdll if this effort will continue beyond next
year when funding for the program runs out. The Vibes curriculum developed by ASHE has
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many enthusastic supporters in the MOE, which has pledged to continue funding the program
through the government budget beginning in 2004. This augurs well for the continuetion of

some form of the Vibes " edutainment” approach in the future. In addition, the technical
assistance and training provided by POLICY |1 in strategic planning and advocacy a the MOH
regiond and parish levels, seems to have generated a desire among some regions to continue this
process & some level on their own, though it is again too early to tel if thiswill happen.

With respect to Y outh.now interventions, the YFS sitesin MOH clinics are not producing the
desired resultsin terms of reach and generation of new contraceptive users, and for this reason
aonethey are probably not sustainable. In addition, there are important congraints inherent in
the MOH indiitutiona environment, which make absorption and continuation of new programs
and activities by the Minigry very difficult. Theseinclude shortages of staff and funding,
restrictive policies and practices (especialy as they agpply to adolescent programs), competing
hedth priorities and lack of commitment and political will necessary to overcome bureaucratic
inertia and resstance to change. Thisis not to say that sustainability of successful ARH activities
isimpossiblein the MOH; it is possble, but it isaso difficult. Perhapsthe most promising

Y outh.now candidate interventions for sustainability within the MOH are the provider training
activities that have generated so much enthusiasm and acceptance anong the MOH gaff who
have been exposed to the training. It is quite possble that a more sustainable low cost (e.g. non
resdentia) approach to such training through regional MOH structures could be developed, and
Y outh.now should begin working with MOH authorities at thisleve to develop aplanto
incorporate such training interventions in ongoing regiona and parish training programs.

As discussed previoudy, Y outh.now isworking with avariety of Jamaican NGOs to promote
ARH in different settings. Unfortunately, as was aso noted, athough these programs are il
relatively new, the results thus far have not been encouraging, both in terms of the smdl numbers
of adolescents reached with counsdling and education programs as well as the week links to
reproductive hedlth services. With respect to sustainability, chronic problems of underfunding,
limited absorptive capacity and limited reach (i.e. most NGOs are concentrated in afew
metropolitan areas of the country), make NGOs, in generd, poor candidates for sustainability of
program efforts. The example of FAMPLAN isingructive. This venerable organization has
been in existence for decades. It has an ingtitutional mandate to promote the expangion of family
planning and RH sarvicesin Jamaica. Y et, despite support from an ongoing grant from the |PPF
for operating expenses, it has ot been able to continue, much less expand, the many donor
funded programsit has attracted over the years, including various programs directed at
adolescents.  The situation with other Jamaican NGOs without FAMPLAN's RH mandate and
ongoing externa financid support is much direr. It would appear that some potential for
program sugtaingbility within the NGO community lies with FBOs and youth serving
organizations with large networks (e.g. police youth clubs) who are able to adapt ARH youth
friendly approachesto existing programs with few additiona cods.

Finally, as noted above, it is essentid to be able to clearly identify successful interventions and to
then take concrete steps to expand and roll them out. However, Y outh.now, athough it does
collect alot of program performance information, does not currently have in place the necessary
evauaion systems which would alow it to clearly identify successful interventions amenable to
adaptation and expansion by Jamaican agencies and organizations. Just as importantly,
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Y outh.now lacks a“roll out” plan which would alow it to take the desired intervention, adapt it
appropriately, and through the use of technical assstance, dissemination seminars, eic. ensure its
transfer to the sustaining organization.

2. Recommendation.

Y outh.now should ingtitute a process for identifying and rolling out successful ARH program
interventions

VI. CONCLUSION

The overdl conclusion of this evauation is that, while some ARH interventions (e.g. training),
seem to be on track towards meeting and perhaps even exceeding expectations, the program as a
whole does not gppear to be achieving its most important intended results. Specificdly, and
most importantly, YFS stesa MOH clinics and among NGOs are failing to attract sgnificant
numbers of new family planning acceptors among sexually active adolescents. Moreover, there
islittle evidence that the current Y FS gpproach will produce this result in the future. 1n addition,
linked community outreach efforts in the schools have produced a smdll cadre of committed
youth, but this effort is limited, labor intensive and does not gppear to be sdf-sugtaining. Nor
doesit gppear that it is resulting in increased condom use among sexudly active in-school youth.
ARH BCC and training efforts have been enthusiagtically received. However, the effectiveness
and sustainability of these efforts are unknown. The emphasis the project is placing on
abgtinence is an important and innovative intervention that needs to be explicitly addressed in the
RF. However, it remainsto be seen whether this message will ultimately prove to be effectivein
delaying sexud initiation among teens. In the meantime, more attention needs to be given to the
problem of the abstinence message getting in the way of meeting the contraceptive needs of
sexudly active teenswho have no wish to abstain.  Findly, POLICY II’swork with the NCYD
and the MOH regions has progressed well, but Y outh.now’ s work in policy has been more
uneven and less promising, and the overdl policy environment continues to be less than
favorable towards ARH programs and services.

Since only two years remain in the current Y outh.now contract, now isthe time for
USAID/Jamaicato take concrete, decisive action to refocus the ARH program. Thiswill not be
easy, though a number of important factors bode well for success of such an effort. First and
most importantly, the ARH program is blessed with partners at USAID, the MOH and FGI who
are talented, knowledgesble, experienced and committed. The fact that the YFS Sites are not
producing intended resultsis not in any way an indictment of the TFGI team or the MOH taff,
both of whom have worked diligently and creetively to make the effort succeed. Rather, the
problem is more one of aflaw in the origina program concept and design for the YFS Sites,
which did not fully recognize the strong resstance teens have to dinic-based RH programs.
Moreover, the origind design omitted support for other clinica and commercia/private sector
efforts directed a teen mothers and older sexualy active teens that could have had a more direct
impact on increasing contraceptive use. Instead, the Y outh.now approach has placed great
emphasis on certain interventions that gppear to be theoreticaly sound, but may not have much

50



practicd vaue in meeting the needs of sexudly active teens (e.g. effortsto train clergymen to
counsdl teen to practice abstinence).

The foregoing highlights an important issue that needs to be addressed as a matter of priority by
USAID and its partners. That issueisthe need for USAID, Y outh.now and the MOH to reach
consensus on the fundamenta gods of the project. The evauation team has assumed from its
review of the officid documentation and discussions with USAID officids that such goas
revolve primarily around developing strategies and interventions amed at contributing to a
reduction in adolescent fertility primarily through increasing contraceptive use among large
numbers of sexudly active teens at risk of unwanted pregnancy and STIs, including HIV/AIDS.
This perspective does not appear to be fully shared by Y outh.now, however, who have adopted
more of an experimenta and indirect approach to reaching more limited numbers of adolescents
with arange of information and services that extend well beyond contraceptive services. These
perspectives are not necessarily mutudly exclusive, but they lead to different gpproaches and
outcomes, especidly in the short and medium term.  Lack of consensus aso creates confusion
over what condtitutes “success’. 'Y outh.now, for example, may consider it a*success’ that they
have “reached” groups of teens and influentia adults in a defined geographic areawith avariety
of ARH, life skills and other related (and sometimes unrelated) messages. On the other hand,
USAID might consder that same intervention afailure because it has not resulted in a
measurable increase in contraceptive use among those sexudly active teens. While the

Y outh.now contract does provide abasisfor the “experimenta” approach to developing a variety
of moddsfor ARH information and services, it seems clear at this point in the project that such
an approach is no longer appropriate. Thisis both because the modd s are not having much of an
impact on increasing contraceptive use and because the necessary systems are not in place to
adequately identify, measure and roll out “successful” models and interventions.

The foregoing is not to say that a broad approach to reaching adolescents with ARH information
and sarvices should be abandoned atogether. Thereis empirical evidence from other programs
and other countries that confirm the strong links that exist between adolescent behavior and the
“supporting environment”. A more holigtic gpproach that includes both strong contraceptive
information and service dements dong with the kinds of broader community BCC, training,
policy advocacy and smilar interventions, which TFGI/Y outh.now is promoting, could work.
The basic problem with the current overdl ARH program isthat it does not focus sharply enough
on fertility reduction and contraceptive use as the principa focus and objective of this broader
approach. In addition, as has been detailed in the body of thisreport, the RH service dement is
very weak and very limited in scope. A sharper segmentation Strategy is needed that gives much
more emphasis to RH services as part of a holistic gpproach that also includes more widespread
application of appropriately revised (e.g. lower cog, less judgmentd) training activities dong
with more behaviordly-focused BCC efforts.

It was noted a the beginning of this report that mounting successful ARH programs anywhere in
theworld isvery difficult. It isegpeddly difficult in Jamaicawith its socid norms that are
characterized by early initiation of sexud activity, yet frown on the use of contraception by the
young. Despite these obstacles, strong program efforts in past years directed at adolescents by
the MOH and NFPB (e.g. the former “nurse educator” program in public hospitals and clinics
together with extensive community outreach and contraceptive distribution programs) were

51



successful in increasing contraceptive use and lowering fertility rates among adolescents. The
evauation team believes that renewed and redirected efforts dong the lines of the detailed
recommendations in this report will also produce successful outcomes in meeting the
reproductive hedlth needs of Jamaica s youth. Moreover, one would expect that if doneina
manner that establishes afirm bags for sustainability, such renewed efforts will have much more
profound impact than more limited smilar efforts have had in the past.
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ANNEX A
SCOPE OF WORK

EVALUATION OF THE JAMAICA

ADOLESCENT REPRODUCTIVE HEALTH (ARH) PROJECT

1. Activity to be Evduated

Project Name: The Adolescent Reproductive Health Project
Project Number: 532- 0184

Authorized LOP Funding: US$12.0 million

PACD: September 30, 2004

2. Background

Adolescent reproductive headlth is a critical area of concern for the Jamaicans under the age of
20 who congtitute 20% of the population. Although totd fertility rates have declined
ggnificantly throughout the idand since the 1960s, the rate among femaes 15-19 years old has
increased. Since the 1970s, the proportion of births to mothers under 20 years of age has
remained a about 30% of dl births. Interrupted and discontinued schooling, a high incidence of
pregnancy and related complications, and the lack of socid and economic preparation for
effecting parenting are some of the main consequences resulting from adolescents’ lack of
preparation for hedthy reproductive behavior.

The Jamaica Adolescent Reproductive Hedlth Project (ARH) supports the Misson’s strategic
objective of Improved Reproductive Hedlth of Y outh by increasing the use of quaity
reproductive hedth (RH) and HIV/STI services and preventive practices.  Thisfive-year,
US$12.0 million activity is now entering its third year of implementation. 1t has been designed
around the premise that increased use of RH services and participation in youth-friendly RH
activities can be achieved by:

increasing access to quaity reproductive health and HIV/STI services,
improving knowledge and skills related to reproductive hedlth and HIV/AIDS/STIs, and
supporting reproductive hedth nationd policies and guiddines,

Thelion’s share of ARH activitiesis being carried out by The Futures Group Internationa (FGI),
on behdf of the Minigtry of Hedth. Additiona activities are being implemented by a diverse
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group of internationd technica assstance firms, loca non-governmenta organizations (NGOs)
and other sectord ministries which implement programs related to adolescents. This combined
effort seeksto increase the use of reproductive hedth services by young Jamaicans by
developing and promoting the use of youth-friendly hedlth care centers and by supporting
community-based education, information, and counseling activities. Support isaso provided to
help improve the policy environment for adolescent reproductive hedlth.

TFGI’ swork includes offering a comprehensive package of technical assstance and training as
well as upgrading supplies and equipment to improve the quality and accesshility of servicesto
youth. In addition TFGI will develop innovative approaches to providing reproductive messages
to youth, monitor behavior change and strengthen nurang and medical curriculum as it relates to
reproductive hedth of youth and play a supportive role in the development of nationa policies
and guiddlines.

Work being carried out by other organizations includes, strategic planning and policy
formulation, quality assurance, school-based ARH interventions, research/studies and behaviora
survelllance surveys, and training.

To date, the key ARH resulty/interventions have included, establishment of youth friendly stes,
development and implementation of a comprehensive mass media campaign, implementation of
atraining program, production of an ARH learning package, establishment of asmdl grants
program, initiation of a public relations and advocacy component. In addition strategic planning
reproductive health workshops have been completed, multi- sectora approach to youth
development has advanced significantly, Quality assurance interventions on MCH and Family
Panning stlandards have been completed, Certification of youth friendly standards and criteria
have been pilot tested, Vibes curriculum has begun the initiation in the Ministry of Education
Curriculum, and ARH surveys have been disseminated.

The ARH project monitorsits results by collecting both quantitative and qualitetive data from
multiple sources. Sources of primary quantitative data include community sample surveys
(basdine and endline) collected in target and control communities, exit interviews and mysery
client sudies, post launch media communication surveys, policy environment score survey,

smple sarvice gatigtics and information monitoring systems at the community and parish levels.
Quditative andyses include key informant interviews conducted in select communities, minutes

of advisory group mestings field notes of the Y outh.now team. However, data are presented on a
generd leve and do not dlow for sufficient analysis to determine those activities that have been
particularly successful as well as those that warrant increased scrutiny and modification.

The evaduation will examine ARH in light of the interventions that have been developed and
their relation to reaching the strategic objective. The results of the evauation will be used to
fine-tune ARH in order to make the best use of program funds and maximize the impact of the
ARH program.



3. Purpose

The overdl purpose of this evauation is to assess the progress and effectiveness of the
Jamaica Adolescent Reproductive Hedth Project (ARH) and to make recommendations for
modifications in project design and implementation for the remaining life of the project. The
focus of the evauation will be on examining the mgor project interventions, their progress
and effectiveness, and potentid goplication and replicability within the Jamaican hedth
system and other socia and educationd sectors.

The specific objectives of the evduation are:

to review the validity of the overal design, strategy and methodology of the project and
make recommendations for modifications if deemed necessary;

to assess the effectiveness of project interventions, including an analysis of their potentia
replicability and expansion to other hedth and non-hedth fadilities in the system, in terms of
their reative contribution and impact on improving the reproductive hedlth of youth;

to assess the managerid and technical performance to date of the project’ stechnical
assistance contractor and grantees, and recommend changes as needed,;

to assess the extent to which the indtitutiond environment in the health and NGO sectors are
conducive to the incorporation and expanson of successful ARH interventionsidand-wide.
Factors to be addressed include the appropriateness of current applicable hedth policies and
practices, financid cgpability, physica infrastructure, and politica will.

to provide USAID with acomprehensive report on the performance and effectiveness of the
ARH project to date, dong with recommendations for changes in the design, strategy, and
execution of the project needed to ensure successful achievement of project objectives.

4, Statement of Work (SOW)

The evauation team will be responsble for carrying-out a comprehensive assessment of ARH

program planning, adminigtrative management, and implementation. The parametersfor this
effort are described below.
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A. Assess the performance to date of ARH interventions.

ARH isimplementing amultiplicity of different, but interrdated, interventions through the work
of the Ingtitutional Contractor (The Futures Group Internationd) and other cooperating agencies
(CAs). Theevduation will determine what has been accomplished to date for the various
interventions, their effect vis-a-vis stated objectives, and their potentia for expansion and
replication. The primary focus will be on the work being performed by the Futures Group
(Youth.now). Other supportive CA contributions are much smdler and of adiscrete, time-
limited nature and not designed to be sdf-sugtaining. Thiswill be taken into account in the

eva uation process.

Evauation question: How effective has The Futures Group been in the overal
management of the ARH activities?

The mgor emphasis will be on the feasibility of the approach developed to improve adolescents
access to reproductive health, information, education and services and the development of the
models for replication. For example the eva uation team will determine progress to date in terms
of the number of young persons accessing ARH services, the effectiveness of the mass
communication campaigns and the potentid effect the project may have on the community.

B. Assess Implementation Strategies

Evaluation question: How are service providers, and providers of care being used, to
implement the project and have they been effective?

The evduation team will review existing documentation including the project’ s MIS system,

annud reports, and datainformation. They will conduct informant interviews with project
personnel, stakeholders, service providers, and key MOH and NGO community-based personnd.
They will assess progress made at the youth-friendly service delivery points, the effectiveness of
the mass communication interventions vis-a-vis changing attitudes and behaviors, the

effectiveness of training efforts, and the program’ s support for an improved policy environment

for adolescent reproductive hedlth.

C. Asss the involvement of the Minidiry of Hedlth and other sector minidtries

Evauation question: How involved have the Minigtry of Health and other sectord
minigtries been in the operation of the program? Has their contribution been technicaly
adequate?

The team will determine the extent that the Ministry of Hedlth and other sectors have contributed
and are able to contribute to improving increased access to services, improved knowledge and
skills of service providers, and to the implementation of nationd policies and guiddinesin the
targeted areas. Thiswill be accomplished through reviewing collected data and reports and
conducting interviews with service providers community members, teachers and parents.
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D. Recommend follow-on activity development

With the ARH project reaching its find two years, planing for follow-on activities is
cucid. The evdudion team will review the datus of the ARH interventions and propose
subsequent activity for USAID/Jamaica support of the drategic objective.  The review will
focus on the interventions that can be shown to have contributed to improved reproductive
hedth of youth and the endbling environment that made them effective.  The review will

include recommendetions for replicating those interventions.

This information and any subsequent recommendations will dso be used to
USAID/Jamaicaformulate its Strategic Plan for FY 2005-20009.

5. Team Composition and Participation

The evauation will be conducted over a one-month period by a multi-disciplinary five-person
team. The evauation team should consist of: 1) Team Leader 2) Community Participation
Specidigt 3) Evauation Specidig, 4) Y outh Consultant, and 5) Loca Liason

The Team Leader will be responsble for coordinating the activities of the evauation team. The
team leader will oversee the development of the evaluation schedule and gpproach, the findings
of different team members and coordinate the preparation of the find reports. The team leader
will ensure the timely completion of the evauation report, including recommendations for
follow-on activities. Thiswill require approximatdy three person weeks (Six-day workweek) of
effort. (November 4-26)

The Team Leader will have a least five years of experience in the adminigtration of multi-

faceted adolescent reproductive hedth projects in developing countries and the Caribbean, and in
Jamaica preferably. The team leader will have experience in managing large, multi-disciplinary
teams, and the ability to conceptualize and write clearly and concisly. An MPH or equivaent in
hedth, planning, socid sciences or amilar fidd is required.

The Community Participation Specidist will be responsible for ng the appropriateness and
effectiveness of the community interventions developed through the project. (S)he will examine
the congruence between the project inputs developed or supplied through the project at the
community level and through the mass media and the Jamaican hedth systlem and will assessthe
functions carried out by the service providers and the potentia multiplier effect in light of their
training through the ARH project. Thisindividua will dso assess the demand for services at the
community level based on the intervention/methodol ogy adopted by the project and anayze the
extent to which the approach asssts in the achievement of increased access and improved
knowledge and skills acquired in relation to reproductive hedth and HIV/AIDS/STIs.

The community participation adolescent reproductive health specidist will have a least ten years

of experience in developing countries including the Caribbean, and be familiar with the
implementation of community basad interventions. An MPH or equivaent in heslth, socid
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science and related areasisneeded.  Thiswill be gpproximately three person weeks (Sx-day
workweek) of effort person. (November 4-26, 2002)

The Evauation Specidigt will provide expert technica advice and support on evauation
methodology to the evauation team, including andysis and interpretation of datarequired to
adequately assess project direction and impact to date. The evauation specidist will dso have
responsibility for drafting, including tables, graphs and other quantitative data. The eva uation
specidigt will hold an MPH or equivdent with emphasis on hedth research/satistics and have
extensve experience in evauating health programs. S(he) will have at least ten years experience
working with reproductive and efficient in the use of Power Point, Excel and Word Perfect. This
will be approximately three person weeks (Sx-day workweek) of effort. (November 2-26, 2002)

The Y outh Consultant will provide Technicd Assstance for the evaluation. S(he) will provide
advice, information to the team on an ongoing basis which reflects the perspectives of the
beneficiary group and the redities of adolescent lifestyle and behaviorsin Jamaica

The Locd Liaison Manager will provide logistica support for the evauation. She will work
with the Chief of Party and team membersin preparing for field vigts, meetings'consultationsin
Jamaica, and support the team subgtantively in the management/adminitration and
documentation of the evauation.

6. Technicd Direction

The Director, Office of Genera Development (and/or her designee), will serve asthe
Evduations Cognizant Technica Officer for the evaluation and shal provide formd technical
direction and generd guidance during the performance of this effort. USAID/Jwill asss with
making arrangements for vidts to selected youth-friendly sites, meetings with key partners from
the Ministry of Hedth, other sectord ministries, and other ingtitutions as gppropriate.

7. Report/Deliverables

The consultant team will conduct an initid briefing with members from the Office of Generd
Development, to discuss the SOW and Plan of Action for the evauation and regularly thereafter
to brief USAID/Jon progress. A draft report with recommendations for the design activity will
be submitted to USAID/J one day prior to the report presentation, to be held on November 22.
Thereport will be findized and five copies (dlong with a diskette in Word 97) will be submitted
November 25. It should be no more than 30 pages long.

In accordance with requirements of the statement of work, the evaluation contractor will provide
the following ddiverables

1. Anevaudtion report which will indude:
a. findingson status of project implementation and effectiveness to date;
b. assessment of potentia expansion and replicability of project interventions
c. recommendations (if appropriate) for midcourse changes in the present project and
issuesfinterventions concerning future direction ( follow-on activity)
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2. Theevauation report should include the following sections:
- Executive summary
Introduction
Background of the problem
USAID's assistance approach: The ARH Project
Findings
Conclusions/lessons learned
Recommendations for Future directions
Annexes
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ANNEX B

Mrs. Deloris Brissett

Mrs. Burrell

Ms. Natalie Campbell

Dr. Marian DeBruin

Mrs. Lois Hue

Mr. Don Levy

Mrs. Jan Lopez

Mrs. Kathy McClure

Mr. Gregory McClure
Ms. Joan Robb

Mrs. Cecile Minott

LIST OF PERSONS CONTACTED

Acting Chief Education Officer,
Ministry of Education, Caenwood Complex
37 Arnold Road, Kingston 5

CHANGE Project/AED
Rural Family Support Organization
May Pen, Clarendon

Director, National Center for Youth Development
Ministry of Education, Caenwood Complex
37 Arnold Road, Kingston 5

Acting Director, CARIMAC,
University of the West Indies

Director, Youth & HIV Programs,
Red Cross Society of Jamaica
Central Village, St. Catherine

Project Director, Youth.now

Program Director, Addiction Alert
57 East St. Kingston

Consultant
President,
Director, Client Services,

Dunlop Corbin Communications Ltd.,
6 Oxford Road, Kingston 5

Jamaica Foundation for Children
Old Hope Road, Kingston 6
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Dr. Olivia McDonald
Mrs. Janet Davis

Mrs. Sarah Newland-Martin

Mrs. Shirley Oliver-Miller
Mr. Errol Alexis

Mr. Aaron Panther

Nurse Pariola
Ms. Gail Hoad
Dr. Richard Reid

Mrs. Deborah Patrick
Mr. Walter James

Mrs. Claudette Pious

Mr. Damian Brown

Mrs. Peggy Scott

Mr. Orville Ranglin

School

Mr. Joseph Robinson
Ms. Karlene Temple

Director,

IEC Officer,

National Family Planning Board
5 Sylvan Avenue, Kingston 5

General Secretary - YMCA

Margaret Sanger Center International
Master Trainers Refresher Training Course Il

FDR Hotel — Runaway Bay

Moravian Church in Jamaica
3 Hector Street, Kingston 5

FAMPLAN
57 East St. Kingston
21 Hope Road, Kingston 10

Planning Institute of Jamaica
10 - 16 Grenada Way, Kingston 5

Executive Director, Children First
9 Monk St. Spanish Town

Executive Director,
FAMPLAN
14 King Street, St. Ann’s Bay

Guidance Counsellor, Nain All Age & Junior High

Nain, St. Elizabeth

Executive Director,
Administrator,
ASHE

143 Mountain View Avenue, Kingston 3
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Mrs. Beryl Weir
Ms. Sheryl Morris
Mrs. Charmaine Johnson

Heed Office
Dr. Barry Wint

Dr. Peter Figueroa
Dr. Deanna Ashley
Dr. Karen Lewis-Bell
Ms. Ingrid Thame

Ms. Thelma Campbell

Mrs. Marcia Hyman-McKay

Regiond Hedth Authorities

Dr. Jacqueline Gernay

Dr. Michael Coombs

Executive Director,

Director, Field Operations

Women'’s Center of Jamaica Foundation
42 Trafalgar Road, Kingston 10

Ministry of Heath Personndl

Chief Medical Officer

Director, National HIV /STl Program

Director, Health Promotion & Protection Division
Director, Family Health Services

Quality Assurance Advisor, QAP

Chief Nursing Officer, Ministry of Health

Chairperson, National Curriculum Committee
Nursing & Midwifery, Ministry of Health

Southeast Regional Technical Director

Southern Regional Technical Director (SRHA)

Parish Health Departments and Health Centers

Dr. Donna Royer-Powe
Dr. Cotterell-Grant

Mrs. M. Brown

Kingston and St. Andrew Health Department
May Pen Health Centre

Nutritionist, Clarendon Health Department
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Ms. Serena Powell

Ms. Carlisa Pearson
Department

Ms. Maureen Watson
Ms. Laurett Wright
Department,

Mr. Canute Thompson

Group of 8 Peer Educators

Mrs. Francis

Miss Faith Salmon

BdadavaHedth Center

Mrs. Dawkins Ellis

Ms. Rosna Powell

Mr. Ivor Patrickson

Ms. Jennifer Chambers
Mrs. M. burnett-Watson
Ms. Oneika Cunningham
Group of 7 Peer Educators

Y outh.now Personned

Dr. Pauline Russell-Brown
Ms. Catherine Lane

Miss Karen Thaxter

Mr. Newton Wynter

Mrs. Viviene Kerr-Williams
Mr. Wilbert Rowe

Miss Yulonda Smith

Mr. Hylton Grace

Mr. Peter Jackson

Ms. Rosemary Nethersole

Staff Nurse, Clarendon Health Department
Health Educator, Clarendon Health

Milk River Health Centre

Assistant Dental Nurse, Clarendon Health
Clarendon Health Department

St. Elizabeth

Public Health Nurse, Junction Health Centre
Junction, St. Elizabeth

Public Health Nurse, Balaclava Health Centre

Dental Nurse
Community Hedlth Aide
Public Health Inspector
Staff Nurse

Dentd Assdant
Community Peer Education

Chief of Party

Program Manager

Training Coordinator

Advocacy Coordinator

Parish Officer (Clarendon)

Parish Officer (St. Elizabeth)
Adolescent Advisor

Adolescent Advisor

Finance & Administration Manager
Programme Assistant / Administration

United States Agency for International Development

Ms. Mosina Jordan
Mrs. Margaret Sancho
Mrs. Jennifer Knight-Johnson

Mission Director
Director, Office of General Development
Project Management Specialist
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ANNEX C

SO 3 RESULTS FRAMEWORK
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ANNEX D Y outh.now NGO Subgrants
Project Profile Purpose/Activities Achievementsto Date Comments
Women's Center of --Decrease early sexud --Initid seminars conducted --Limited follow-up
Jamai ca Foundation initiation and parenthood in both areas planned for trainees or their
“Adolescent RH Seminars by expanding RH --Basdline conducted peer contacts—emphas's of
for Young Men a Risk” knowledge of young men at among young menin subgrant is on training, not
JA $2.7 million rsk project areas in Montego outreach activities
7/1/01—5/31/03 --Conduct a series of Bay (Basdline abandoned in --No specific targets for
(extended) seminars on adolescent RH Kingston owing to pre- outreach activities
in Kingston and Montego election violence) --Project will end about
Bay areas --26 young menin MB and nine months after initid
--Train 50 leadersfrom 20inKinggton trained in training completed; current
youth clubs/organizations summer ‘02 time-frame requires that
in these areas to address --Initid outreach by trained end-line survey be
RH issues with peers youth underway conducted relatively soon
--Impact evaduation to after outreach begns.
assess what young men
pass on and extent to which
they start accessng RH
services
FAMPLAN --Improve RH of adal. by --Support RH educetion in --Basdine conducted
“Urban Y outh Fret” increasing access to/use of area schools to improve among 350 youth in 7
JA $6.7 million RH sarvicesin downtown knowledge and skills schools
7/1/01—6/30/04 Kingston --Provide “widerange’ of --RH/LS education
--Usetwo youth promoters RH/FP services and provided to over 1000
to provide outreach, recruit improve qudity of services sudentsin 9 schoolson a
clients a renovated clinic regular basis
--Increase number of youth --InYr. 2, train peer --Training conducted for
usng RH sarvices a educators to provide Saff
upgraded dlinic OCs/condoms --2002 Q2: 82 adol. FP

vigts; 16 counsding; 73
antenatd; 8 postnatal



--2002 Q3: 41 adol. FP
vigts, 3 for counsding; 86
antenatd and 9 postnatal
(record-kesping for FPin
this period was
incomplete.)

--No quantitative objectives
inorigina proposd; overly
elaborate M& E plan
prepared after lengthy
negotiation. Targets
expressed in % change
from basdineand not in
absolute numbers.

-- Clinic renovetion stalled
for security reasons; poor
condition of clinic and lack
of separate space for adal.
isthwarting origina project
objective with respect to
sarvices. Nonetheless, a
smal number of youth are
ng the services.

Project Profile

Children First
“Change for Life’
JA $9.6 million
4/1/02-9/30/04

Purpose/Activities

--Project complements EU-
funded “ Y outh Wellness
Centre’ which will provide
RH services and knowledge
and killsfor out- of-school
youth.

--Ddiver RH eduction to
1000 out- of-school
adolescents

--Develop ARH manud for
at risk out of school youth
--Support information
technology and smal
businesstraining
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--Develop advocacy and
public education campaign
to promote RH behavior
change

--Develop youth magazine
--Support/train 500
caregivers and service
providers

--Develop youth-friendly
hedlth fadilities localy
--Provide counsdling and
appropriate contraceptive
use

--Assessimpact on risk
behavior; indicators include
80% of target pop receiving

life skills education,;
increased demand for
condoms, use of services
by youth, reduction in risk
behavior, 80% service
providers and care-givers
trained, inter dia



Achievementsto Date

--Approx. 50 older youth
enralled in I'T/business
training program; some
asssted with summer jobs
--Approx. 200 UAP and
other youth on Ste receive
RH education/life ills.
--Y outh from community
come to CF for hedlth care,
inc. STIs. About 10 youth
per week are referred (not
clear how many for RH
services))

Comments

--Proposd is highly diffuse
with long ligs of

objectives, indicators,
activities

--Divison of labor for EU
and Y outh.now grantsis
confusing; possible
overlgp/double funding?
--Some Y N-funded
components are less closdly
linked to RH

--Asyet, no RH dinicd
services have as yet been
established under EU grant
as planned; currently,
counsdling and referrds are
al that are provided. There
are no condoms avallable
on dte. Future plans
include part-time medicd
qeff.

--Locd hedth fadilities
have not agreed to release
daff from potentid referra
fadilitiesfor training. Plan
isto train dentd staff
instead.

68



Project Profile Purpose/Activities Achievementsto Date Comments
Jamai ca Foundation for --Increase capacity to --Factline evauated, --Thisisafocused grant
Children deliver telephone present messages revised providing auseful and high
“Upgrading Adolescent counseling, information and and new messages quality service.
Hotline Services’ referral developed -- Strengthening the RH
JA $2.9 million --Expand hotline to include --In June 2002, 15 new and counsdling provided by the
7/1/01—9/30/02 24 hour fact-line. 10 old volunteerstrained in hotline service gppears to
(extended) --Provide a minimum of 30 sexudity, HIV, be good vaue.

messages on RH relationships, counsdling --Number/proportion of

information (Sic) ills cdlsrdating to RH issues

--Train 20 new telephone --During the project period, isnot entirdy clear.

counselors and upgrade 20 the hotline fielded atotd of

exisiing volunteer 2325 calls, of which 84%

counselors were femae; 72% were

--Referrd to rdevant youth.

services

--Redesign and maintain

database to add RH

component

--Provide boysin UAP urveysto evaluate these

YMCA --Improve RH knowledge program with smilar RH interventions.
“ Strengthening Partnerships and behaviors for youth education and services,
in support of ARH” sarved by the Y (about reach their parentswith a
JA $6.4 million 500.) parenting education
2/1/02—9/30/04 --Edablish ayouth-friendly program.

savicedgtefor dl Y users --Improving referrd

with RH education and between the Y and selected

counsdling; on-Site condom dinica gtesisan important

sarvices, and referrd to program element.

hedth fadlities --Researchinvolving

complex questions and
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--Project recruited staff are
providing RH/LS education
to 182 UAP students.

--X boysreferred for
various, ungpecified
servicesto Bethd Baptist; 2
referred for HIV/VCT.

--Status of servicesfor
broader Y population
unclear.

--Although condoms are
avalable on gte, none have
been distributed. Asa
Chridian organization, Y

--Monthly parent-teacher prefers not to openly
mestings. digtribute condoms; boys
--Basdine planned for must request them.
January 03. --Most referras to date
appear to have been for
generd medicd reasons.
Project Profile Purpose/Activities Achievementsto Date Comments
Jamaica AlDS Support --Decrease transmission of N/A --Proposd went through
“Lifefi Yute’ HIV/STIsand improve RH fiverevisonsand
JA $1.1 million among margindized urban youth resubmissons owing to
7/15/02-7/15/03 --Approx. 40 marginaized youth week design.
from three sports clubsin --Verson of proposal
Montego Bay and 120 from the reviewed included
Y in Kingson, incduding some extendgve muscad and
who are s=xud minoritiesand in gports equipment

transactiond reationships, will
be targeted for sports and
performing arts activities to
improve their “life coping kills’
and transmit SRH information.
--Evauation based on incressed
knowledge, VCT requests and
requests for condoms from JAS

HQ.
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--Project isworking with
youth from Kingston
YMCA Amy Balley
Center. YMCA subgrant
is aso working with 32
youth from Amy

Bailey—possible overlap
in target audience?



Children for Community
Change

“3C'sLife Skills Public
Education Project”

JA $1.9 million
8/1/02-8/31/03

--Reduce HIV transmission N/A
among youth in

Kingstorn/St. Andrew
--Provide HIV/life kills
education after school to
100 youth from Mandda
Terrace community

--Train 20 peer educators
-- Strengthen capacity of
loca performing arts group
to do public/community
education; conduct 30
showsin 7 communities
increasing avarenessin
2000 youth and community
members

--Improve capecity of 3C's
to ddliver RH programs
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Project Profile

Nurse Louise Fitter Clinic
JA $5.4 million
9/1/02-9/30/04

Purpose/Activities Achievementsto Date

--Address need for HIV N/A
education and counsdling,
FP, among youth in
community

--Provide RH education for
three hours per week to 120
teens 10-19 in community
and St. Annie€ sHigh

School every yesr.
--Upgrade current facilities
for testing and trestment of
STI'sHIV, in collaboration
with the Food for the Poor
Clinic

--Train 20 peer counselors.
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ANNEX E Summary Training Chart



